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THE    NATURE    OF    SHOCK.* 


BY 

EUGENEJBOISE.  M.D. 
Grand  Rapids,  Mich. 


Notwithstanding  the  amount  that  has  been  written  con- 
cerning the  nature  of  shock,  there  is  even  yet  no  agreement  as  to 
what  it  is.  For  instance,  George  W.  Crile,^  who  has  done  ex- 
tremely valuable  work  in  its  investigation,  and  whose  experi- 
ments I  have  taken  as  a  basis  for  this  paper,  comes  to  this  final 
conclusion:  "Surgical  shock  is  an  exhaustion  of  the  vasomotor 
center." 

W,  T.  Porter,  after  careful  experiments,  says:  "The  cause 
of  shock  cannot  be  exhaustion  of  the  vasomotor  center." 

Crile^  says,  "Neither  the  heart  muscle,  nor  the  cardiac  center, 
nor  the  respiratory  center  are  other  than  secondarily  involved," 

KowelP  says,  "In  vascular  shock,  blood  pressure  may  fall 
extremely  low,  but  I  have  never  obtained  this  extreme  degree 
independently  of  cardiac  shock.  It  has  always  been  accom- 
panied or  preceded  by  cardiac  shock." 

Shock  is  a  condition  of  the  system  characterized  by  mental 
and  physical  depression,  with  the  following  manifestations: 
Pallor  of  the  skin,  with  more  or  less  lividity  of  the  mucous 
membranes;  a   small,   rapid   pulse,   with   low  arterial   tension; 

*Read  before  the  New  York  Obstetrical  Society,  November  13,  1906. 
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cold  perspiration  and  subnormal  temperature,  with  a  tendency 
to  relaxation  of  the  sphincters  and  to  suppression  of  urine. 

We  all  accept  these  as  the  clinical  manifestations  of  shock. 
It  is  only  as  to  the  nature  of  the  circulatory  disturbances  or 
the  cause  of  the  low  blood  pressure  that  there  is  any  contention. 

Arterial  pressure  depends  on  three  factors.*  First,  the 
volume  and  frequency  of  the  injections  of  blood,  made  by  the 
heart's  contraction.  Second,  friction  in  the  vessels — the  arteri- 
oles and  capillaries  (peripheral  resistance);  and  third,  the 
elasticity  of  the  arterial  wall.  Any  variation  in  any  one  of 
these  causes  a  change  in  the  arterial  pressure. 

The  innervation  of  the  bloodvessels  is,  broadly  speaking, 
from  the  vasomotor  center  from  which  are  derived  vasocon- 
strictor and  vasodilator  (pressor  and  depressor)  nerves. 

The  innervation  of  the  heart  is  from  the  cervical  sympathetic, 
through  the  stellate  ganglia,  and  from  the  pneumogastric 
nerves;  the  stellate  ganglia  being  the  centers  from  which  origi- 
nate the  cardiac  accelerator  or  augmentor  nerves ;  the  pneumo- 
gastrics  being  the  inhibitory  nerves  of  the  heart. 

In  investigating  the  phenomena  of  shock  it  is  important  that 
we  keep  in  mind  the  physiology  of  these  centers. 

There  are  three  forms  of  shock,  mental  or  psychical,  surgical 
and  traumatic.  Mental  shock  is  caused  by  some  sudden  power- 
ful emotion,  such  as  fright.  Surgical  shock  is  caused  by  opera- 
tive work,  and  the  cause  of  traumatic  shock  is,  generally,  a 
combination  of  fright  and  severe  injur\\  They  differ  as  to 
etiology  but  are  identical  in  their  pathology. 

I  shall  endeavor  to  demonstrate  in  this  paper  that  the  essen- 
tial cause  of  shock  is  excessive  sympathetic  initation,  mani- 
fested mainly   by  a  tonic  contraction  of  the  heart  and  arteries. 

After  death  from  sudden  fright  the  left  ventricle  has  been 
found  ruptured,  showing  that  the  immediate  response  to  the 
impulse  of  fear  is  a  powerful,  even  spasmodic  contraction  of 
the  heart  and  probably  of  the  arteries.  One's  own  experience 
will  corroborate  this.  First,  the  sudden  cessation  of  the  heart's 
action,  then  its  sudden  resumption  in  rapid  and  powerful  con- 
tractions, which  gradually  become  slower  and  more  normal. 
At  the  same  time  there  is  the  sudden  pallor,  perspiration,  relax- 
ation of  the  sphincters,  and  sense  of  physical  weakness. 

The  phenomena  of  traumatic  shock,  as  we  generally  see  it  in 
our  professional  capacity,  are  the  same,  only  more  prolonged 
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and  emphasized.  To  the  sudden  onset,  caused  very  often  by  fear, 
is  added  the  continuous  impulse  of  irritation,  caused  by  the 
injury. 

Surgical  shock  differs  from  traumatic  only  in  its  more  gradual 
onset. 

Crile,  in  his  essay  on  surgical  shock,  gives  a  record  of  148 
experiments  on  dogs,  extremely  interesting  and  valuable. 
Let  me  quote  a  few  of  them: 

Experiment  III. — Initation  of  the  brachial  plexus  caused 
first,  a  rise  in  blood-pressure,  followed,  after  continued  severe 
irritation,  by  a  marked  and  persistent  fall.  Autopsy  showed 
the  heart  and  arteries  empty  and  the  veins  full.  [5^ 

Experiment  IV. — Crushing  the  feet  caused  a  great  rise  in 
blood  pressure.  Tearing  the  brachial  plexus  and  crushing  the 
testes  caused  a  great  fall  in  pressure. 

Experiment  V. — Violence  to  the  feet  and  brachial  plexus 
caused  fluctuating  pressure ;  then  opening  the  abdomen  caused 
a  marked  fall,  which  continued.  Autopsy;  left  ventricle  empty, 
in  systole;  right  ventricle  contained  some  blood.  The  veins 
were  full,  the  splanchnic  no  more  so  than  the  somatic. 

Experiment  VIII. — Crushing  a  foot  caused  a  rise  in  pressure. 
Cutting  the  brachial  plexus  caused  a  fall,  which  was  increased 
and  became  permanent  after  opening  the  abdomen  and  man- 
ipulating the  intestines.  Autopsy  showed  the  same  condition 
as  above.  During  the  development  of  the  shock  the  veins 
were  seen  to  gradually  become  distended. 

Experiment  X. — In  this  experiment  the  stellate  ganglia  on 
both  sides  were  removed,  after  which  all  kinds  of  violence 
caused  scarcely  any  change  in  pressure.  Manipulation  of  the 
intestines  caused  a  gradual  decline  in  pressure  with  slow  heart 
beats,  falling  to  six  in  ten  seconds.  Autops}'  showed  the  veins 
only  moderately  full.  No  mention  is  made  of  the  heart  or 
arteries. 

Crile  collects  and  tabulates  the  results  of  his  experiments 
and  his  conclusions  in  his  summary.  For  instance,  in  twenty- 
two  experiments  in  which  the  skin  was  cut  or  crushed,  there  was 
a  marked  rise  in  pressure,  followed  finally  by  a  decline. 

In  eighteen  experiments  these  same  injuries,  inflicted  after 
the  stellate  ganglia  had  been  excised,  caused  no  appreciable 
variation  in  pressure. 

In  fifteen  experiments  in  which  the  intestines  were  exposed 
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and   manipulated,   there    was   an  immediate    and   marked   jail 
in  pressure. 

In  forty-one  experiments  in  which  the  testicles  were  exposed 
and  crushed,  there  was  an  immediate  and  marked  fall  in  pres- 
sure, with  no  preliminary  rise.  This  could  not  be  due  to  cardiac 
inhibition  because  section  of  both  vagi  had  no  influence  on  the 
results. 

In  cases  where  there  was  no  interference  with  the  stellate 
ganglia,  irritation  of  afferent  nerve  trunks  caused  profound  shock. 
Where  the  stellate  ganglia  were  first  removed  (as  in  experiment 
X),  irritation  of  these  nerve  trunks  caused  no  change  in  blood 
pressure. 

In  manipulating  the  peritoneurA,  the  arteries  which  at  first 
were  large  and  pulsated  strongly,  were  seen  to  gradually  become 
smaller  with  almost  no  perceptible  pulsation,  the  veins,  at  the 
same  time,  becoming  distended. 

Notice  that  the  character  of  the  pressure  was,  to  a  certain 
extent,  determined  by  the  nerves  that  were  irritated.  For 
instance,  cutting  and  crushing  the  skin  or  peripheral  nerve 
trunks  like  the  sciatic,  invariably  caused  an  immediate  and 
marked  rise  in  pressure,  followed  later  by  a  pronounced  fall; 
crushing  the  testicles  or  irritating  the  peritoneum  caused  an 
immediate  and  marked  fall  in  pressure,  with  no  preliminary 
rise.  But  in  all  these,  previous  section  of  the  branches  of  the 
stellate  ganglia,  the  vasomotor  center  remaining  unimpaired 
prevented  any  marked  variation  in  pressure  even  after  severe 
irritation. 

Crile  states  that  in  his  opinion  the  cause  of  shock  is  an  ex- 
haustion or  breaking  down  of  the  vasomotor  center,  and  that 
he  is  forced  to  this  conclusion  by  an  anah^sis  of  these 
experiments. 

f*  I  cannot  believe  that  this  conclusion  is  justified,  but,  on 
the  contrary,  I  believe  that  these  experiments  show  that  there 
is  an  excessive  irritation  of  both  the  vasomotor  and  cardiac 
centers,  whereby  the  arteries  and  heart  are  both  almost  spas- 
modically contracted.  That  there  is  an  exaggerated  systole 
and  a  very  imperfect  diastole.  That  the  condition  of  the  heart 
is  of  greater  importance  than  the  condition  of  the  arteries, 
inasmuch  as  by  reason  of  its  spasmodic  contraction  during 
systole  and  its  very  imperfect  relaxation  during  diastole,  it 
cannot  receive  much  blood  from  the  veins,  and  therefore  cannot 
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send  much  into  and  through  the  arteries:  wherefore,  however 
strongly  the  arteries  may  respond  to  vasoconstrictor  impulses, 
the  pressure  would  be  low^  because  there  is  not  blood  enough 
to  distend  them.  That  we  are  justified  in  the  opinion  that  such 
exaggerated  systohc  contraction  is  not  only  possible,  but  even 
more  than  probable,  is  shown  by  results  obtained  by  other 
experimentors. 

Howell^  quotes  Rouget®  as  saying  that  the  excitation  of  the 
vagus  in  the  tortoise  in  the  upper  or  middle  cervical  region, 
is  sometimes  followed  by  a  state  of  continued  prolonged  con- 
traction, an  arrest  in  systole ;  and  Howell  states  that  the  same 
thing  occurs  in  curarized  rabbits  and  frogs.  (The  nerves  from  the 
stellate  ganglia  in  these  animals  are  conveyed  to  the  heart  through 
the  vagus.)  He  also  states^  that  stimulation  of  the  augmentor 
nerves  of  the  heart,  through  the  stellate  gangha,  causes  increase 
in  both  the  frequency  and  force  of  the  contractions,  and  that 
repeated  induction  shocks  may  cause  a  tonic  contraction  of 
the  heart. 

Landois  and  Stirhng^  mention  experiments  where  electrical 
stimulation  of  the  cervical  sympathetic  caused  cardiac  spasm 
with  low  arterial  tension. 

In  Crile's  experiments  severe  manipulation  of  the  testicles 
or  traction  on  the  spermatic  cord  or  on  the  brachial  plexus, 
were  alwavs  followed  by  an  immediate  fall  in  blood  pressure 
with  no  appreciable  preliminary  rise,  and  therefore  no  evidence 
of  uncomplicated  stimulation  of  the  vasoconstrictors.  It  is 
impossible  to  understand  how  there  can  be  an  exhaustion  of 
these  nerves  without  some  indication  of  previous  stimulation. 
On  the  other  hand,  there  must  have  been,  from  the  first,  a 
severe  stimulation  of  the  augumentor  nerves  of  the  heart  through 
impulses  received  from  the  afferent  nerves.  These  impulses 
were  severe  enough  to  cause  profound  shock  where  neither 
the  vasomotor  center  nor  the  stellate  gangha  had  been  touched; 
but  they  could  not  produce  shock  nor  any  appreciable  change 
in  blood  pressure  if  the  stellate  ganglia  had  been  previously 
removed. 

In  Experiment  X  the  stellate  gangha  (from  which  augmentor 
impulses  are  sent  to  the  heart)  on  both  sides  were  removed, 
after  which  all  kinds  of  violence  caused  very  little  change  in 
pressure.  Finally,  manipulating  the  intestines  caused  a  gradual 
decHne  in  pressure  with  slowing  of  the  heart  beat.     This  was 
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probably  through  irritation  of  the  vagus  by  possible  traction 
on  the  intestines. 

In  this  case  the  low  blood  pressure  of  shock  could  not  be 
produced  because  the  cardiac  centers  had  been  destroyed  and 
no  augmentor  stimuli  had  been  sent.  But  the  vasomotor  center 
had  not  been  disturbed  and  should  have  been  exhausted  by  the 
impulses  of  irritation  from  the  crushed  legs  and  testicles  if 
exhaustion  of  the  vasomotor  center  is  all  there  is  to  it,  and  if 
the  condition  and  action  of  the  heart  are  secondary.  But 
because  no  augmentor  stimuli  could  be  sent  to  the  heart,  there 
could  be  no  cardiac  spasm,  and  the  heart's  action  would  remain 
comparatively  normal,  sending  the  usual  amount  of  blood  into 
the  arteries  and  preventing  the  low  blood  pressure  of  shock. 

In  Case  LIII,  cutting  the  scrotum  and  tunica  vaginalis  caused 
marked  fall  in  pressure.  Then  cocainizing  the  testicles  and 
spermatic  cords  caused  a  rise  in  pressure,  after  which  further 
manipulation  of  the  testicles  produced  no  impression.  The 
spinal  cord  was  then  cut  at  the  upper  dorsal  vertebra,  resulting 
in  sudden  and  great  fall  in  pressure,  through  paralysis  of  the 
vasoconstrictors  by  section.  After  this  manipulation  of  the 
intestines  caused  still  further  fall,  the  heart  strokes  being  faster 
and  shorter  till  death.  This  additional  fall  in  pressure  could 
not  be  through  the  influence  of  the  vasodilators  as  the  vaso- 
motor center  had  been  cut  out.  Nor  could  it  have  been  through 
stimulation  of  the  cardiac-inhibitory  center,  as  the  heart  strokes 
would  then  have  been  slower  till  death,  instead  of  faster.  Nor 
could  it  have  been  through  reflex  irritation  of  the  splanchnic 
nerves,  because  then  there  would  have  been  contraction  of  the 
splanchnic  vessels  and  consequent  rise  in  pressure  rather  than 
a  fall.  It  must  have  been  through  reflex  stimulation  of  the 
cardiac  augmentor  nerves  and  consequent  spasmodic  con- 
traction of  the  heart,  whereby  little  blood  could  be  received 
from  the  veins  and  sent  into  the  arteries. 

In  Experiments  CIX  and  CX,  various  manipulations  caused 
variable  pressure,  till  finally,  burning  the  intestines  caused  a 
marked  fall  in  pressure.  Autopsy  showed  the  veins  to  be  full, 
those  of  the  abdomen  no  more  so  than  others,  even  though  the 
irritation  was  in  the  sphlanchnic  area.  The  venae  cavae  were 
tense,  and  yet  the  heart  was  empty  and  contracted  in  systole. 
The  heart  could  not  receive  blood  from  the  tense  veins,  and 
could  not  send  anv  into  the  arteries. 
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There  seems  to  be  strong  evidence  furnished  by  Crile's  ex- 
periments that  the  vasomotor  and  the  cardiac  centers  act 
independently  of  each  other.  For  instance,  severe  mechanical 
injury  of  the  uterus  invariably  caused  a  rise  in  blood  pressure, 
sometimes  very  marked,  but  no  fall  below  normal.  Section  of 
the  cardiac  branches  of  the  stellate  ganglia  did  not  prevent 
the  rise.  Without  much  doubt  the  rise  is  through  stimulation 
of  the  vasomotor  center,  but  such  irritation  of  the  uterus  never 
caused  a  fall  below  normal,  and  therefore  never  caused  ex- 
haustion of  this  center. 

Again,  it  is  shown  in  Experiment  X  and  others,  that  whereas 
crushing  the  testicles  invariably  causes  an  immediate  and 
marked  fall  in  pressure,  removal  or  destruction  of  the  stellate 
ganglia  on  both  sides  prevents  any  appreciable  disturbance  in 
pressure,  even  when  the  vasomotor  center  is  undisturbed. 
Therefore,  it  is  a  fair  deduction  that  shock,  caused  by  violence 
to  the  testicles,  must  be  caused  by  cardiac  changes  and  not  by 
vasomotor  exhaustion.  It  cannot  be  through  stimulation  of 
the  cardio-inhibiton^  mechanism,  as  section  of  the  vagi  has  no 
appreciable  influence.  It  must  therefore  be  by  stimulation 
of  the  augmentor  nerves,  causing  tonic  contraction  of  the  heart. 

Also,  violence  to  the  peripheral  nerve  trunks,  as  by  stretching 
or  crushing,  gave  generally  a  decided  preliminan^  rise  in  pres- 
sure, followed  soon  by  a  jail.  Repeated  irritation  brought  the 
fall  much  below  normal,  but  "in  cases  in  which  the  stellate 
ganglia  had  been  removed,  there  was  usually  no  change  in  any 
of  the  pressures  on  the  application  of  the  above  mentioned 
tests,    (nerve  stretching  and  crushing)." 

Again,"  "while  in  the  first  injury  or  at  least  in  one  of  the 
early  injuries,  or  stimulation  of  a  nerve  trunk,  a  rise  in  blood 
pressure  w^as  always  produced,  after  a  number  of  repetitions 
a  condition  was  reached  in  which  no  effect  was  produced,  and, 
later,  on  stimulation,  an  actual  fall  without  a  preliminary  rise 
occurred."  This  is  taken  as  evidence  of  the  exhaustion  of  the 
vasoconstrictor  or  pressor  mechanism  and  activity  of  the  vaso- 
dilator or  depressor  mechanism. 

But   remember   that    Crile    sa^'s,   in   speaking   of   these   ex- 
periments on  peripheral  nerve  trunks,  "in  cases  in  which  the 
stellate  ganglia  had  been  removed  there  was  usually  no  change 
in  any  of  the  pressures  on  the  application  of  the  above  men- 
tioned   tests"    (nerve    stretching    and    crushing).     That   is,    if 
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you  cut  the  augmentor  nerves  of  the  heart,  no  shock  can  be 
produced,  even  though  the  vasomotor  center  remain  undis- 
turbed. If  3-ou  leave  the  augmentor  nerves  intact,  shock, 
with  its  very  low  pressure,  can  be  produced. 

It  is  true  that  Crile,  in  his  essa}'  on  blood  pressure  in  sur- 
gery,^** states  that  when  the  cardiac  "  accelerartes "  and  the 
vagi  were  cut,  it  made  no  difference.  Shock  could  be  produced 
just  as  readily  as  when  these  nerves  were  intact.  But  this 
statement  is  so  diametrically  opposed  to  his  statements  in 
"Surgical  Shock"  concerning  the  effect  of  removing  the  stellate 
ganglia,  that  I  can  only  reconcile  them  by  believing  that  some 
of  the  augmentor  nerves  of  the  heart  escaped. 

Again,  remember  that  one  of  the  important  factors  (if  not 
the  most  important)  in  the  regulation  of  arterial  pressure,  is  the 
volume  and  frequency  of  the  injections  of  blood  from  the  heart 
into  the  arteries,  and  not  alone  the  contractihty  of  the  arteries 
themselves.  Therefore,  though  violence  to  peripheral  nerve 
trunks  causes  a  preliminary  rise,  followed  b}-  a  fall,  and  finally 
a  fall  with  no  primary  rise,  it  is  probable  that  it  is  because  of 
exaggerated  systolic  contraction  of  the  heart  through  stimu- 
lation of  its  augmentors,  rather  than  arterial  paralysis  through 
exhaustion  of  the  vasomotor  center. 

Moreover,  W.  T.  Porter,^^  after  a  series  of  careful  experiments, 
reaches  the  conclusion  that  exhaustion  of  the  vasomotor  center 
cannot  be  the  cause  of  shock. 

He  says:  "In  shock  the  primary  injury  lies  outside  the  nerve 
cells;  that  each  of  the  nerve  chains  that  constitute  the  vaso- 
constrictor system  has  three  neurons;  the  cell  body  of  the  first 
lies  in  the  bulb,  its  axis-cylinder  process  ends  in  the  spinal 
cord  or  in  the  bulb  itself,  in  physiological  contact  with  the 
second  neuron.  The  cell  body  of  the  second  neuron  lies  in  the 
cord  or  bulb,  but  its  axis-cylinder  process  leaves  the  cord  and 
ends  in  physiological  contact  with  a  sympathetic  cell.  This 
sympathetic  cell  is  the  third  neuron.  Its  axis-cylinder  process 
ends  in  the  wall  of  the  bloodvessel.  The  bulbar  cells  or  first 
neurons  affect  the  bloodvessels  only  through  the  second  and 
third  neurons;  consequently,  if  stimuH  which  pass  through 
afferent  nerves  to  the  bulbar  cells,  call  forth  a  normal  change 
in  the  caliber  of  the  bloodvessels,  the  condition  of  the  neurons 
must  be  normal.  The  depressor  nerve  connects  with  all  the 
bulbar  vasoconstrictor  cells  alike.     The  fall  in  pressure,  caused 


BOISE:    THE    NATURE    OF    SHOCK.  9 

by  the  stimulation  of  the  central  end  of  the  depressor  nerve  is 
therefore  a  quantitative  test  of  the  condition  of  all  the  vaso- 
constrictor neurons,  those  of  the  first  order  in  the  bulb,  and 
those  of  the  second  and  third  order,  through  which  alone  the 
bulbar  neurons  can  alter  the  constriction  of  the  bloodvessels. 
If,  therefore,  the  stimulation  of  the  central  end  of  the  depressor 
nerve  produces  as  great  a  fall  of  blood  pressure  during  shock 
as  before  shock  began,  the  condition  of  the  three  vasoconstrictor 
neurons  must  be  normal,  even  in  shock.  Exhaustion  in  the 
vasoconstrictor  neurons,  therefore  cannot  be  the  essential 
cause  of  the  symptoms  termed  shock." 

But  if  we  assume  that  the  theory  of  cardiac  spasm  is  correct, 
the  explanation  is  simple.  Stimulation  of  a  peripheral  nerve 
trunk  causes  a  rise  in  blood  pressure  (according  to  Crile)  through 
stimulation  of  the  vasoconstrictors  possibly,  or  through  stimu- 
lation of  the  cardiac  augmentors  probably,  thus  increasing  the 
force  of  the  heart's  contractions,  but  not  at  first  impairing 
diastole.  Further  stimulation  interferes  with  the  diastolic 
relaxation  of  the  heart,  and  lessens  the  amount  of  blood  received 
from  the  veins  and  sent  into  the  arteries,  therefore,  there  is  no 
further  rise  in  pressure,  but,  on  the  contrary,  a  fall.  Renewed 
irritation  increases  this  condition. 

Crile  says^^  "Autopsies  were  made  in  a  large  number  of 
animals  and,  generally  speaking,  the  following  conditions 
prevailed:  The  large  venous  trunks  were  full,  sometimes  enor- 
mously engorged,  the  arteries  empty;  the  veins  of  the  splanchnic 
areas  not  more  distended  than  those  of  the  somatic,  unless  the 
experiment  had  included  some  procedure  in  the  splanchnic; 
the  left  ventricle  and  the  left  auricle  were  empty,  or  nearly  so; 
the  right  auricle  usually  contained  some  blood,  the  right  ven- 
tricle little  or  none;  the  lungs  were  anemic,  the  pulmonary 
vessels  empty;  tissues  of  the  brain  and  somatic  area  anemic; 
liver  usually  engorged;  spleen  and  kidneys  somewhat  less  so. 
The  disposition  of  the  mass  of  blood  was,  in  a  number  of  cases, 
observed  by  making  the  necessarv  dissection  during  and  before 
death." 

The  veins  were  full,  sometimes  engorged,  yet  the  heart  and 
arteries  were  empty,  and  the  heart  could  send  but  little  blood 
through  the  arteries  because  it  received  but  little.  We  all 
agree  on  this  fact,  but  disagree  as  to  the  cause.  Crile  says  it  is 
because  venous  pressure  is  so  low  that  blood  cannot  flow  from 
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these  distended  veins  into  the  heart  that  is  open  to  receive  it 
(page  140).  On  the  contrar}',  I  think  the  veins  would  gladly 
unload  themselves,  but  the  heart  contracts  so  spasmodically 
that  there  is  almost  an  obliteration  of  the  ventricular  cavities, 
even  in  diastole. 

HowelP^  says:  "The  pressure  of  the  peripheral  veins,  normally, 
is  less  than  in  the  capillaries,  and  declines  as  the  blood  reaches 
the  large  veins.  Very  close  to  the  chest  the  pressure  is  below 
the  pressure  of  the  atmosphere." 

And  again,  "The  venous  wall  possesses  elasticity,  but  this 
is  even  less  called  upon  than  in  the  capillaries,  and  presently 
in  the  larger  veins  the  moving  blood  is  found  to  press  no  harder 
from  within  than  the  atmosphere  from  without." 

In  addition  to  the  elasticity  of  the  venous  walls,  and  the 
"vis  a  tergo,"  there  is  alwa^'s  the  continuous  pull  of  the  elastic 
lungs,  as  well  as  the  suction,  however  slight,  from  the  dilating 
heart. 

In  many  cases  ,Crile  found  the  large  veins  engorged,  and  in 
Case  CIX  he  says:  "Quite  extreme  general  venous  engorgement; 
the  tissues  of  the  intestines  not  much  filled  with  blood  but  the 
larger  venous  trunks  were  quite  full.  The  venae  cavae,  inferior 
and  superior,  were  extremely  distended  and  imparted  a  sense  of 
very  considerable  tension  to  the  touch.  The  heart  was  in  systole, 
the  left  auricle  and  both  ventricles  were  empty ;  the  right  auricle 
contained  a  small  quantity  of  blood  and  a  small  clot." 

But  I  cannot  conceive  of  a  normal  heart,  with  normal  systole 
and  diastole,  being  unable  to  receive  any  blood  from  veins  in 
that  condition.  There  certainly  must  have  been  some  obstacle 
in  the  heart  itself  and  this  obstacle  was  exaggerated,  or  spas- 
modic or  tonic  contraction — call  it  what  you  will — by  which 
the  ventricular  cavities  were  virtually  obliterated  even  during 
diastole.  This  condition  of  the  heart  is  the  keystone  of  the 
pathology  of  shock. 

Again,  in  vasomotor  paralysis,  without  cardiac  involvement, 
there  is  no  venous  stasis. 

Janeway,"  in  speaking  of  low  arterial  tension,  says:  "In 
man  such  total  vasomotor  paralysis  is  probably  only  seen  in 
fatal  surgical  shock,  and  in  the  death  agony  after  acute  infectious 
diseases."  Implying  that  the  vascular  conditions  in  the  two 
are  the  same.  But  this  is  not  correct.  Crile  shows  that 
in    profound    or    fatal    shock,  there   is    intense   engorgement  of 
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the  veins  of  the  entire  general  circulation.  While  KrchP^  in 
speaking  of  the  general  vasomotor  paralysis  found  in  in- 
fectious diseases,  says  there  is  no  stasis  in  the  veins  of  the 
general  circulation. 

He  says:  "A  similar  picture  is  also  presented  by  the  so-called 
collapse  that  sometimes  occurs  during  the  course  of  infectious 
diseases.  These  symptoms  are  not  those  of  ordinary  heart 
failure,  for  the  pulmonary  congestion  and  the  stasis  in  the  veins 
of  the  general  circulation  are  both  lacking. 

"The  picture  seems  rather  to  be  caused  by  an  insufficient 
supply  of  blood  without  stasis,  and  it  may  be  interpreted  as 
an  extensive  vasomotor  paralysis." 

He  thus  implies  that  when  there  is  marked  stasis  in  the 
veins  of  the  ge^ieral  circulation,  the  fault  is  at  the  heart — heart 
failure  (or  heart  spasm?),  and  not  vasomotor  paralysis. 

But  Crile  both  states  and  demonstrates  that  in  shock  there 
is  no  heart  failure.  Therefore,  if  Krehl  is  correct,  the  condition 
in  profound  shock  must  be  that  of  tonic  contraction  of  the 
heart. 

The  arteries  may  also  be  strongly  contracted,  but  there  can 
be  no  blood  pressure  (arterial)  when  there  is  no  blood  in  the 
arteries.  Even  if  we  should  admit  a  vasomotor  exhaustion, 
it  does  not  explain.  A  number  of  times  Crile  absolutely  para- 
lyzed the  vasomotor  and  respiratory  centers  by  injections  of 
cocaine,  and  yet  the  blood  pressure  would  only  fall  to  some 
50  mm.;  whereas  in  profound  shock  the  blood  pressure  often 
fell  to  20  mm.  In  Case  CXLIII  (Blood  Pressure  in  Surgery), 
Crile  injected  cocaine  into  the  medulla.  Respiration  ceased 
and  blood  pressure  immediately  fell  to  50  mm.  Various  irrita- 
tions failed  to  influence  it.  An  intravenous  injection  of  adre- 
nalin brought  the  pressure  up  to  250  mm.  This  result  from  the 
use  of  adrenalin  seems  at  first  thought  to  antagonize  this  cardiac 
theory  of  shock,  but,  on  the  contrary,  furnishes  another  argu- 
ment in  its  favor.  To  bring  blood  pressure  from  50  mm.  to 
250  mm.  requires  the  presence  of  enough  blood  in  the  arteries 
to  distend  them.  And  yet  numerous  dissections  during  pro- 
found shock  have  shown  the  veins  full  and  the  arteries  vir- 
tually empty.  Blood  must,  in  some  way,  be  suppHed  to  the 
empty  arteries.  If  it  is  contended  that  this  necessary  blood 
is  forced  into  the  empty  heart  and  arteries  by  the  contrac- 
tion of  the  few  muscular  fibers  found  in  the  walls  of  the  venae 
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cavae,  through  the  action  of  adrenahn,  I  can  only  say  that  this 
force  could  be  but  slight  and  would  be  immediately  neutralized 
by  the  contraction  of  the  infinitely  stronger  muscular  tissue 
of  the  heart  and  arteries. 

Richard  M.  Pearce/®  in  an  article  entitled,  "A  Study  of  the 
Histological  Changes  Following  Intravenous  Injection  of  Ad- 
drenalin,"  gives  a  summary  of  his  experiments  on  rabbits,  with 
especial  reference  to  the  effect  on  the  heart.  Thirty-six  rabbits 
were  injected.  In  all  of  them,  after  the  intravenous  injection 
of  adrenalin,  the  heart  was  jound  dilated  even  after  only  one  in- 
jection. There  was  also  edema  and  infiltration  of  the  heart 
muscle  corresponding  in  degree  to  the  number  of  injections 
given.  There  were  no  macroscopical  changes  in  the  aorta, 
and  in  only  three  did  the  microscope  show  any. 

He  says:  "The  action  of  adrenalin  in  constricting  the  arter- 
ioles, with  consequent  increase  in  blood  pressure,  is  well  known. 
This  increase  of  blood  pressure  alone  is  not  sufficient  to  explain 
the  lesions,  for  if  it  were,  we  would  expect  the  vascular  changes 
due  to  adrenalin  to  be  more  general.  But  it  is  admissible  to 
conceive  of  a  temporary  ischemia  of  terminal  vascular  territories, 
due  to  the  direct  action  of  the  drug  upon  the  smooth  muscle  cells 
of  the  coronary  arteries,  which  lasts  a  sufficient  length  of  time 
to  cause  some  interference  with  the  nutrition  of  the  affected 
areas.  *  *  *  That  the  dilation  is  extreme,  that  the  muscle 
is  anemic,  and  that  serious  alteration  of  the  fibers  are  asso- 
ciated with  this  condition,  after  but  a  single  injection  of  adre- 
nalin, has  been  repeatedly  demonstrated  during  the  course  of 
this  investigation." 

Other  investigators  find  similar  conditions. ^^ 

HowelP^  says:  "Ligation  of  the  coronary  arteries  is  fol- 
lowed almost  immediately  by  a  continuous  fall  in  intraven- 
tricular pressuie.  The  force  of  the  ventricular  stroke  is  diminished, 
and  this  is  due  to  the  sudden  anemia  and  not  to  mechanical 
injur^^" 

Again, ^8  "Variations  in  the  volume  of  the  coronary  circu- 
lation are  not  accompanied  by  changes  in  the  rate  of  the  heart 
beat,  but  the  force  of  the  contraction  appears  to  be  closely 
dependent  on  the  volume  of  the  coronan^  circulation." 

Crile  also  says^"  (speaking  of  adrenalin):  "In  excessive  dosage, 
there  is  a  marked  stimulation  of  the  cardio-inhibitory  center." 

The  benefit,  therefore,  to  be  derived  from  the  administration 
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of  adrenalin  during  shock  is  not  the  raising  of  blood  pressure, 
inasmuch  as  low  blood  pressure  is  but  a  symptom,  a  consequence ; 
but  rather,  in  that  through  contraction  of  the  coronary  arteries, 
it  causes  an  acute  anemia  of  the  heart  muscle  and  a  consequent 
loss  of  energy.  The  heart  spasm  is  relieved;  a  normal  amount 
of  blood  can  thus  be  received  by  the  ventricles  from  the  over- 
distended  veins,  and  can  be  forced  into  the  aorta.  The  empty 
arterioles  become  distended,  blood  pressure  is  thus  raised  and 
the  general  condition  of  the  patient  improved. 

I  think  then  that  we  are  justified  in  saying  that  the  vascular 
phenomena  of  shock  are  caused  by  the  tonic  contraction  of  the 
heart  and  arteries,  induced  by  hyperirritation  of  the  vasomotor 
and  cardiac  centers  through  impulses  of  severe  irritation  received 
from  afferent  nerves. 

Let  us  now  briefly  discuss  the  other  phenomena  of  shock, 
and  show  how  fully  this  theor}-  of  excessive  irritation  of  the 
entire  s3"mpathetic  system  explains  them. 

The  profuse  perspiration  of  shock  is  in  no  sense  caused  by 
vascular  changes,  but  rather  by  severe  stimulation  of  the  secre- 
tory nerves  of  the  perspiratory  glands.  In  1875  Goltz  described 
such  nerves.  Since  then  various  experiments  have  been  made 
demonstrating  their  nature,  and  that  the  secretion  of  perspira- 
tion is  entirely  independent  of  vascular  conditions. 

Howell  says:  "Stimulation  of  the  peripheral  end  of  a  divided 
sciatic  nerve  will  cause  perspiration  even  after  amputation  of 
the  leg,  and  without  reference  to  vascular  conditions."  ' 

On  the  other  hand,  if,  after  section  of  the  nerve  the  leg  be 
exposed  to  a  high  temperature,  it  becomes  red  and  congested, 
but  remains  dry.  Therefore,  we  are  justified  in  saying  that 
perspiration  in  shock  is  caused  by  stimulation  of  sympathetic 
nerves,  and  not  by  low  blood  pressure. 

But  the  secretion  of  urine  depends  entirely  on  vascular 
conditions.  The  quantity  of  urine  secreted  depends  on  the 
blood  supply  and  pressure  in  the  kidneys.  In  shock  the  arteries 
are  contracted  and  the  pressure  is  low,  therefore  the  secretion  of 
urine  is  scanty. 

Again,  the  relaxation  of  the  sphincters  is  not  dependent  in 
any  degree  on  circulatory  conditions,  except  indirectly.  The 
peristaltic  movements  of  the  intestines  and  rectum  are  entirely 
involuntar\^  and  under  the  control  of  the  sympathetic  system, 
while  the  control  of  the  external  sphincter  is  largely  voluntary 
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and  governed  by  the  cerebrospinal  system.  Therefore,  in 
shock,  sudden  and  powerful  stimulation  of  the  sympathetic 
system,  provokes  active  peristalsis,  and  at  the  same  time  the 
cerebrospinal  anemia,  produced  by  the  arterial  spasm,  allows 
a  more  or  less  complete  loss  of  control  over  the  sphincter. 

But  let  me  recapitulate  the  factors  in  the  theories  of  vaso- 
motor exhaustion  and  of  cardiac  spasm,  as  I  have  called  it,  as 
derived  from  conclusions  based  upon  these  experiments  of 
Crile. 

Crile  bases  his  conclusions  of  vasomotor  exhaustion  mainly 
on  the  fact,  as  expressed  on  pages  151  and  152,  that  stimulation 
of  nerve  fibers  may  cause  either  increase  or  decrease  of  blood 
pressure,  and  that  repeated  or  continued  stimulation  causes 
finally  exhaustion  of  the  vasomotor  mechanism;  the  pressor 
or  constrictor  nerves  becoming  exhausted  earlier  than  the  de- 
pressor or  dilator  nerves.^* 

Therefore,  since  in  these  experiments  severe  stimulation 
of  a  peripheral  nerve  trunk  invariably  caused  a  primary  rise 
in  pressure  and  since  continued  stimulation  finally  failed  to 
cause  any  rise  in  pressure,  but,  on  the  contrary,  a  persistent 
fall,  he  concluded  that  the  condition  was  one  of  vasomotor  ex- 
haustion with  paralyzed  arterioles.  That  the  heart  and  the 
arteries  became  empty  and  remained  empty  because  of  low 
venous  pressure.  The  heart  was  neither  exhausted  nor  un- 
usually stimulated.  It  was  in  a  condition  to  receive  blood  from 
the  veins,  only  could  not  do  so  because  of  abnormally  low 
venous  pressure."  That  the  rapidity  of  the  heart's  action  was 
not  merely  because  of  direct  stimulation  of  the  cardiac  acceler- 
ator nerves,  but  was  because  of  the  effort  of  the  heart  to  over- 
come or  restore  the  lost  arterial  pressure. ^^ 

On  the  other  hand,  I  contend  that  the  low  blood  pressure  of 
shock  depends  on  cardiac  spasm,  as  I  have  termed  it,  because 
of  conclusions  to  which  I  am  forced  by  these  same  experiments. 

Severe  stimulation  of  peripheral  nerve  trunks  will  cause 
primary  rise  in  pressure  with  ultimate  persistent  fall,  if  the 
vasomotor  center  and  the  stellate  ganglia  are  undisturbed. 
But  removal  of  these  ganglia,  the  vasomotor  center  remaining 
undisturbed,  prevents  any  marked  variation  in  pressure,  however 
severe  the  stimulation  may  be. 

Again,  crushing  the  testicles  invariably  caused  immediate 
and  pronounced  fall  in  pressure  with  no  primary  rise,  if  the 
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stellate  ganglia  were  undisturbed;  but  if  they  were  destroyed 
no  low  pressure  could  be  produced,  however  normal  the  vaso- 
motor center  might  be.  Normal  stellate  ganglia  (from  which 
augmentor  impulses  are  sent  to  the  heart)  were  necessary  to 
he  production  of  shock. 

Again,  Crile  states,  in  his  record  of  Experiment  XCIV  (and 
others),  that  coexistent  with  the  rise  in  pressure  caused  by 
stimulation  of  the  sciatic  nerve,  there  was  always  an  increase 
in  the  force  of  the  heart  beat. 

This  may  be,  of  course,  that  the  increased  vasoconstriction 
(increased  peripheral  resistance)  excites  the  heart  to  increased 
energy  to  maintain  the  circulatory  equilibrium,  or  it  may  be 
that  irritation  of  the  sciatic  causes  reflex  irritation  of  cardiac 
augmentors.  Severe  irritation  of  the  sciatic  would  naturally 
cause  severe  irritation  of  the  augmentors.  And  finally,  when 
the  irritation  of  the  sciatic  was  severe  enough  to  cause  primary 
fall  in  pressure — shock — there  must  also  have  been  severe 
irritation  of  the  augmentors,  with  exaggerated  systole  and 
greatly  impaired  diastole.  A  condition  that  Howell  calls 
tonic  contraction  and  that  Crile  found  in  his  autopsies. 

Again,  irritation  of  the  peritoneum  caused  a  persistent  fall 
in  pressure,  with  no  priman^  rise,  no  evidence  of  constrictor 
stimulation.  Also,  on  opening  the  abdomen  and  irritating  the 
peritoneum,  the  arteries,  which  at  first  were  full  and  pulsating 
strongly,  were  seen  to  gradually  become  smaller  and  pulseless, 
the  veins  at  the  same  time  becoming  distended. 

Again,  the  record  of  autopsies  shows  that  the  heart  and 
arteries  are  almost  invariably  empty  and  the  veins  of  the  entire 
body  full,  often  engorged,  tense ;  the  splanchnic  no  more  so 
than  the  somatic;   the  heart  contracted  in  systole. 

Concerning  the  existence  of  these  conditions  there  can  be  no 
contention,  only  as  to  the  cause.  The  arteries  are  empty. 
They  remain  so  because  the  blood  cannot  flow  back  through 
the  capillaries  and  must  reach  the  arteries  from  the  veins  through 
the  heart.  It  does  not  do  so,  therefore  there  must  be  an  ob- 
stacle, at  the  heart  so  that  the  veins  cannot  unload. 

Crile  says  this  is  because  of  low  venous  pressure.  This  can 
hardly  be  the  explanation,  because  there  is  no  impairment  of  the 
heart's  energy,  and,  normally,  when  half  the  blood  is  in  the 
arteries,  there  is  no  trouble  about  the  veins  unloading  into  the 
heart.     And  when  they  are  engorged  and  tense,  the  heart  acting 
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nomially,  though  rapidly,  there  should  be  even  less  difficulty 
about  the  blood  flowing  from  the  veins  into  the  heart.  But  it 
can  easily  be  understood  how,  in  shock,  even  though  the  veins 
are  engorged  and  tense,  they  cannot  empty  into  a  heart  that, 
as  shown  by  subsequent  autopsy,  is  spasmodically  contracted; 
whose  ventricles  remain  empty  because,  by  reason  of  cardiac 
spasm,    their    cavities    are    obliterated. 

Vasomotor  exhaustion  cannot  be  the  pathology  of  shock. 
It  must  be  severe  irritation  of  the  entire  sympathetic  system, 
especially  manifested  in  cardiac  and  possibly  arterial  spasm. 

Just  before  I  came  here  to  attend  this  meeting,  the  thought 
occurred  to  me  to  test  the  action  of  veratrum  viride  in  shock. 
I  therefore  hastily  made  one  or  two  experiments,  which  I  will 
append  to  this  paper. 

Experiment  I. — Small  dog.  It  was  proposed  to  inject  vera- 
trum viride  into  a  vein  and  then  attempt  to  produce  shock,  but 
at  the  moment  of  injection  the  dog  died  from  chloroform. 

Experiment  II. — Young  dog,  weighing  about  twenty  pounds. 
Pulse,  under  chloroform  anesthesia,  158.  By  crushing  the 
testicles  and  then  opening  the  abdomen  and  severely  manipu- 
lating the  intestines  and  peritoneum,  the  dog  was  brought 
into  a  condition  of  profound  shock.  Four  minims  of  Norwood's 
tincture  of  veratrum  viride  were  then  injected  subcutaneously, 
and  shortly  the  pulse  fell  from  158  to  80  and  was  of  good  volume. 
The  pericardium  was  opened  and  the  heart  seen  to  contract 
somewhat  irregularly,  with  pronounced  diastole,  graduall}^ 
falling  to  54  beats  in  a  minute. 

Experiment  III. — Small  dog;  weight,  about  fifteen  pounds. 
Inasmuch  as  it  was  thought  that  the  chloroform  might  have 
had  some  influence  in  sedation  of  the  heart  in  the  last  case,  it 
was  used  in  the  third  dog  onh"  at  the  ver}'  first.  Ether  was 
then  substituted.  When  fully  under  the  anesthetic,  the  pulse 
was  160  to  the  minute.  Shock  was  induced  by  opening  the  ab- 
domen, irritating  the  peritoneum,  manipulation  of  the  in- 
testines, with  exposure  to  the  air.  The  pulse  (femoral)  became 
ver}^  small  and  uncountable,  almost  imperceptible.  Three 
minims  of  Norwood's  tincture  of  veratrum  were  then  injected 
subcutaneously.  Soon  the  heart  began  to  beat  more  slowly, 
the  pulse  gradually  falling  to  96  and  becoming  full  and  of  good 
tension.  Four  minims  of  veratrum  were  then  injected.  When 
the  eflfects  began  to  show,  an  effort  was  made  to  again  induce 
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a  condition  of  shock.  The  testicles  were  repeatedly  crushed 
and  the  abdomen  and  contents  severely  manipulated,  but  no 
evidence  of  shock  could  be  produced.  The  pulse  continued  slow 
(70  to  80)  and  full.  The  pericardium  was  then  opened  and  the 
heart  seen  to  be  beating  regularly,  strongly  and  with  no  marked 
disproportion  in  systole  and  diastole.  It  gradually  beat  more 
slowly   till   death. 

Inasmuch  as  these  experiments  were  intended  to  be  merely 
suggestive,  corroborative,  or  otherwise  of  the  theor}^  I  have 
advanced,  no  effort  was  made  to  secure  scientific  accuracy. 

The  action  of  veratrum  is  given  in  the  National  Dispensatory 
as  cardiac  and  vascular  sedative.     It  sa3's: 

"Veratrum  viride  is  a  powerful  sedative  to  the  nervous, 
respiratory,  and  circulatory  systems.  Because  of  its  powerful 
sedative  influence  on  the  heart,  medicinal  doses  slow  the  pulse 
and  diminish  arterial  tension.  It  also  powerfull}'  depresses  the 
vasomotor  center.  Aside  from  the  nitrites  it  is  the  most  powerful 
drug  for  reducing  arterial  tension  that  we  have." 

Under  its  influence  the  heart's  action  became  slower;  the 
pulse  slower  and  fuller,  and  all  vascular  evidences  of  shock 
disappeared.  Nor  was  it  possible  to  produce  shock  in  an  animal 
thoroughly  under  the  influence  of  veratrum. 

I  am  therefore  confirmed  in  my  belief  that  the  circulatory 
conditions  of  shock  are  essentially  and  primarily  a  condition 
of  tonic  or  spasmodic  contraction  of  the  heart,  with  probable 
coexistent  contraction  of  the  arterioles. 


Since  writing  the  above  I  have  made  a  number  of  experi- 
ments on  dogs  and  rabbits  at  Parke,  Davis  &  Co.'s  laborator}'- 
for  experimental  medicine,  under  the  supervision  and  with  the 
assistance  of  the  Medical  Director  of  the  laboraton*,  Dr.  E.  M 
Houghton,  and  his  assistant,  Dr.  S.  S.  Hindman.  These  ex-, 
periments  confirm  me  in  the  views  expressed  in  the  paper. 

I  used  seven  rabbits.  In  all  shock  was  produced  by  crushing 
the  hind  legs  and  stretching  the  sciatic  nerves.  The  pulse  rate 
was  studied  by  feeling  the  heart  beat  at  the  precordium. 

EXPERIMENTS    TO    DETERMINE    THE    NATURE    OF    SHOCK    AND    THE 
INFLUENCE    OF    VERATRUM    VIRIDE    IN    ITS    CONTROL. 

December  3,  1906 — Experiment  I. — White,  medium-sized  rab- 
bit, pulse  normally  156.     Both  hind  legs  were  crushed.     Pulse 
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immediately  ran  up  to  204  and  was  indistinct.  Heart  beat  easily 
felt  and  counted  before  the  injur}-.  After  the  injury  it 
became  very  indistinct  and  was  counted  with  difficulty.  The 
animal  was  then  killed  by  a  severe  blow  on  the  head.  Heart 
was  found  contracted  and  nearly  empty.  It  was  punctured, 
but  almost  no  blood  expelled. 

Experiment  II. — Rabbit,  as  control:  killed  suddenly  by  blow 
on  back  of  head  and  puncturing  the  medulla.  Heart  at  once 
exposed  and  found  full  of  blood,  on  being  opened  it  bled 
freely. 

Experiment  III. — Rabbit,  small,  pulse  170.  Both  hind  legs 
crushed  and  sciatic  nerves  stretched.  Pulse  240  (  as  nearly 
as  could  be  counted).  Five  minims  of  veratrone  were  then 
injected  subcutaneously.  Pulse  fell  to  160,  easily  felt.  Heart 
somewhat  irregular.  Respiration  slowed.  Eifforts  to  reproduce 
shock  failed.  Heart  beats  easily  felt  and  not  increased  in 
frequency.  On  opening  the  pericardium  the  heart  was  found  to 
be  beating  normally  and  full  of  blood.  The  auricle  was  opened 
accidentally  and  bled  freely. 

Experiment  IV. — Rabbit,  medium  sized.  Pulse  145.  Rose 
to  220  after  being  frightened.  Shock  produced  by  crushing 
both  hind  legs  and  stretching  the  sciatic  nerve.  Pulse  became 
very  rapid,  uncountable.  Before  shock  the  heart  could  be 
felt  and  the  beats  counted  easily.  After  shock  it  could  not  be 
felt  nor  counted.  Ten  minims  of  veratrone  were  injected  sub- 
cutaneously. After  seven  minutes  the  heart  could  be  easily 
felt.  Beats  were  strong  and  easily  counted,  falHng  to  150. 
Efforts  at  reproducing  shock  failed.  Heart  beat  more  slowly 
but  strongly.  The  animal  was  then  suddenly  killed  by  a  blow 
on  the  head,  and  the  heart  immediately  exposed.  It  was  tense 
with  blood;  ventricles  and  auricles  full. 

December  4,  1906.  Experiment  V. — Medium-sized  black 
rabbit.  Normal  pulse  184.  After  crushing  both  hind  legs  the 
pulse  rose  to  238.  Small,  not  easily  counted.  Two  and  a-half 
minims  of  veratrum  (Norwood)  were  injected.  After  three 
minutes  the  pulse  fell  to  188;  was  the  same  at  the  end  of  six 
minutes.  Severe  blow  on  head  (concussion)  caused  pulse  to 
fall  to  128. 

Experiment  VI. — Rabbit,  medium  sized.  Normal  pulse,  206. 
Both  hind  legs  crushed.  Sciatic  nerves  stretched.  Heart  beats 
could  not  be  counted,  nor  scarcely  felt.     On  opening  the  peri- 
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cardium,  the  heart  was  found  small  and  pale,  the  venae  cavae 
engorged  and  tense. 

Experiment  VII. — Rabbit,  large.  Normal  pulse,  162  to  168. 
At  2:18  P.M.  five  minims  of  veratrone  were  injected  subcutane- 
ously.  2:22,  pulse  130,  easily  counted  (precordium) ;  2:25, 
pulse  112;  2:26,  both  hind  legs  crushed;  5:27,  pulse  138,  regular; 
2:30,  pulse  124;  2:31,  sciatic  nerves  stretched,  pulse  140.  Killed 
by  chloroform. 

In  my  experiments  (both  dogs  and  rabbits)  I  used  Parke 
Davis  &  Co.'s  veratrone  instead  of  the  fluid  extract  of  veratrum 
viride,  because  they  have  been  thoroughly  tested  at  the  laboro- 
tory  and  found  to  be  identical  in  their  effects. 

In  physiological  doses,  veratrone  slows  the  pulse  and  lessens 
blood  pressure. 

To  determine  the  blood  pressure  the  kymograph  was  used, 
with  a  canula  in  the  carotid  arter}^  To  measure  the  heart 
beats  the  myocardiograph  was  used. 

I  will  give  a  synopsis  of  only  one  of  the  dog  experiments  and 
an  analysis  of  the  results  obtained,  as  I  have  not  had  time  to 
analyze  all,  and  this  one  will  illustrate  my  methods  and  results. 

Experiment  II. — Male  dog,  about  24  pounds.  Chloretone 
anesthesia.  Normal  blood  pressure  31,  pulse  144.  Amplitude 
of  heart  beats  65.     Experiment  began  at  4:38  p.m. 

Opening  the  abdomen,  irritating  upper  portion  with  intes- 
tines and  kidney,  brought  the  blood  pressure  down  intermittently 
to  22,  with  decrease  in  systole  and  variable  diastole.  Appar- 
ently stimulation  of  cardiac  inhibition  with  decreased  systole, 
by  which  output  of  heart  was  decreased  (amplitude  of  beats 
fell  from  65  to  60).  Pinching  testicles  intermittently  brought 
pressure  back  to  normal,  by  increase  of  both  systole  and  dias- 
tole. Continued  abdominal  irritation  brought  pressure  down 
to  19.  Amplitude  from  60  to  55.  Decrease  in  diastole.  Irrita- 
tion of  testicles  caused  fluctuating  pressure,  but  on  the  whole 
a  rise  to  25,  by  slight  increase  in  both  systole  and  diastole. 

About  twenty  minutes  after  beginning  the  experiment  one 
hind  foot  was  severely  burned,  causing  a  sharp  rise  in  pressure 
to  33  (above  normal),  and  at  the  same  time  an  increase  of 
10  mm,  in  systole,  a  slight,  but  gradually  decreasing  diastole, 
even  after  cessation  of  burning.  Systole  decreased  rather 
rapidly  after  burning  stopped,  but  soon  steadied,  while  diastole 
continued  to  decrease.     Pressure  fell  from  33  to  24  in  about 
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two  minutes.  At  this  time  0.3  cc.  of  Parke,  Davis  &  Co.'s 
veratrone  were  injected  into  the  femoral  vein  with  almost 
instant  response.  Pressure  fell  to  12,  pulse  72.  Systole  rapidly 
decreased,  diastole  slightly  but  continuous^  increased  for 
about  80  seconds.  Pressure  remained  at  about  12  for  ten 
seconds,  and  then  increased  with  concomitant  increase  in 
systole.  About  fifty  seconds  after  the  injection  of  veratrone, 
abdominal  irritation  was  resumed,  marked  rise  in  pressure  to 
31,  with  decided  increase  in  systole,  diastole  not  much  changed. 
About  65  seconds  after  injection  of  veratrone,  irritation  of  the 
testicle  was  resumed;  systole  steadied  at  about  the  same,  diastole 
decreased,  pressure  gradually  fell  to  26.  Soon  after  this  the 
intestines  were  irritated;  marked  increase  of  diastole,  slight 
decrease  of  systole,  and  rise  in  pressure  (increased  output), 
pulse  98,  showing  that  veratrone  was  still  acting. 

After  this,  continued  irritation  caused  gradual  decrease  in 
diastole,  increase  in  sj^stole,  and  fall  in  pressure  to  17,  approach- 
ing shock,  pulse  104.  Then  another  0.3  c.c.  veratrone  were 
injected  eleven  minutes  after  the  first,  the  effect  of  the  first  not 
being  gone  as  shown  b}^  the  pulse  rate.  There  was  only  a  slight, 
but  immediate  fall  (some  4  mm.).  Immediate  increase  in 
diastole  with  systole  practically  unchanged.  After  six  seconds 
the  pressure  began  to  rise.  Respiration  became  irregular  and 
sighing,  with  consequent  disturbance  of  heart  beats.  Then 
everything  settled;  there  was  no  further  irritation.  Diastole 
gradually  increased,  systole  slightly  but  not  proportionally  de- 
creased; pressure  raised  (27).  Four  minutes  after  tjic  second 
injection  of  veratrone,  another  0.3  c.c.  were  injected  with  no 
disturbance  other  than  a  few  deep  inspirations.  The  amplitude 
of  the  heart  beat  was  increased  to  68  (above  normal) ;  blood 
pressure  t^t,  (above  normal),  and  the  animal,  in  excellent  con- 
dition apparently,  was  then  killed. 

An  analysis  of  these  notes  shows: 

ist.  That  changes  in  the  blood  pressure  always  responded 
quickly  to  changes  in  the  heart  beat  and  apparently  to  some 
fixed  law.  That  law  may  be  stated  thus:  Anything  that  in- 
creased the  output  firom  the  heart,  increased  blood  pressure ; 
and  anything  that  decreased  it,  decreased  blood  pressure. 

2d.  The  output  was  increased  by  increased  systole,  diastole 
remaining  unchanged,  by  increased  diastole,  systole  remaining 
unchanged,  by  increase  of  both  systole  and  diastole. 
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The  output  was  decreased  by  the  opposite  of  these  con- 
ditions. 

3d.  When  the  hind  foot  was  burned,  there  was  an  intense 
increase  in  systole,  with  an  immediate  but  slight  decrease  in 
diastole.  Therefore  blood  pressure  was  at  once  increased.  But 
at  once  diastole  continuously  but  gradually  decreased.  Systole 
remained  steady  but  strong,  therefore  pressure  gradually  but 
steadily  fell,  toward  shock.  Continually  decreasing  output 
because,  by  reason  of  continually  decreasing  diastole,  there 
was  continuously  lessened  intake  from  the  veins. 

Now,  how  did  veratrone  act?  It  was  given  intravenously 
that  we  might  be  sure  that  it  would  act  and  that  we  might 
study  it.  It  at  once  caused  a  great  decrease  in  systole,  an  increase 
in  diastole,  through  stimulation  of  the  cardio-inhibitory  center. 
It  therefore  caused  a  decided  lowering  of  blood  pressure .  But  the 
irritant  impulses  from  the  injured  afferent  nerves,  that  were 
rapidly  causing  shock,  still  continued.  These  antagonized  vera- 
trone. Systole  began  at  once  to  assert  itself;  diastole  gradually 
increased,  and  in  about  twelve  seconds  blood  pressure  began  to 
rise.  The  veratrone  continued  to  act,  as  the  slow  pulse  showed, 
and  diastole  remained  increased,  but  systole  also  increased  by 
reason  of  the  irritant  impulses  continually  being  received  from 
the  injured  nerv^es,  and  added  to  by  renewed  imtation  of  ab- 
domen and  testicles,  so  that  blood  pressure  rose  to  above  normal. 

How?  Because  veratrone  increased  the  diastole  and  sup- 
plied plenty  of  blood  to  the  heart,  whose  systole  was  energetic 
by  reason  of  irritant  stimuli.  The  second  dose  of  veratrone 
acted  similarly,  but  less  marked.  There  was  the  initial  fall  of 
pressure,  almost  immediately  followed  by  a  rise,  because  of  in- 
creased  diastole    and  increased   amplitude    of  the    heart   beat. 

After  the  third,  there  was  slight  fall  in  pressure,  slight  de- 
crease in  systole  and  equally  slight  diastole.  Soon  systole  and 
diastole  both  increased.  Amplitude  68  (above  normal)  and 
blood  pressure  ;^^  (above  normal),  and  there  was  no  sign  of 
weakness  in  the   pressure   tracings  nor  in  the   heart  tracings. 

In  shock  there  is  increased  systole,  decreased  diastole,  lessened 
output  of  blood  from  the  heart,  and  therefore  loiv  blood  pressure. 

Veratrone  remedies  this  by  stimulating  the  cardiac  inhibitory 
mechanism,  thus  antagonizing  the  irritant  stimuli  and  in- 
creasing diastole,  thereby  allowing  an  increased  intake  and  out- 
put of  blood  by  the  heart. 
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A  SURGEON'S  CRITICISM  OF  GYNECOLOGY. 


BY 

CHANNING  W.  BARRETT,  M.D., 

Chicago. 

Gynecologist  to   Marion  Sims  Hospital, 


It  is  noted  that  under  the  heading  of  "Unnecessary  Op- 
erations upon  Women,"  Arthur  Dean  Bevan  (Surgery,  Gyn. 
and  Obst.,  1906.  p.  591)  has  taken  occasion,  through  assumption 
without  proof,  to  criticise  gynecology  and  gynecologists.  True, 
he  admits  that  the  "evils"  which  are  so  "glaring"  in  the  ranks 
of  the  gynecologists  might  affect,  to  some  degree,  other  special- 
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ties,  and  might  even  creep  into  the  fold  of  the  general  surgeon. 
There  is  a  spirit  of  ill-feeling  shown  towards  speciaHsm  in  gen- 
eral  and   gynecology   in  particular.     Whether  or  not   neurol- 
ogists   or   ophthalmologists    or    orthopedists,    or   gynecologists 
profit  by  speciaHsm  does  not  matter.     Whether  or  not  humanity 
at  large  profits  by  speciaHsm  matters  much.      To  do  away  with 
specialism  would  reduce  us  to  barbarianism;  each  man  his  own 
hunter,   his   own  fisherman,  his   own  warrior,   his   own  tailor. 
Providence  has  decreed  differently.     Cells  are  speciaHsts,  sexes 
are    speciaHsts,    men   are    more    and   more    speciaHsts   as   they 
become  more  and  more  civiHzed.     If  there  was  no  speciaHsm, 
no  division  of  labor,  there  would  be  no  doctors  of  medicine. 
But  in  the  science  and  art  of  medicine,  does  the  world  profit 
by  some  perfecting  themselves  in  one  Hne  and  some  in  another? 
Or,  would  it  be  better  for  each  medical  man  to  be  required  to 
practise  all  branches  of  the  art,  knowing  no  one  thing  better 
than  the  other,  treating  all  classes  of  medical  cases,  doing  or- 
thopedic and  abdominal  surgerv",  dentistr}'  and  gynecology,  be- 
sides preparing  his  own  medic  nes  and  appliances?     Any  de- 
parture from  this  is  speciaHsm.     Put  in  this  Hght,  I  think  all 
win  agree  when  I  say  that  speciaHsm  must  exist.     I  hold  that 
the    medical   man   should   have    a   well-grounded   education,    a 
hospital  experience  if  possible,  experience  in  general  practice, 
and  then  by  process  of  exclusion,  some  line  of  work  should  be 
reached  in  which,  by  devotion  to  work  in  that  Hne.  one  should 
aim  to  do  something  better  than  any  other  person  has  been 
able  to  do  it,  and  this  is  specialism.     This  man  meets  with  his 
neighbor  working  in  this  Hne,  and  a  society  is  formed.     So- 
cieties become  general,  and  a  specialty  is  created.     As  special- 
ists have  become  more  and  more  necessary,  and  as  they  have 
done  a  vast  amount  of  work  to  bring  medical  science  a  little 
nearer  perfection,  or,  if  we  prefer,  to  carr}-  it  further  away  from 
imperfection,  they  fortunately  have  never  been  quite  isolated. 
There  has  been  and  must  be  some  overlapping.      A  patient  is 
to  be  treated,  and  not  the  special  organs  alone,  and  these  special 
organs  bear  a  relation  to  other  organs.      This  overlapping  of  the 
specialties  (and  we  must  not  forget  that  internal  medicine  and 
surgery'  are  specialties)  is  desirable,  for  it  serves  to  stimulate 
growth  and  emphasizes  the  importance   of  other  fields.     The 
desirabiHty  of    this    overlapping,  however,  does  not  do  away 
with  the  desirabiHtv  of  and  the  necessity  for  the  existence  of 
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special  workers  in  any  given  line.  Unfortunately,  this  over- 
lapping has,  at  times,  given  rise  to  jealousies  and  petty  bicker- 
ing. To  those  so  inclined,  it  is  not  strange  that  criticism  is 
directed  in  the  line  of  one's  economic  interest.  The  specialty  of 
general  surgery  has  exhibited  its  particular  venom  against 
gynecology,  not  because  gynecology  has  failed  to  make  dis- 
coveries, not  because  it  has  not  labored,  not  because  it  has  not 
included  good  men  in  its  ranks,  not  because  these  men  have  not 
been  earnest  workers,  not  because  gynecology  has  not  pro- 
gressed, not  because  there  is  no  more  work  to  be  done,  not 
because  any  other  specialty  could  do  the  work  better,  not  be- 
cause others  are  more  honest,  not  because  the  world  would  be 
richer  without  it,  but  because  gynecology,  more  than  any  other 
specialt3^  stands  in  the  way  of  the  surgeon's  economic  interest. 

For  this  reason  gynecologists  have  lost  their  place  upon  the 
staff  of  many  of  our  large  hospitals.  The  work  has  been  taken 
from  the  hands  of  those  who  would  do  it  best  and  make  the  most 
scientific  use  of  it,  and  has  been  placed  in  the  hands  of  the 
general  surgeon,  who  often,  at  the  best,  does  amateur  gyn- 
ecology, and  who  makes  little  scientific  use  of  the  material. 
For  this  reason  we  are  treated  to  this  unwise  and  unfair  criticism 
(Bevan:  Surgery,  Gyn.  and  Obst.,  Oct.,   1906,  p.  591): 

"I  shall  say  that  my  own  impression  of  the  surgical  work 
done  on  women,  especially  that  done  by  men  who  limit  their 
work  to  gynecology,  is  that  certainly  30  per  cent,  of  it  is  un- 
necessar}^  and  unwarranted.  "  He  gives  a  long  list  of  operations, 
which  are  undoubtedly  necessar}-  at  times,  but  which  are  ad- 
mittedly done   unnecessarily   at  other  times. 

"First,  'Curettings  without  pathological  warrant.'  " 

We  would  like  to  ask  how  many  times  our  surgical  critic 
has  subjected  these  curettings  secured  by  competent  gyn- 
ecologists, to  microscopical  examination. 

Sixth,  "The  operations  for  so-called  cystic  degeneration  of 
the  ovary,  a  condition  which  is  found  in  almost  all  female 
cadavers,  and  which  is  physiological  and  not  pathological," 

Let  us  remind  our  anatomical  friend  that  patients  are  often- 
times found  in  the  dissecting  room  clinic,  uncomplaining  over 
conditions  which  they  would  not  tolerate  in  a  g}''necological 
clinic.  Without  burdening  himself  with  proof,  he  then  asks 
these   questions: 

First,    "Are    these    operators   dishonest?" 
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Second,   "Are  they  ignorant?" 

Third,    "Are    they    misguided    surj^ical   enthusiasts?" 

He  says:  "The  answer  is,  that  some  are  dishonest,  some  are 
ignorant,    and    some    are    misguided    surgical     enthusiasts." 

Again  he  says,  "The  principal  offenders  have  been  men  who 
have  limited  their  work  to  gynecology." 

"Some  are  dishonest."  Probably  some  are  dishonest,  but 
these  statements  presume  a  greater  degree  of  dishonesty  among 
gynecologists  than  among  other  workers  in  the  field  of  med- 
icine. Was  McDowell  dishonest  that  he  conceived  the  idea 
of  removing  an  ovarian  tumor,  or  was  he  made  dishonest  by 
work  in  this  Hne?  Was  Marion  Sims  dishonest  that  he  per- 
formed two  score  of  unsuccessful  operations  upon  those  slave 
women  and  at  last  successful  ones?  Were  the  Atlees,  and 
Tait,  and  Emmett  dishonest  because  they  devoted  their  at- 
tention to  this  Hne?  Is  Wertheim  dishonest  because  he  has 
made  a  study  of  carcinoma  of  the  uterus  instead  of  tuberculosis 
of  the  lungs? 

The  thing  which  makes  a  speciaHst  in  a  given  Hne  is  devotion 
to  work  in  that  Hne,  study  of  its  special  anatomy,  physiology, 
embryology,  histology,  pathology,  etc.  Does  painstaking  study 
of  these  subjects  make  for  honesty  or  dishonesty?  Do  they 
tend  toward  scientific  or  unscientific  work?  He  says, 
"Women  are  the  easy  victims  of  the  surgeons  who  advise  and 
perform  unnecessary  operations."  Would  not  this  fact  rather 
commend  the  specially  trained  man  rather  than  the  untrained? 
Is  not  the  opinion  of  a  man  who  has  concentrated  and  made  a 
reputation  in  a  given  line  a  Httle  more  incHned  to  be  honest 
and  reHable  than  that  of  the  untrained? 

"Some  are  ignorant."  Probably  some  who  do  pelvic  work 
are  ignorant,  on  some  points  at  least.  We  are  not  now  speak- 
ing of  astronomy,  or  geology,  or  reHgion.  We  are  speaking  of 
knowledge  of  the  pelvic  organs  and  their  diseases,  and  the 
treatment  therefor.  Who  are  the  ignorant?  The  gynecologist 
or  the  general  practitioner,  who  does  his  own  surgery?  or  the 
general  surgeon,  who  does  oftentimes  amateur  gynecology? 
If  it  is  the  gynecologist,  he  has  only  our  surgeon  critic's  im- 
pHed  reason  for  it,  namely,  that  study  in  this  line  leads  to  dis- 
honesty, and  he  therefore  thinks  that  in  this  case,  at  least, 
he  prefers  to  remain  honorable.  If  the  man  who  devotes  his 
time  to  this  branch  is  ignorant,  what  must  be  said  of  the  tyros? 
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"Some  are  misguided  enthusiasts."  It  is  well  that  our  critic 
did  not  belittle  enthusiasm,  for  without  enthusiasm  it  would 
matter  little  whether  one  were  a  surgeon  or  a  gynecologist. 
It  is  only  "misguided  enthusiasm"  that  is  evil.  And  it  is  likely 
that  some  women  have  been  sacrificed  upon  the  altar  of  mis- 
guided enthusiasm.  There  has  grown  up  a  specialty  which  has, 
in  the  main,  applied  itself  to  the  task  of  taking  women  with 
their  pelvic  diseases  and  restoring  them  to  health,  sometimes 
by  operative  measures  and  sometimes  by  general  and  local 
treatment,  sometimes  by  massage  and  gymnastics,  some- 
times by  tampons  and  douches,  sometimes  by  position  and 
pessaries,  and  sometimes  by  judicious  advice.  Sometimes  the 
nonoperative  treatment  has  been  used  too  much,  and  some- 
times the  surgical  treatment  is  too  much  lauded.  The  fact  re- 
mains that  many  women  need  operations,  and  many  do  not. 
Who  is  the  best  fitted  to  deal  with  these  conditions  without 
misguided  enthusiasm?  The  gynecologist,  who  has  studied  and 
proved  the  comparative  value  of  different  treatments,  or  the 
untrained  man  in  this  line,  whose  enthusiasm  runs  to  general 
surgen^  ? 

All  honor  to  the  general  practitioner  who  does  his  own  sur- 
gery, when  he  does  it  with  judgment  and  skill.  This  is  the 
even^-man-his-own-surgeon  age.  All  honor  to  the  general 
surgeon  who  does  gynecology,  when  he  does  it  with  judgment  and 
skill.  This  is  the  every -surgeon-his-own-gynecologist  age.  All 
honor  to  the  specialists  who  go  further  and  do  better  work 
in  certain  lines  than  can  tHe  general  practitioner  or  the  general 
surgeon.  This  is  the  age  of  the  specialist.  All  credit  to  the 
searchlight  of  truth,  which  uncovers  the  weaknesses  and  evils 
of  any  branch  of  medicine.  This  is  the  age  of  investigation. 
All  credit  to  any  honest  effort,  to  lift  any  branch  of  medicine 
out  of  dishonest)''  and  ignorance  and  misguided  enthusiasm,  and 
any  other  evils  with  which  it  may  be  beset.  This  is  the  age  of 
progress.  But  when  one  specialty  is  singled  out  by  men  who 
are  members  of  its  overlapping  rival,  and  charged  with  glaring 
evils  which  exist  equally  in  all,  when  these  evils  are  practised 
more  by  the  dabblers  in  the  specialty  than  by  the  specialist, 
it  looks  ven'  much  like  an  effort  on  the  part  of  those  who  have 
prophesied  the  passing  of  this  specialty,  to  make  that  prophecy 
come   true. 

Gynecologists    have    made    mistakes,    are    making   mistakes; 
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but  the  tyros  often  perpetuate  the  evils  long  after  they  have 
been  corrected  by  their  originator.  The  question  is  not  whether 
the  gynecologist  can  do  better  stomach  surgery  than  the  special- 
ist in  that  line,  or  better  brain  surgery  than  the  one  who  has 
devoted  his  attention  to  that  line,  or  better  ear  surgery  than 
the  aurist,  but  rather,  can  he  treat  the  diseases  of  the  pelvic 
organs  of  women  more  judiciously  than  can  one  who  has  not 
made  special  study  of  these  diseases.  If  he  cannot,  he  deserves 
to  pass  into  history.  If  knowledge  counts  for  nothing,  he 
stands  an  even  chance  of  passing.  Already  the  general  surgeon 
finds  the  field  too  large  for  one  man's  capacity,  and  makes 
his  reputation  by  concentration  on  some  branch  of  the  work. 
As  long  as  time  and  man's  capacity  are  limited,  there  will  be 
specialties,  and  no  one  can  prohibit  it  by  criticism  or  by  grasp- 
ing hospital  positions.  Even'  such  act  publishes  the  fact  that 
we  are  willing  to  see  medical  education  and  medical  science 
take  a  step  backward.  One  cannot  do  the  best  work  in  a  certain 
line  without  specializing,  and  there  are  always  many  who 
want  the  best. 


A  NEW  TECHNIQUE  FOR  THE  FIXATION  OF  FLOATING 
KIDNEY,  WITH   SPECIAL  REFERENCE  TO  THE 
UTILIZATION  OF   LONGYEAR'S  LIGAMENT.* 


CHARLES  A.  L.  REED.  M.D.. 
Cincinnati,  Ohio. 


As  early  as  1889  Tuffier  (Etudes  Experimentales  sur  la  Chi- 

rurgie  dti  Rein)   called  attention  to  the  frequent  coincidence 

of  displaced  cecum  and  displaced  right  kidney.     He  did  not, 

however,   attach  any  etiological  relationship  to  the  fact,   but 

like   writers  both  before   and  since,   was   disposed  to  account 

for  the  greater  frequency  of  right-sided    nephroptosis    by  the 

influence    of   the   liver  in   producing   decensus   of   the    kidney. 

This  view  has  been,  as,  indeed,  it  is  yet,  very  generally  accepted 

by  the  profession.     It  was,  however,  left  for  Longyear  at^the 

*Presented  at  the  Nineteenth  Annual  Meeting  of  the  American  Associa- 
tion of  Obstetricians  and  Gynecologists,  held  at  Cincinnati,  Sept.  20-22, 
1006. 
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last  annual  session  of  the  Association  {Transactions  Amer. 
Assn.  Obstetricians  and  Gynecologists,  1905)  to  demonstrate 
the  anatomical  connection  between  the  kidney  and  the  cecum 
and  thereby  to  explain  ow  the  frequent  decensus  of  the  cecum 
may  become  the  cause  of  the  very  less  frequent  decensus  of 
the  right  kidney.  Longyear  s  ligament  is,  I  am  sure,  destined 
to  become,  not  only  a  generally  recognized  anatomical  structure, 
but  one  that  by  virtue  of  the  etiological  relationship  already 
indicated,  is  equally  destined  to  play  an  important  role  in 
the  surgery  of  the  right  kidney. 

As  I  stated  in  my  discussion  of  Dr.  Longyear 's  paper  last 
year,  this  structure,  although  I  was  quite  innocent  of  its  ex- 
istence as  an  anatomical  entity,  has  been  playing  an  important 
part  in  my  operations  upon  the  right  kidney  during  the  last 
several  years.  I  may  say,  in  the  first  place,  that,  in  respect 
of  operations  for  fixation  of  the  kidney,  I  have  boxed  the  com- 
pass both  ways.  I  began  with  transfixions;  then  I  cleaned 
away  the  perirenal  fat,  pushed  the  kidney  back  into  its  nest  and 
kept  it  there  by  packing  with  sterilized,  generall  ■  iodoform- 
izid  gauze,  removin 7  the  gauze  only  after  granulations  had  been 
presumed  to  form  around  the  organ;  then  I  fell  in  with  the  de- 
cortication trick;  then  I  compromised  by  slitting  the  true 
capsule  and  stitching  the  margins  of  the  flaps  thus  formed 
to  the  margins  of  the  wound;  then  I  tried  partial  decortication 
and  the  retention  of  the  kidney  in  situ  normalis  by  surrounding 
it  for  a  while  with  a  couple  of  drainage  tubes,  the  ends  of  which 
I  brought  through  stab  wounds  through  the  wall.  But  my 
transfixions  gave  me  bloody  urine,  and  in  a  couple  of  cases 
were  followed  by  renal  infection;  my  gauze  packings  were 
tedious,  painful,  and  not  always  satisfactory  in  their  results; 
decortication  was  followed  in  one  case  by  painful  kidney  which, 
two  months  later,  became  the  seat  of  interstitial  nephritis; 
splitting  the  capsule  and  stitching  its  margins  to  the  wound 
margins  did  better;  partial  decorrication  with  temporary-  reten- 
tion of  the  kidney  in  position  by  drainage  tubes  was  almost 
as  objectionable  as  the  taxidermic  method  that  I  had  abandoned. 
I  was,  in  fact,  far  from  satisfied  with  any  of  these  proceedings, 
all  of  which  seemed  to  be  open  to  the  logical  objection  that  they 
involved  unnecessary^  injury  to  the  kidney  or  other  tissues 
without  reference  to  the  correction  of  causal  conditions,  which 
although  undetermined,  were  logically  existant. 
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In  this  dilemma  I  took  stock  of  my  experience  with  the 
result  that  I  became  convinced  that  the  only  strictly  logical 
step  that  I  had  so  far  hit  upon  was  the  careful  removal  of  the 
perirenal  fat,  an  excess  of  which  I  became  and  remained  con- 
vinced, is  an  important  factor  in  enabling  the  kidney  to  escape 
from  its  always  somewhat  lax  anchorage.  This,  then,  was  in  the 
direction  of  the  removal  of  cause.  But  another  thing  that  im- 
pressed me  was  the  frequency  with  which,  in  endeavoring  to 
enucleate  the  kidney,  I  found  it  bound  down  by  apparently 
connective  tissue  striae  extending  downward  from  its  lower 
extremity.  I  took  the  trouble  to  see  if  these  striae  belonged 
there,  but  found  no  reference  to  them,  either  in  the  anatomies 
or  in  Glantenay,  and  Gosset's  valuable  contribution  on  "Le 
Fascia  Perirenal  "  (Annates  des  Maladies  des  Organes  Genito- 
urinaires,  1898),  Zuckerkandel  was  equally  silent;  I  accordingly 
looked  upon  the  structure  as  strictly  adventitious,  probably 
of  inflammatory'  origin,  but  as  it  seemed  to  hold  the  kidney 
in  its  displaced  position  I  divided  it  with  scissors.  This  left  a 
little  stump  which,  situated  as  it  was,  seemed  to  be  a  good 
thing  to  stitch  into  the  upper  angle  of  the  wound,  where  it 
served  a  good  purpose  in  holding  the  kidney  precisely  where  it 
belonged.  Then  seeing  that  the  perinephric  fascia  was  arranged 
like  a  funnel  upside  down  so  that  the  kidney  could  easily  spill 
out,  it  seemed  a  very  rational  thing  to  gather  the  anterior 
and  posterior  layers  of  that  fascia  and  the  peritoneum  together 
and  stitch  them  together  just  below  the  lower  margin  of  the 
kidney  after  it  had  been  restored  to  its  normal  locus.  Thus 
was  gradually  evolved  an  operation  that  I  have  been  doing 
for  the  last  two  and  a-half  years  about  as  follows: 

With  the  patient  lying  on  the  side  across  a  large  solid  pad 
placed  beneath  the  costoiliac  interval,  an  oblique  incision  is 
made  in  the  usual  way  along  the  costal  margin.  When  the 
renal  fossa  is  reached  the  kidney  is  forced  up  into  position 
by  the  hand  of  an  assistant,  enucleated  from  above,  seized  by 
the  thumb  and  fingers  and  drawn  entirely  out  of  the  opera- 
tion wound.  The  apparent  adhesions  which  we  now  know 
to  be  Longyear's  ligament,  and  by  which  the  elevation  of 
the  kidney  is  resisted,  are  snipped  off  a  half  or  three-quarters 
of  an  inch  from  the  kidney,  care  being  taken  not  to  separate 
the  true  capsule  of  the  kidney  from  this  structure;  the  kidney, 
now  drawn  up,  is  subjected  to  vigorous  friction  by  gauze  until 
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it  shows  minute  specks  of  capillary  hemorrhage  over  its  entire 
upper  and  middle  surface;  gauze  is  now  likewise  employed  to 
wipe  out  all  of  the  perinephric  fat;  the  kidne}'  is  then  restored 
to  its  nest;  the  stump  of  Longyear's  ligament  is  then  stitched 
by  interrupted  sutures  of  chromicized  catgut  to  the  aponeu- 
rotic margins  in  the  upper  lip  of  the  operation  wound;  the 
layers  of  the  perinephric  fascia,  together  with  the  peritoneum 
are  then  gathered  together,  stitched  together  snug  against 
the  lower  end  of  the  kidney,  and  fixed  by  suture  to  the  aponeu- 
rotic structures  in  the  upper  lip  of  the  operation  wound;  the 
operation  wound  is  then  closed  with  laminated  suture  of  cl  ro- 
micized  catgut. 

The  rationale  of  this  technic  is  to  me  so  apparent  that  it 
requires  neither  explanation  nor  defense.  It  may,  however, 
be  well  to  emphasize  a  few  of  its  most  important  features.  The 
removal  of  the  perinephric  fat  has  already  been  explained  as 
rational  practice ;  while  gauze  friction  of  the  true  capsule  of 
the  elevated  kidney  establishes  the  foundation  for  an  inflam- 
matory exudate  by  which  the  kidney  becomes  adherent  to  the 
structures  with  which  it  lies  in  contact.  This  contact  is  main- 
tained by  fixing  the  stump  of  Longyear's  hgament  in  the  upper 
angle  of  the  wound.  But  the  management  of  this  ligament,  as 
indicated,  is  of  even  greater  importance.  As  demonstrated 
by  Long3^ear  himself,  this  structure  connects  the  kidney  with 
the  cecum,  and  through  this  medium  the  latter,  when  prolapsed 
constantly,  drags  upon  the  former.  By  dividing  this  ligament, 
therefore,  this  downward  traction  upon  the  kidney  is  removed 
and  thus  another  causal  factor  is  eliminated.  The  gathering 
together  and  fixation  of  the  perinephric  fascia,  as  indicated, 
furnishes  an  additional  support  to  the  replaced  organ.  The 
lower  segment  of  the  ligament  is  best  disposed  of  by  fixation  to 
the  lower  margin  of  the  wound. 

I  beg  leave  to  submit  a  few  records  from  my  experience 
illustrative  of  this  practice,  as  follows: 

Case  I. — Mrs.  (Cincinnati),  ast.  32,  married,  one  child, 

eight  years  old;  no  conception  since;  always  of  constipated 
habit;  pain  in  right  loin  and  right  ihac  region  since  childbirth. 
The  lower  margin  of  the  right  kidney  was  found  on  a  level  with 
the  crest  of  the  ileum  and  dropped  to  the  other  side  of  the 
abdomen  when  she  laid  on  the  left  side.     The  patient  entered 
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the  Good  Samaritan  "Annex"  Clifton,  March  23,  1904,  and 
was  operated  upon  the  next  day  by  technic  already  outlined. 
Convalescence  was  uninterrupted,  and  patient  was  dismissed 
May  4,  and  is  well  at  this  date  (September  20,  1906). 

Case  II. — Mrs.  (Miami,  Ohio),  aet.  50,  menopause  four 

years  ago;  married  thirty -nine  years;  no  conception;  constipated 
habit;  complains  of  constant  pain  in  right  side.  Kidne}^  found 
at  the  brim  of  the  pelvis,  is  very  movable  and  very  tender. 
Entered  the  Good  Samaritan  "Annex,"  Clifton,  March  24, 
1904;  operation  May  25.  In  this  case  a  distant  mesonephron 
had  formed  through  the  peritoneal  layers,  of  which  the  kidney 
was  delivered  with  some  difficulty.  After  the  restoration  of 
the  kidney  to  its  normal  site  the  mesonephron  was  drawn  around 
and  included  in  the  sutures  that  embraced  the  perinephric 
fascia.  The  technic  already  described  was  followed  in  all 
other  particulars.  The  patient  left  the  house  June  13,  1904, 
and  has  had  no  return  of  symptoms. 

Case  III. — Mr.  (Elmwood  Place,  Ohio),  ast.  46,  con- 
tractor; fell  from  a  building  three  years  ago  and  was  picked  up 
unconscious.  From  that  time  on  he  had  pain  in  the  right  loin 
and  the  right  iliac  region.  These  symptoms  grew  worse  until 
they  became  the  occasion  for  examination  September  18,  1904, 
when  I  found  his  kidney  enlarged,  tender,  and  presenting  an- 
teriorly below  the  costal  margin.  A  week  on  his  back  reduced 
all  symptoms,  but  another  week  spent  about  his  business 
brought  them  back  again.  He  entered  the  hospital  October  8, 
was  operated  upon  October  10,  and  left  cured  November  16, 

1905- 

Case  IV. — Mrs.  (Dayton,  Ohio),  set.  39;  married;  three 

children;  had  a  diagnosis  of  right  floating  kidney  made  four  years 
previously.  She  has  had  two  attacks  suggestive  of  strangula- 
tion due  to  torsion  within  the  last  three  months.  These 
prompted  her  to  apply  for  operation,  for  which  she  entered 
November  19,  1905.  The  operation  was  done  a  day  or  two  later, 
and  she  left  the  house  December  24.  1905,  cured. 

Case  V. — Mrs.  (Hamilton,   Ohio),    aet.   37,  widow,  no 

children;  saleswoman;  strained  herself  while  descending  from 
a  step  ladder  about  two  months  previously,  and  since  then  has 
had  constant  pain  in  the  region  of  the  right  kidney.  She  came 
to  the  hospital  Januarv^  2,  1906,  when  I  found  her  right  kidney 
tender,  enlarged,  and  displaced.     A  week's  rest  improved  the 
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condition  materially,  after  which  I  operated  as  indicated.  There 
was  some  remaining  hydronephrosis  at  the  time,  but  it  speedily 
disappeared  after  fixation  and  the  patient  was  discharged, 
cured,  February  6,  1906. 

Case  VI. — Mr.  (Glen  Mary,  Tenn,),  set.  41,  merchant, 

six  years  ago  noticed  pain  and  enlargement  in  left  renal  region. 
Examination  showed  displacement  of  kidne}''  with  about  three 
inches  radius  of  mobility.  Improves  by  rest,  grows  worse 
under  activity.  Entered  the  "Annex"  May  13,  was  operated 
upon  the  14th,  and  was  dismissed  cured  June  3,  1905.  In  spite 
of  the  fact  that  his  convalescence  in  bed  was  shorter  than  it 
ought  to  have  been  there  has  been  no  recurrence. 

Case  VII. — Mr.  (WheeHng,  W.  Va.),  aet.    22,  student 

was  seized  with  pain  in  his  right  side  while  playing  football  on 
a  university  team,  two  years  before.  It  increased  in  severity 
until  it  finally  confined  him  to  bed.  The  right  kidney  was 
found  movable,  tender,  and  enlarged.  He  entered  October  11, 
1905;  operation  October  15,  dismissed  cured  November  23. 
He  has  remained  well  ever  since. 

Case    VIII. — Mrs.    (New    Buriington,    Ohio),    aet.    58, 

constipated;  had  long  been  a  sufiferer  from  pain  in  entire  right 
side  of  the  abdomen.  Tenderness  on  that  side  was  diffuse, 
but  more  acute  under  the  costal  margin.  She  occasionally 
had  sharp  exacerbations  of  paroxysmal  pain,  associated  with 
vomiting.  The  right  kidney  was  displaced  mobile.  She 
entered  the  "Annex,"  Chfton,  January  22.  Exploration 
January  23  revealed  nephroptosis,  gallstone,  and  chronic  appen- 
dicitis. The  gall-bladder  was  opened,  a  large  number  of  cal- 
culi removed,  and  drainage  established.  The  perinephric  fat 
was  not  removed  as  the  patient  was  emaciated,  but  the  nephro- 
colic  ligament  was  divided  through  the  anterior  incision;  the 
peritoneum  opened  and  the  upper  stump  of  the  ligament  su- 
tured to  the  posterior  abdominal  wall.  The  appendix  was 
removed.     Patient  was  dismissed,  well,  February  19,  1906. 

Case    IX. — Miss   (Cincinnati),    aet.    34,    had   a   uterine 

polyp,  for  which  I  operated  at  the  "Annex"  in  March,  1906. 
At  this  time  I  discovered,  while  the  patient  was  under  anes- 
thesia that  there  was  marked  mobilit}''  of  the  right  kidney,  which 
probably  accounted  for  persistent  pain  that  she  experienced  in 
the  right  side.  I  accordingly,  a  month  later,  operated  for 
fixation  of  the  kidnev.     The  mobilitv  is  arrested,  but  she  at 
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times  complains  of  paroxysmal  pain  in  the  kidney,  which  I  fear 
is  due  to  the  presence  of  a  calculus.  As  there  were  no  indi- 
cations demanding  exploration  of  the  interior  of  the  kidney, 
it  was  not  done.     The  patient  left  the  hospital  May  12,  1906. 

Case  X. — Mrs.  (Elwood,  Ind.),  aet.  23,  very  stout,  pre- 
sented a  history  of  a  recent  acute  attack  of  appendicitis  and 
applied  specifically  to  have  the  now  quiescent  appendix  removed. 
She  entered  the  "Annex"  for  this  purpose  April  9,  1906,  and 
the  operation  was  done  the  next  day.  On  slipping  my  fingers 
into  the  abdomen,  I  found  not  only  a  badly  damaged  appendix, 
but  the  right  kidney  near  the  brim  of  the  pelvis.  I  thereupon 
made  a  supplementary  incision  in  the  loin  and  fixed  the  kidney 
as  I  have  described.     She  left  the  hospital,  cured,  April  27,  1906. 

Case    XI. — Mrs.   (Glencoe,    Ky.),  aet.   28,  married;  has 

had  two  children;  was  always  well  until  February  13,  1906, 
when  she  was  in  a  head-on  collision  on  a  railroad.  Thee  on- 
cussion  was  so  great  that  she  was  thrown  first  forward  then 
backward  across  the  back  of  the  seat.  Following  this  she  had 
profound  disturbance  of  the  nervous  system,  associated  with 
pelvic,  abdominal,  and  lumbar  pains  of  great  severity.  The 
lumbar  pain  was  on  the  left  side  and  was  found  to  be  associated 
with  marked  decensus  of  the  kidney  on  that  side.  The  pelvic 
pain,  largely  sacral,  was  due  to  a  retroflexion  of  the  uterus. 
She  entered  the  hospital  August  7  and  was  operated  upon 
September  20.  The  uterus  was  fixed  by  shortening  the  round 
ligaments  and  the  left  kidney  fixed  by  shortening  Longyear's 
ligament.  The  patient  was  dismissed  several  weeks  later 
with  some  remaining  pain  in  the  left  renal  region.  August  7- 
November  — ,  1906. 

St.  Leger  Place. 
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ANTERIOR     VAGINAL      CELIOTOMY:      ITS    TECHNIC, 
INDICATIONS    AND    LIMITATIONS.* 


SAMUEL  W.  BANDLER,  M.D., 
New  York. 


Anterior  colpoceliotomy  was  first  recommended  theoretically 
by  Sanger  in  1888.  In  1890  vaginal  laparotomy  was  done 
occasionally  by  Diihrssen.  It  was  first  accidentally  performed 
by  him;  the  peritoneal  fold  being  torn  on  grasping  the  anterior 
wall  of  the  uterus  in  the  course  of  a  vaginal  fixation,  which  at 
that  time  was  done  without  opening  the  vesicouterine  fold. 
The  same  accident  occurred  to  Zweifel  and  Fritsch.  The  opera- 
tion of  vaginal  fixation  was  originally  performed  through  a  trans- 
verse incision  and  without  opening  the  peritoneum  for  the 
Connection  of  retroversioflexio. 

In  1892  Diihrssen  began  to  open  the  peritoneuin  purposely. 
After  adopting  this  method,  he  added  to  the  transverse  vaginal 
incision  a  longitudinal  incision  of  2-4  cm.,  such  an  incision 
having  been  recommended  by  Zweifel.  Kiistner  was  among  the 
first  to  purposely  make  a  wide  incision  in  the  peritoneal  fold. 
In  1893  Diihrssen  began  the  regular  use  of  vaginal  celiotomy, 
although  up  to  the  end  of  1894  anterior  colpoceliotomy  was 
mainly  practised  for  the  purpose  of  vaginal  fixation  and, 
even  then,  the  opening  of  the  peritoneal  fold  in  the  hands  of 
most  operators  was  generally  accidental. 

In  1893  Diihrssen  removed  a  fibroma  from  the  anterior 
uterine  wall  by  vaginal  celiotomy.  About  the  same  time  he 
removed  the  adnexa  by  this  route.  In  1894  Martin  recommend- 
ed anterior  colpoceliotomy  for  the  enucleation  of  myomata.  In 
1895  he  advised  this  method  for  the  removal  of  adnexa.  Among 
others,  Kossmann  wrote  considerably  in  favor  of  anterior 
vaginal  celiotomy.  In  1895  Diihrssen  reported  two  ectopic 
gestations  removed  by  the  vagina  and  later  recorded  the  removal 
of  large  ovarian  cysts  and  pus  tubes.  About  this  time  he  im- 
proved   the    technic    of    the    operation  in  order  to  avoid  dis- 

*Read  by  title  at  the  annual  meeting  of  The  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Cincinnati,  September.  21,  1906. 
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turbances  in  labor  following  the  operation  of  vaginal  fixation. 
This  consisted  in  sewing  the  vesicouterine  fold  before  fixing  the 
uterus.  The  resulting  "sero-serose  "  peritoneal  union  prevents 
dystocia  in  labor.  In  1895  Wertheim  reported  the  enucleation 
of  fibromata  by  the  vaginal  route. 

Fehhng  and  Peter  Muller  recommended  anterior  and  pos- 
tenor  colporrhaphy,  plus  vaginal  fixation  for  the  treatment 
of  prolapse  of  the  uterus. 

In  1896  Wertheim,  Vineberg  and  others  devised  vaginal 
fixation  of  the  round  ligaments  and  shortening  of  the  round 
Hgaments  through  vaginal  ceHotomy  to  avoid  the  disturbances 
in  labor  which  had  followed  some  cases  of  vaginal  fixation. 

Schauta  early  adopted  the  method  of  vaginal  ceHotomy  for 
the  performance  of  ovariotomy.     He  was  the  first  to  use  the 
vaginal  route   for  the   removal  of  large   cystic  tumors   of  the 
adnexa,   cysts  containing  from  ten  to  fifteen  quarts   of  fluid. 
He   said  that   ovariotomy  is  easily   done   through  the   vagina 
if  the  cyst  is  movable  and  pedunculated.     Even  if  onlv  a  small 
part  of  the  cyst  surface  can  be  reached,  it  can  readilv  be  punc- 
tured by  a  trocar.      The  cyst  wall  thus  opened  is  pulled  through 
the  vaginal  incision,  the  pedicle  is  tied,  and  the  cyst  removed. 
There  is  room  enough  for  this  procedure  even  with  large  cysts 
in  which  the  lower  pole  of  the  tumor  does  not  dip  down  into 
the  pelvis.     In  that  event,  the  lower  pole  can  be  reached  through 
the  peritoneal  fold  by  introducing  two  fingers  into  the  peritoneal 
cavity,  on  which  the  trocar  can  be  pushed  into  the  cyst,  which 
can  then  be  drawn  down  after  being  emptied.     Schauta,'  in  his 
operations,  removes  dermoid  and  also  multilocular  cvsts;  one 
cyst  after  another  is  emptied  by  the  trochar  so  that  unilocular 
cysts  are  not  the  only  ones  adapted  to  this  method. 

In  1896  Wertheim  reported  the  vaginal  extirpation  of  intra- 
ligamentous cysts.  Theoretically  speaking,  it  is  not  necessary 
to  enter  the  peritoneal  cavity.  The  lower  pole  of  the  cyst  is 
exposed  through  the  vagina  and  emptied  by  puncture.'  The 
cyst  wall  is  then  shelled  out  from  its  subperitoneal  situation. 
His  first  case  reached  to  the  ensiform  cartilage  and  contained 
ten  quarts.  It  was  remarkable  with  what  ease  the  cyst  was 
shelled  out  in  toto  without  any  bleeding.  In  this  instance  the 
uterus  was  also  removed,  because;  as  is  often  the  case  with 
large  intraligamentous  cysts,  it  was  pressed  flat  and  misshapen 
through  pressure.     His  second  case  was  a  cystic  intraligamen- 
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tous  tumor  of  the  ovary  the  size  of  a  child's  head.  It  was  peeled 
out  as  was  the  first  case,  but  tore  in  several  places  where  it  was 
firmly  adherent  to  the  peritoneal  covering.  Its  removal  was 
not  entirely  extraperitoneal. 

Chrobak  had  also  removed  intraligamentous  cysts  in  this 
manner  and  found  that  it  might  be  advisable  to  leave  in  situ 
those  parts  of  the  cyst  wall  which  cannot  be  loosened  from  the 
peritoneum  and  to  sew  them  into  the  vagina.  He  remarked 
also  that  in  abdominal  operations  it  was  sometimes  necessary 
to  leave  behind  areas  of  cyst  wall  too  closely  connected  with 
the  intestine. 

Before  this  period  vaginal  hysterectomy  for  double  pyosal- 
pinx,  especially  with  the  aid  of  clamps,  was  being  practised  in 
France  and  Germany  and  was  brought  to  a  high  state  of  perfec- 
tion by  Landau  of  Berlin. 

Chrobak  began  vaginal  extirpation  of  myomata  in  1892  and 
by  1896  had  done  seventy  vaginal  myomotomies.  "It  is  not 
always  possible,"  he  says,  "to  say  whether  the  operation  can  be 
finished  through  the  vagina.  In  all  cases,  preparation  for  a 
laparotomy  must  be  made." 

Boldt's  use  of  the  vaginal  route  for  hysterectomy  dates  back 
to  1887.  In  1891  he  began  vaginal  operations  on  a  larger  scale 
with  a  view  to  studying  the  merits  of  that  route.  He  employed 
the  method  of  vaginal  hysterectomy  for  fibroids  and  advised 
the  use  of  the  vaginal  route  wherever  possible.  .  He  was  the  first 
in  this  countr)^  to  try  vaginal  fixation  for  the  correction  of  retro- 
version. In  1895  he  reported  a  tubal  gestation  removed  per 
vaginam.  In  America  Brothers,  Montgomery  and  Ferguson 
were  among  the  first  to  enucleate  fibromata  of  the  uterus  by  ante- 
rior colpoceliotomy.  In  1898  Brothers  reported  a  perforation  of 
the  uterus,  which  was  closed  during  the  subsequent  perfor- 
mance  of  an  anterior  colpoceliotomy  for  diseased  adnexa. 

Goffe  early  adopted  the  use  of  the  vaginal  route.  He  prac- 
tises it  now  in  the  following  conditions,  (i)  Retroflexion  and 
descent  of  the  uterus,  which  he  treats  by  shortening  of  the  round 
ligaments.  (2)  Retroversions  with  adhesions,  which  he  treats 
by  shortening  the  round  ligaments.  If  the  adhesions  are 
deep  down  in  the  sac  of  Douglas,  he  separates  these  through  a 
posterior  vaginal  incision.  (3)  Conservative  operations  on  the 
adnexa.  (4)  Pyosalpinx,  ectopic  gestations,  dermoid  cysts  of 
the  ovar}^     (5)  Myomectomy  for  small  fibroids.     (6)  Hysterec- 
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tomy   for  many   cases   of   fibroids.     (7}   For  the   correction   of 
certain  cases  of  sterility  (which  really  comes  under  class  three). 
In  a  pubHcation  which  appeared  in  1899  Diihrssen  reported 
500  operations  by  anterior  vaginal  ceHotomy  and  indicated  the 
class  of  cases  in  which  this  method  could  be  used.       The  indica- 
tions, exclusive  of  those  for  hysterectomy,  were,  (i)  Movable  re- 
troflexion and  retroversion,  (2)  fixed  retroflexion,  (3)  inflamma- 
tions and  perforations  of  the  uterus,    (4)  for  benign  tumors  of 
the  uterus,   (5)  for  diseases  of  the  adnexa,   (6)  for  soHd  tumors 
of  the  ovary,  if  they  are  no  larger  than  a  fist,  (7)  for  ectopic 
gestation,  (8)  for  small  or  even  large  cystic  tumors,  (9)  for  the 
purpose  of  producing  artificial  sterility,  by  ligating  or  exsecting 
parts  of  the  Fallopian  tubes,  (10)  for  cystocele,  (11)  for  intra- 
ligamentous parovarian  cysts,  if  they  are  free  of  the  pelvic  wall. 
Technic  of  the    Method   of   Anterior    Colpoceliotomy. — ^Among 
the  first  to  do  vaginal  celiotomy  for  other  purposes  than  hyster- 
ectomy by  the  anterior  route — namely,  through  separation  of  the 
bladder  and  incision  of  the  vesicouterine   fold  of  peritoneum, 
were  Mackenrodt  and  Diihrssen,  who  chose  this  means  of  per- 
forming  what   is   now   knovm   as    vaginofixation.      The   early 
operations  were  done  mainly  through  a  transverse  incision  on 
the  anterior  wall  of  the  cervix,  too  httle  attention  being  paid  to 
the  making  of  a  long  longitudinal  incision.     At  a  later  period 
Martin  and  others  practised  the  longitudinal  incision  alone  as  a 
means  of  separating  the  bladder  and  thus  entering  the  peritoneal 
cavity.     Subsequently,     Diihrssen    and    others    increased    the 
length  of  the  vertical  incision  which,  added  to  the  transverse 
one,  makes  the  operation  of  vaginal  celiotomy  infinitely  easier. 
Where  formerly  the  vesicouterine  fold  was  pulled  down  with  a 
forceps  by  the  aid  of  the  guiding  fingers,  the  lengthened  vertical 
incision  now  made  this  procedure  readily  possible  with  the  aid 
of  the  eye.     Separation  of  the  bladder  from  the  anterior  vaginal 
wall  was  first  practised  by  the  use  of  the  knife  and  then  was 
done  by  many  with  the  aid  of  the  scissors,  which  procedure  leaves 
a  very  oozing  surface.     Aside   from  the   incisions  themselves, 
which   should  be    made  with    scissors,  the    separation    of    the 
bladder  from  the  anterior  vaginal  wall  is  readily  carried  out 
with  the  aid  of  gauze,  while  the  separation  of  the  bladder  from 
the  anterior  wall  of  the  uterus  is  readily  accomplished  with  the 
aid  of  the   fingers.     The  important  element  in  the   successful 
carrying  out  of  vaginal  celiotomy  is  a  long  longitudinal  incision 
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with  a  thorough  separation  of  the   bladder,  especially   at  its 
lower  lateral  attachments  to  the  cervix.     A  further  aid  to  the 
successful  performance  of  this  operation  is  the  use  of  specula 
of  proper  lengths  and  widths,  with  which  the  cervix  may  be 
pulled  far  down  toward  the  vulvar   outlet    or    by  which    the 
cervix  is  pushed  back  in  order  to  bring  the  fundus  forward. 
With  these  specula  the  bladder  is  held  up  out  of  the  way,  per- 
mitting w^ork  upon  the  vesicouterine  fold  of  peritoneum,  and 
with  the  insertion  of  these  wide  fiat  specula  into  the  peritoneal 
cavity  the  drawing  out  of  even  a  large  uterus  is  rendered  easy 
and  exposure    of    nonadherent   tubes   and   ovaries  is   made    a 
relatively  simple  procedure.     The  operation  should  be  performed 
as  follows:   a  short  posterior  speculum  is  introduced  and  firmly 
pressed  against  the  posterior  vaginal  wall  and  the  perineum. 
The  cervix  is  then  firmly  grasped  by  two  volsella  w^hich  are  best 
passed    through    both    anterior    and    posterior    lips.     By    firm, 
steady  traction  the  cervix  is  brought  as  close  to  the  posterior 
wall  of  the   vulvar  outlet   as  possible.     A  wide  transverse  in- 
cision is  then  made  w4th  a  pair  of  scissors  just  below  the  margin 
of  the  bladder,  the  incision  passing  well  through  the  mucosa  of 
the  vagina  down  to  the  wall  of  the  cervix.     Two  artery  forceps 
are  then  applied  to  the  upper  margin  of  the  incision  on  either 
side  of  the  exact  median  line.     A  pair  of  long  sharp-pointed 
scissors  then  make  a  slight  cut  in  the  vaginal  mucosa  between 
the  two  artery  forceps.     The  lower  blade  is  then  introduced 
under  the  vaginal  mucosa,  between  it  and  the  attached  bladder, 
and  by  a  series  of  short  cuts  the  vaginal  mucosa  is  incised  for  a 
distance  of  from  two  to  four  and  one -half  inches,  an  anterior 
speculum  being  introduced  to  draw  the  vaginal  mucosa  of  the 
anterior  wall  taut  if  necessary.     With  the  first  pair  of  curved 
round-ended  scissors  a  slight  snip  is  made  between  the  vaginal 
mucosa  and  the  bladder  at  each  comer  to  which  the   artery 
forceps  is  attached.     Then,   with  the  aid  of  gauze   alone,  the 
vaginal  mucosa  being  first  everted  by  the  artery  forceps,  the 
bladder  is  gradually  and  carefully  separated  from  the  vaginal 
mucosa  throughout  the  whole  length  of  the  longitudinal  incision. 
The  separation  of  the  bladder  at  the  lower  transverse  incision 
should  be  carried  on  to  the  lateral  margins  of  the  cervix.   Higher 
up  the  separation  need  not  be   carried  quite   so  far  laterally, 
but  it  should  be  continued  so  that  the  bladder  is  separated  from 
the  anterior  vaginal  wall  for  at  least  one-half  inch  above  the  upper 
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point  of  the  longitudinal  incision.  The  artery  forceps  are  then 
removed  and  the  lower  edge  of  the  bladder  is  separated  by  the 
finger  from  the  anterior  wall  of  the  cervix  until  the  vesicouterine 
fold  of  the  peritoneum  is  reached.  This  separation  of  the  lower 
edge  of  the  bladder  must  generally  be  begun  with  scissors  in 
nulliparae.  Then  the  fingers  should  continue  to  separate  the 
posterior  wall  of  the  bladder  from  the  peritoneum  which  forms 
its  posterior  covering  and  also  forms  the  anterior  wall 
of  the  vesicouterine  pouch.  This  separation  should  be 
carried  upward  for  at  least  a  distance  of  two  to  three 
inches  above  the  base  of  the  vesicouterine  cul-de-sac.  This 
separation  can  be  subsequently  further  increased  if 
desired.  A  wide  speculum  of  medium  length  is  then 
introduced  beneath  the  bladder  and  the  bladder  is  lifted 
up.  This  exposes  the  point  at  which  the  peritoneum  of  the 
anterior  and  posterior  walls  of  the  vesicouterine  cul-de-sac 
unite.  At  this  point  the  peritoneum  is  grasped  in  the  median 
line  with  two  forceps  and  is  incised  with  a  sharp  pointed  scissors 
between  them.  This  incision  opens  the  peritoneal  cavity.  The 
incision  is  extended  upward  as  far  as  the  bladder  peritoneum 
has  been  loosened,  artery  forceps  being  put  on  at  successive 
stages  to  bring  the  peritoneum  clearly  into  the  field.  At  this 
point,  if  desired,  the  bladder  may  be  still  further  separated 
and  the  longitudinal  incision  further  increased.  The  base  of 
the  vesicouterine  pouch  may  be  likewise  incised  transversely, 
a  procedure  which  is  sometimes  of  aid. 

In  nulliparae,  after  separating  the  bladder  from  the  cervix,  we 
sometimes  find  a  thick  membrane  which  has  to  be  perforated  or 
cut  through  before  we  reach  the  vesicouterine  fold.  This  mem- 
brane should  be  grasped  by  two  forceps.  When  it  is  cut  through, 
we  find  the  smooth,  thin  vesicouterine  fold.  If  in  doubt,  the 
introduction  of  a  sound  into  the  bladder  makes  the  differential 
distinction  from  the  bladder.  It  is  of  advantage  to  pass  a  suture 
at  the  upper  angle  of  the  plica  incision  and  two  sutures  at  the 
lateral  borders  of  the  incision.  By  this  means  the  peritoneum 
can  be  readily  brought  into  view  on  completion  of  the  operation 
for  the  purpose  of  sewing  the  incision  in  the  peritoneal  fold. 
A  wide  speculum  of  fair  length  is  then  introduced  through  this 
incision  in  the  vesicouterine  peritoneum,  when  frequently  intes- 
tine or  omentum  will  present  in  the  field.  At  this  stage  the 
short  posterior  retractor  is  removed  and  a  long  posterior  re- 
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tractor  is  introduced,  which  serves  to  push  the  cervix  back 
and  to  bring  the  fundus  forward,  the  volsella  being  taken  off, 
or  else  by  the  aid  of  the  volsella  attached  to  the  cervix  the  cervix 
is  pushed  and  held  back  firmly,  which  also  has  a  tendency  to 
bring  the  fundus  forward.  With  great  care  a  pair  of  volsella 
takes  a  firm  grasp  on  the  anterior  uterine  wall  at  the  highest 
accessible  point,  which  procedure  is  perhaps  best  done  before 
the  cervix  is  pushed  back.  Gentle  traction  on  this  volsellum 
serves  to  pull  the  uterus  more  clearly  into  view.  Volsella  are 
applied  regularly  at  higher  points  to  the  anterior  wall  of  the 
uterus  and  by  gentle  traction,  by  movement  from  side  to  side, 
aided  by  a  slight  rotary  movement,  the  fundus  is  gradually 
pulled  into  view  and  then  pulled  out  into  the  vagina  along  the 
under  surface  of  the  wide  speculum  which  was  introduced 
anteriorly  into  the  peritoneal  cavity.  At  this  point  it  becomes 
evident  that  a  long  longitudinal  incision  in  the  anterior  vaginal 
wall  and  a  thorough  separation  of  the  bladder,  especially  at  its 
lateral  attachment  to  the  cervix,  a  long  incision  into  the  vesico- 
uterine peritoneum  and  the  introduction  into  the  peritoneal 
cavity  of  a  wide  speculum,  are  important  factors  in  bringing 
readily  into  the  vagina  a  uterus  of  even  large  size.  Sometimes 
it  is  necessary  to  twist  the  uterus  around  so  that  our  horn  lies 
anteriorly  and  in  the  middle  line.  This  brings  the  adnexa  more 
readily  into  the  field  of  operation.  This  manipulation  is  not 
easy  in  nulliparae.  Sometimes  it  is  of  advantage  to  pass  side 
retractors  into  the  peritoneal  cavity.  When  the  uterus  has 
been  drawn  into  the  vagina  the  space  left  between  its  posterior 
wall  and  the  anterior  speculum  is  a  very  roomy  one,  provided 
the  longitudinal  incision  in  the  anterior  vaginal  wall  has  been  a 
long  one,  provided  the  incision  into  the  vesicouterine  fold  has 
been  a  long  one,  and  provided  the  speculum  is  wide.  The  fingers 
may  then  be  introduced  through  this  space,  may  palpate  the 
tubes  and  ovaries,  bring  them  into  view,  loosen  adhesions,  draw 
out  small  cysts  or  tumors  or  enucleate  adherent  tumors  or  pus 
sacs. 

It  is  frequently  necessary  to  have  the  aid  of  sponges  on 
holders  to  keep  the  intestine  and  omentum  back,  which  process 
is  made  easier  by  a  slight  elevation  of  the  lower  end  of  the 
operating  table.  If  the  tubes  and  ovaries  are  not  readily  drawn 
into  view,  this  may  be  accomplished  by  the  aid  of  Cleveland 
forceps  applied  at  successive  points  to  the  tube.     Sometimes  it 
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is  necessary  to  put  a  ligature  about  the  tube  at  the  uterine  end 
and  in  this  way  gradually  pull  it  out.  Sometimes  it  is  necessar}^ 
to  put  clamps  on  in  succession  to  bring  the  tubes  out.  If 
adhesions  are  present,  these  must  first  be  loosened  by  the 
fingers.  With  the  tubes  and  ovaries  thus  freely  exposed  their 
removal  or  conservative  operation  upon  them  is,  of  course,  a 
matter  of  the  greatest  ease.  The  most  difficult  operation  through 
the  vagina  is  the  removal  of  adherent  adnexa.  The  peritoneal 
cavity  must  be  entered  by  the  anterior  vaginal  route ;  the 
adnexa  must  be  loosened  and,  with  the  uterus,  brought 
into  the  vagina;  ligatures  are  then  applied  and  the 
adnexa  removed.  It  is  often  necessary*  to  take  out  all  the 
retractors  and  go  in  with  two  fingers  of  one  hand  to 
loosen  the  adhesions  about  the  tube  and  ovsltv.  With  this 
manipulation  it  is  often  of  great  advantage  to  use  the  external 
hand,  as  in  a  bimanual  examination.  Care  is  necessar\-  not  to 
tear  the  broad  ligament  or  the  mesosalpinx  or  the  ligamentum 
infundibulo  pelvicum,  all  of  which  are  frequently  thickened, 
brittle,  or  retracted.  They  retract  and  bleed.  In  passing 
uterine  fixation  sutures  the  anterior  speculum  should  be 
taken  out  and  the  ligatures  should  be  passed  through  the 
vaginal  wall,  vesicouterine,  serosa,  and  uterus.  The  peri- 
toneum is  sewn  after  the  uterus  is  replaced  into  the 
pelvis.  There  can  be  no  disturbances  in  labor  if  the  fold 
is  sewn.  If  the  round  ligaments  are  shortened  or  if  they 
are  sewn  to  the  anterior  wall  of  the  uterus,  or  if  the  round  liga- 
ments are  fixed  to  the  vaginal  wall,  closure  of  the  fold  is  not 
essential.  In  the  case  of  small  movable  cysts  removal  is  a 
ready  procedure.  With  large  cysts  puncture  by  trochar  or 
dressing  forceps  brings  the  cyst  wall  into  the  field  of  operation 
and  makes  its  entrance  into  the  vagina  possible,  after  which 
deeper  adhesions  are  loosened  with  the  fingers  and  others  with 
the  aid  of  sight. 

Indications. — ^There  are  certain  disorders  of  a  gynecological 
nature  for  the  correction  of  which  a  vaginal  operation  should 
be  selected  because  it  offers  a  better  and  more  certain  cure  of 
the  condition  in  question  or  because  such  an  operation  is  less 
dangerous.  This  is  especially  the  case  in  the  surgical  treatment 
of  (i)  cystocele,  (2)  descent  of  the  uterus,  (3)  in  certain  cases  of 
prolapse  of  the  uterus,  (4)  in  many  cases  involving  hysterectomy. 

Of  the  various  operations  which  have  been  devised  for  the 
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cure  of  cystocele  it  may  be  said  that  anterior  colporrhaphy  in 
very  many  instances  fails  to  prevent  a  recurrence  of  the  bladder 
hernia.  A  method  which  has  been  practised  by  Goft'e  and 
which  I  have  used  in  several  instances  consists  in  separating 
the  bladder  from  its  union  to  cervix  and  uterus  and  from  its 
connection  with  the  anterior  vaginal  wall  and  in  reefing  it  or 
sewing  it  to  the  anterior  wall  of  the  uterus  and  broad  ligaments. 
Then  a  colporrhaphy  is  added.  A  better  and  absolutely  more 
certain  operation  is  the  method  of  vaginal  fixation  with  or 
without  sewing  of  the  peritoneal  plica.  By  this  means  the 
bladder  rests  on  the  posterior  wall  of  the  uterus,  the  uterus 
thus  preventing  a  further  protrusion  of  bladder  wall.  (See 
Medical  Record,  Oct.  25,  1902.) 

In  the  treatment  of  descent  of  the  uterus,  especially  in  those 
cases  in  which  the  uterus  is  large  and  heavy^,  cases  in  which  I 
believe  the  Alexander  operation  not  to  be  sufficient  because  of 
the  weight  of  the  uterus  and  because  the  cervix  is  not  thrown 
sufficiently  far  back,  the  method  of  vaginal  fixation  with  or 
without  the  closing  of  the  peritoneal  fold,  produces  a  very  safe 
position  for  the  uterus.  This  operation  is  more  especially  indicated 
if  cystocele  is  also  present.  In  the  various  degrees  of  prolapse 
of  a  large  uterus,  especially  in  those  cases  in  which  the  posterior 
vaginal  wall  is  not  too  much  peeled  off  from  its  surrounding 
connections,  the  method  of  vaginal  fixation,  plus  high  amputa- 
tion of  the  cervix,  plus  shortening  of  the  posterior  vaginal  wall, 
plus  a  high  perineorraphy,  oflfers  in  many  instances  a  most 
suitable  means  of  correction.  Vaginal  hysterectomy  is,  in  my 
opinion,  the  ideal  operation  in  cases  of  incurable  hemorrhage 
from  any  cause  except  carcinoma,  in  cases  of  fibrosis  or  in 
chronic  inflammation  of  the  uterus  with  posterior  parametritis 
whether  the  adnexa  are  to  be  removed  or  not.  The  operation 
can  be  done  with  or  without  clamps  and  with  or  without  split- 
ting of  the  uterus.  In  cases  of  double  pyosalpinx  with  chron- 
ically inflamed  uterus,  when  indicated,  vaginal  hysterectomy 
offers  a  relatively  better  surgical  procedure  than  the  abdominal 
operation.  Whether  the  uterus  be  brought  into  the  vagina 
and  one  side  ligated  or  clamped  from  its  ligament,  or  whether 
the  uterus  is  split  in  two,  we  obtain  in  this  manner  an  easy 
means  of  pulling  on  the  broad  ligaments,  passing  the  fingers  along 
their  posterior  wall  and  enucleating  pus  tubes  and  ovaries  with 
greater  ease  and  a  minimum  amount  of  danger.     In  addition, 
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there  is  a  choice  as  to  whether  we  are  to  sew  the  peritoneum 
and  vaginal  walls  as  a  completed  operation,  whether  we  are  to 
pack  entirely  with  gauze  and  then  drain  thoroughly,  or  whether 
by  partial  closure  we  drain  by  inserted  strips  of  gauze.  The 
mortaUty  by  this  procedure  should  certainly  be  better  than 
with  the  abdominal  method. 

Vaginal  hysterectomy  in  the  case  of  small  fibroids  is  certainly 
a  satisfactory  operation,  by  whichever  of  the  methods  described 
it  is  done.  In  the  case  of  large  myomata  the  practice  of 
morcellement  often  permits  of  the  removal  of  extremely  large 
fibroid  tumors  and  is  a  method  which  can  often  be  used  to  ad- 
vantage, unless  we  are  dealing  with  fibroids  which  are  par- 
tially intraligamentous.  For  those  who  practice  supravaginal 
hysterectomy,  of  course,  the  abdominal  route  furnishes  a  ready 
means  for  the  removal  of  large  fibroid  uteri.  I  believe,  however, 
that  the  removal  of  the  cervix  is  indicated  in  these  cases.  Ab- 
dominal hysterectomy  is  then  often  a  difficult  operation.  The 
cervix  is  often  very  long  and  the  danger  of  injur}-  to  the  bladder 
and  especially  to  the  ureters  is  very  great.  For  that  reason  in 
doing  a  complete  hysterectomy  in  the  severer  cases,  I  think  it 
sometimes  advisable  to  begin  the  operation  vaginally,  separating 
the  bladder,  opening  the  cul-de-sac  of  Douglas,  and  ligating 
laterally  to  the  cervix,  up  to  and  including  the  uterine  arteries. 
The  remainder  of  the  operation  is  then  completed  with  much 
greater  ease  through  the  abdomen.  This  same  procedure  I 
believe  to  be  the  ideal  one  in  early  operations  on  carcinoma 
of  the  fundus  uteri,  in  which  cases  infiltration  of  the  liga- 
mentum  cardinale  is  generally  absent. 

Vaginal  cehotomy  is  used  very  extensively  for  the  correction 
of  movable  retroflexion  and  retroversion  with  normal  adnexa. 
The  methods  used  are  vaginal  fixation,  shortening  of  the  round 
ligaments,  vaginal  fixation  of  the  round  ligaments,  fixation 
of  the  round  ligaments  to  the  anterior  wall  of  the  uterus.  This 
method  of  approach  comes  into  competition  with  the  Alexander- 
Adams  operation  and  with  the  various  abdominal  operations  of 
shortening  the  round  ligaments,  fixing  the  round  ligaments, 
shortening  the  uterosacral  ligaments,  fastening  the  round  liga- 
ments to  the  anterior  wall  of  the  uterus,  and  ventral  suspension 
and  fixation.  In  my  opinion,  the  Alexander  operation  meets 
all  indications  for  movable  retroversion  and  flexion  with  normal 
adnexa,  except  perhaps  when  the  uterus  is  large  or  descended 
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or  in  retrodisplacement  due  to  posterior  parametritis  or  in  the 
case  of  congenital  retroflexion  with  long  uterus  and  short  anterior 
vaginal  wall.  A  selection  from  these  various  methods,  whether 
by  the  abdomen  or  vagina,  is  one  of  choice.  It  may  be  said, 
however,  that  vaginal  celiotomy  has  an  advantage  over  the 
Alexander  operation  in  that  it  permits  of  desired  exploration 
and  is  readily  carried  out  in  innumerable  instances  where  an 
abdominal  incision  does  not  seem  warranted  because  of  insuffi- 
ciently marked  abdominal  and  pelvic  symptoms  or  when  there 
is  absolute  refusal  on  the  part  of  a  patient  to  submit  to  such  an 
ordeal  in  cases  with  sufficient  indications.  The  mortality  by 
these  various  methods  is  probably  about  the  same.  An  im- 
portant difference  concerns  the  subsequent  difficulties  which 
may  be  encountered  in  labor  and  the  element  of  recurrence  of 
the  displacement.  In  avoiding  difficulty  in  labor  I  believe  that 
ventral  suspension  of  the  anterior  uterine  wall  or  ventral  fixation 
of  the  round  ligaments  meet  the  indications  even  in  cases  of 
large  uteri  with  descent,  if  the  abdominal  wall  is  not  too  lax, 
and  more  particularly  if  there  is  retrodisplacement  due  to 
posterior  parametritis  and  in  cases  of  long  uterus  and  short 
anterior  vaginal  wall  with  congenital  retroflexion.  The  danger 
of  dystocia  in  labor  is  slight.  Objection  is  made  to  vaginal 
fixation  because  of  the  possibility  of  difficulties  in  labor.  It  may 
be  said  that  if  the  peritoneal  fold  be  sewn  so  that  a  suspension 
and  not  a  fixation  is  done,  the  element  of  danger  in  labor  is 
almost  eUminated.  With  vaginal  shortening  of  the  round 
ligaments,  with  vaginal  fixation  of  the  round  ligaments  to  the 
anterior  wall  of  the  uterus,  d3^stocia  in  labor  is  out  of  the  ques- 
tion. Therefore  the  selection  of  the  method  is  one  of  individual 
choice  and  there  is  certainly  no  unanimity  on  this  question. 

In  fixed  retroflexion  and  retroversion  and  in  retroflexion 
with  diseased  adnexa,  especially  when  adhesions  are  present, 
the  correction  of  the  uterine  dislocation  is  of  secondary  im- 
portance. The  disease  of  the  adnexa  and  the  peritoneal 
condition  is  the  element  of  importance. 

Here,  and  in  all  other  diseases  and  pathological  conditions 
of  the  tubes  and  ovaries,  the  choice  between  abdominal  and 
vaginal  routes  for  conservative  or  radical  operation  on  the 
adnexa  must  take  into  consideration  the  size  and  location  of 
the  tumors,  the  element  of  adhesions,  the  necessity  for  haste, 
and  the  question  of  advantages  and  mortality. 
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The  advantages,  according  to  Diihrrsen  are,  (i)  the  absence 
of  an  abdominal  scar;  freedom  from  the  danger  of  hernia  or 
fistula;  freedom  from  the  possibiHty  of  painful  adhesions  of  the 
omentum  or  intestine;  freedom  from  the  use  of  an  abdominal 
binder,  (2)  few  subjective  annoyances  immediately  after  the 
operation,  (3)  a  rapid  convalescence  and  rapid  restoration  to 
health  and  abiHty  to  work,  (4)  a  low  mortahty. 

The  great  claim  made  for  the  vaginal  method  is  that  it  is 
less  dangerous  and  that  the  statistics  as  regards  mortality  are 
better.  It  is  a  question  whether  this  claim  can  be  substantiated 
to  the  degree  claimed  by  its  adherents. 

According  to  Biirger,  the  rate  of  mortahty  for  abdominal  ovari- 
otomy varies  between  4  and  10  per  cent.,  though  Pean  reports  a 
mortality  of  only  2  per  cent.     Hofmeier,  in  reviewing  4,875  ovari- 
otomies by  twelve  different  operators  finds  the  mortality  to  be 
13  per  cent.     Biirger  reports  from  the  CUnic  of  Schauta  a  mor- 
tality of  9.55  per  cent,  in  394  ovariotomies.     Of  the  32  deaths 
Biirger  takes  out  23,  which  he  says  are  not  in  direct  and  imme- 
diate   connection    with    the    operation,    making   the    mortahty 
figured  on  this  basis,  2.68  per  cent.     Abel,  in  reviewing  these 
statistics,  says   that,  instead  of  9  deaths,  22  are  in  direct  con- 
nection with  the  operation.     He  finds  among  the  cases  excluded 
by  Biirger  5  cases  of  sepsis  in  which  bacteria  were  present  before 
the  operation;  i  case  of  pneumonia;  i  case  of  pneumonia  after 
a   second    operation   for   intestinal   obstruction,    i    pneumonia 
after  a  case   of  carcinoma;   i   pneumonia  following   a  twisted 
pedicle  operation;  i  pneumonia  after  a  purulent  cyst;  i  gangrene 
of  the  lung  following  operation  for  twisted  pedicle ;  three  deaths 
from  weak  heart  and  fatty  heart;  2  deaths  from  emboh  of  the 
lung,  I  death  from  intestinal    obstruction  and  hydronephrosis 
due  to  hgating  a  ureter.     It  can  be  seen  that  these  cases  include 
sequelae  which  may  follow  the  vaginal  quite  as  well  as  the  ab- 
dominal  method.     Abel  says  that   Biirger's  report  shows  the 
abdominal    operation   to   be    dangerous   through   sepsis,   ileus, 
heart  collapse,  lung  affections,  emboh,  and  internal  hemorrhage. 
Since     he     considers    many    lung    comphcations,    emboh    and 
ileus  due  to  intestinal  paralysis  as  evidences  of  sepsis,  he  finds 
that  abdominal  operations  are  not  free  from  danger.     It  can 
thus  be   seen  how  differently  statistics   are   viewed  according 
to  the  bias  of  the  observer.     That  the  character  of  the  cases 
operated  on  is  of  vast  importance,  is  shown  by  the  fact  that 
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Schauta  in  60  complicated  vaginal  ovariotomies  was  com- 
pelled in  19  cases  to  remove  the  uterus.  His  mortality  was 
5  per  cent.  In  41  uncomplicated  vaginal  ovariotomies  his 
mortality  was  nil. 

Abel,  by  the  abdominal  route,  operated  on  45  cases  of  ovarian 
tumor  (25  single,  20  double),  of  which  11  were  dermoids.  There 
were  two  deaths;  one  a  dermoid  removed  in  twelve  minutes 
without  rupture,  in  which  case  death  occurred  from  sepsis 
probably  due  to  accidental  infection;  the  other  a  double  ovarian 
carcinoma  with  ascites  and  peritonitis. 

Eleven  ectopic  gestation  sacs  were  removed  abdominally 
with  no  death.  He  also  performed  65  abdominal  operations 
for  inflamed  adnexa  of  which  44  were  double  and  21  single;  in 
1 2  of  which  pus  flowed  out;  3  of  these  12  died.  Of  his  6  deaths, 
among  these  65  cases,  one  was  a  case  of  double  pyosalpinx  operated 
for  the  second  time  on  the  third  day  for  intestinal  obstruction. 
The  second  death  was  a  case  of  double  pyosalpinx,  with  tem- 
perature and  peritonitis  at  the  time  of  operation.  In  the  third 
instance,  a  case  of  double  pyosalpinx,  the  intestine  was  torn. 
A  second  operation  showed  blood  oozing  from  the  stump  and 
from  the  intestinal  wall.  Very  severe  adhesions  were  encoun- 
tered in  the  fourth  case  of  pyosalpinx,  complicated  by  a  left 
c)'stoma.  The  patient  died  on  the  seventh  day  from  a  puru- 
lent bronchopneumonia,  which  Abel  attributes  to  the  use  of 
ether.  The  fifth  case  was  an  ovarian  abscess  in  the  puer- 
■perium  with  adhesions  and  peritonitis.  The  sixth  death  was  a 
double  pyosalpinx  with  severe  adhesions  in  which  there  was 
marked  hemorrhage  from  the  intestinal  wall.  Abel  explains 
these  deaths  by  saying  that  the  operations  were  performed 
earlv  in  his  experience,  and  that  some  of  them  were  cases  which 
should  not  have  been  operated  so  early.  In  spite  of  the  fact 
that  he  probably  uses  better  judgment  to-day  in  selecting  the 
time  for  operation  he  says  that  vaginal  operations  are  less 
dangerous. 

A  comparison  of  the  cases  operated  by  him  vaginally  and 
abdominally  shows  this  difference.  Of  these  65  inflammatory 
abdominal  cases,  53  were  instances  of  pyosalpinx,  4  of  ovarian 
abscess,  8  were  tuboovarian  tumors  or  salpingo-oophoritis.  By 
the  vaginal  route  he  operated  on  33  cases  for  inflammatory 
tumors  of  the  adnexa  without  removal  of  the  uterus,  and  on  31 
cases  of  inflammatory'  tumors  of  the  adnexa  with  removal  of  the 
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uterus,  with  two  deaths.  A  study  of  the  ;^;^  cases  of  inflamma- 
tory tumors  without  removal  of  the  uterus  shows  that  only 
9  were  pyosalpinx,  9  were  tuboovarian  tumors,  6  were  cases 
of  salpingo-oophoritis,  3  were  cases  of  hematosalpinx  and  i  a 
hydrosalpinx.  These  certainly  represent  a  much  less  severe 
form  of  disease  than  the  ones  operated  by  the  abdominal  route. 
In  the  more  severe  cases  of  inflammatory  diseased  adnexa, 
3 1  in  number,  the  uterus  was  removed,  a  step  of  great  advantage. 
His  statistics  concerning  vaginal  operations  include  42  cases  of 
retroflexion  of  the  uterus  with  no  mortality,  10  cases  of  ovarian 
tumors,  I  ectopic  gestation,  4  hysterectomies  for  prolapse  of 
the  uterus,  and  these  64  cases  of  inflamed  adnexa,  giving  him 
the  very  low  mortality  of  1.66  per  cent,  for  121  operations  as 
compared  with  a  mortality  of  6.6  per  cent,  for  121  abdominal 
operations.  Not  only  were  the  reported  abdominal  operations 
done  early  in  his  surgical  experience,  but  they  were  of  a  much 
more  severe  nature  than  those  done  vaginally,  and  among  them 
were  cases  operated  on  during  the  stage  of  acute  inflammation, 
cases  which  his  maturer  experience  would  lead  him  to  operate 
radically  at  a  later  period.  When  we  take  into  consideration  that 
the  vaginal  operations  include  42  cases  of  retroflexion,  that  the 
inflammatory  tumors  of  the  adnexa  were  not  of  severe  grade, 
that  the  severe  cases  of  pyosalpinx  gave  a  much  better  prognosis 
because  the  uterus  was  also  removed,  we  see  how  unfair  the 
comparison  is.  As  mentioned  above,  Schauta  in  60  vaginal 
complicated  ovariotomies  had  a  mortality  of  5  per  cent.,  whereas 
in  41  cases  of  uncomplicated  unilateral  vaginal  ovariotomies 
his  mortality  w^as  nil. 

Diihrssen  in  the  publication  of  his  first  500  cases  of  vaginal 
celiotomy,  reports  15  deaths,  a  mortality  of  3  percent.  It 
must  be  mentioned,  however,  that  400  of  these  cases  represented 
the  operation  of  vaginal  fixation,  among  which  in  only  80  cases 
one  or  both  tubes  or  ovaries  were  removed.  Of  these  80  cases 
only  8  were  pyosalpinx,  5  were  ectopics,  the  rest  were  cystic 
ovaries,  hydrosalpinx,  oophoritis,  perisalpingitis,  and  hema- 
tosalpinx. Of  these  400  cases  6  died,  1.5  per  cent.  Seventy- 
three  (73)  operations  were  performed  for  diseased  adnexa,  cases 
of  a  more  severe  nature,  with  the  uterus  anteflexed.  Of  these 
5  died.  Among  all  his  cases,  in  33  instances  he  enucleated 
myomata  from  the  uterus.  The  two  deaths  among  these 
:^^  were  due  to  the  operations  on  the  adnexa.     Thirteen   (13) 
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cases  of  ectopic  gestation  showed  one  death.  In  addition, 
1 6  cases  were  begun  vaginally  which  had  to  be  completed  by 
a  vaginal  hysterectomy  or  by  an  abdominal  laparotomy,  with 
two  deaths.  If  we  exclude  the  400  cases  of  vaginal  fixation 
the  vast  majority  of  which  (320)  were  done  primarily  for  the 
retroflexion  alone,  we  have  104  cases,  with  8  deaths.  It  can 
therefore  be  seen  that  the  severity  of  the  cases  and  the  manner 
in  which  the  statistics  are  compiled  have  a  decided  bearing  on 
the  reported  mortality. 

In  spite  of  all  this,  it  is  earnestly  claimed  that  such  opera- 
tions as  may,  with  relative  freedom  from  marked  adhesions, 
and  even  in  cases  with  marked  adhesions,  be  done  through  the 
vagina,  show  a  mortality  in  all  probability  somewhat  lower 
than  cases  operated  upon  by  the  abdominal  route. 

Limitations. — Diihrssen  stated  in  1899  that  the  conditions 
essential  to  the  ready  performance  of  a  vaginal  celiotomy  were : 
(i)  the  uterus  must  be  one  that  can  be  well  pulled  down;  (2) 
tumors  must  not  be  larger  than  a  fist;  (3)  extensive  internal 
adhesions,  especially  with  intraligamentous  or  pseudo  intra- 
ligamentous   tumors,  must  be  absent. 

Diihrssen  further  said  that  in  diseases  of  the  adnexa  vaginal 
celiotomy  was  contraindicated  (i)  with  severe  perimetritic 
adhesions  high  up  or  when  the  tube  and  ovaries  are  not  pal- 
pable in  inflammatory  conditions,  this  meaning  that  they  are 
probably  deeply  or  laterally  fixed  or  covered  by  adhesions  of 
intestine,  omentum  or  sigmoid,  (2)  in  chronic  oophoritis,  or 
perioophoritis,  where  the  ovary  is  adherent  close  to  the  lateral 
pelvic  wall;  (3)  in  large  tumors  of  the  adnexa  closely  adherent 
to  the  lateral  pelvic  wall;  these  are  frequently  the  so-called 
tuboovarian  tumors;  (4)  if  tumors  of  the  adnexa  are  situated 
high  up  toward  the  abdominal  cavity  or  situated  anteriorly 
and  united  to  the  bladder,  or  if  there  is  tuberculosis  of  the  tubes. 
In  the  latter  cases  there  are  many  adhesions  to  the  intestine 
and  bladder,  there  is  a  ven*"  thick  brittle  mesosalpinx,  there  is 
a  short  ligamentum  suspensorium  ovarii. 

Continued  practice  and  experience  have  led  Diihrssen  to 
extend  the  limitations  of  the  vaginal  method  so  that  he  finds 
vaginal  celiotomy  indicated  even  in  many  cases  included  under 
the  above  four  headings.  Personally,  I  believe  the  contra- 
indications quoted  above  are  legitimately  founded.     However, 
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the  following  views  of  Abel  and  Schauta  show  to  what  extent 
the  vaginal  method  is  practised  and  the  statement  of  Chrobak 
shows  how  thoughtfully  the  problem  of  choice  should  be  con- 
sidered. 

Abel    acknowledges    that    abdominal    operations    are    easier 
than  vaginal,  and  states  that  his  early  objection  to  the  vaginal 
route  was  due  to  the  fact  that  he  did  not  understand  the  method. 
The  conditions  in  which  there  is  a  choice  between  the  vaginal 
and  abdominal  route  in  his  opinion  come  under  the  heading  of 
(i)  displacements  of  the  uterus,   (2)  tumors  of  the  ovar}%   (3) 
inflammatory  tubal  conditions,  (4)  tuboovarian  inflammations, 
(5)  tubal  gestations,  (6)  myomata.     He  believes  that  all  ovarian 
tumors  should  be   removed  through  the   vagina,   except  very 
large  cystic  tumors,  large  solid  tumors  and  carcinomatous  tumors 
of    the    ovary.      Intraligamentous    tumors    and    tumors    with 
twisted  pedicles,   which   Biirger  says  should  be   done  through 
the  abdomen,  Abel  does  through  the  vagina.     For  Abel,  ad- 
hesions are  no  contraindication.     They  must  be  extremely  ex- 
tensive, he  says,  to  furnish  an  obstacle  which  cannot  be  over- 
come by  the  vaginal  route.     Size  is  no  obstacle  so  long  as  the 
ovarian  tumors  are  cystic,  says  Abel.     He  finds  the  removal  of 
small  cystic  tumors  to  be  without  danger.     The  vaginal  opera- 
tion for  larger  and  complicated  cystic  tumors  is  less  dangerous 
and  the  same  holds  good  in  the  case  of  dermoid  cysts.     He 
advises  the  abdominal  method  only  for  exceptionally  large  cystic 
tumors,  for  large  solid  tumors,  and  for  carcinomatous  growths  of 
the  ovary.     He  further  says,  "He  who  can  control  the  vaginal 
method  to  the   greatest  possible   degree   can,  by  morcellement 
vaginally  remove  fibroid  tumors  which  are  scarcely  considered 
possible."     "It  is  not  right  to  say  that  only  myomata  which 
extend  to  the  umbilicus  should  be  attacked  vaginally  and  that 
larger  tumors  should  be  removed  abdominally.     This  depends 
upon  the  size  of  the  vagina,  the  motility  of  the  tumor,  and  the 
skill  of  the  operator.     There  is  no  doubt  that  the  vaginal  opera- 
tion, even  if  it  lasts  longer  because  of  a  protracted  morcellement, 
constitutes  a  much  less  dangerous  attack  than  the  abdominal 
operation." 

Schauta  says,  "It  is  self-evident  that  the  vaginal  operation 
demands  greater  skill  and  experience  than  the  abdominal." 
He  is  continually  astonished  how  simple  abdominal  laparotomv 
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now  seems  to  liim  in  comparison  with  the  vaginal  operation 
"It  is  natural  that  every  operator  should  begin  with  laparotomy 
and  then  adopt  the  vaginal  mode  of  operation.  The  reverse 
is  scarcely  possible.  This  is  mainly  the  case  because,  without 
doubt,  the  vaginal  operation  gives  better  statistics  than  lapa- 
rotomy and  because  it  shows  a  smaller  mortality.  One  can 
readily  claim  that  an  operation  according  to  the  vaginal  method 
is  also  less  dangerous  than  the  same  operation,  by  means  of 
laparotomy.  We  must  always  compare  the  same  operations. 
That  injuries  also  occur  in  laparotomy  is  an  old  story."  With 
Schauta  injuries  occurred  formerly  more  frequently  with  lapa- 
otomy  than  now  by  the  vaginal  method.  "In  the  latter,  in- 
juries to  the  ureter  or  the  bladder  occur  less  frequently  than  with 
laparotomy.  That  in  the  latter,  too,  intestinal  injuries  may 
occur  w^ithout  being  recognized  is  well  known.  These  are  not 
always  major  injuries;  often  they  are  not  to  be  recognized;  the 
serous  covering  is  simply  gone  at  a  certain  point.  Injury  to 
the  intestine  by  the  vaginal  method  is  less  dangerous  than  with 
laparotomy.  In  the  former,  intestinal  contents  follow  a  shorter 
path  in  their  exit  than  in  laparotomy.  The  vaginal  mode  of 
operation  should  not  be  considered  in  a  spirit  of  enthusiasm, 
but  calmly  and  coolly.  Wherever  an  operation  can  be  carried 
out  vaginally,  it  should  always  be  done  by  this  method.  How- 
ever, everything  must  be  prepared  for  a  laparotomy.  That 
one  should  promise  a  patient  to  positively  and  surely  complete 
an  operation  by  the  vaginal  method,  is  evidently  out  of  the 
question.  He  must  always  in  all  cases  leave  himself  free,  to 
change  the  work  and  method  of  operation,  even  during  the 
operation,  in  case  this  prove  to  be  necessary." 

Chrobak  in  1894  wrote  warmly  in  favor  of  the  vaginal  ex- 
tirpation of  myomata.  "The  vaginal  operation  since  then 
has  been  used  very  much  for  other  conditions.  It  was  believed 
that  the  vaginal  operation  was  better  because  the  lower  part 
of  the  peritoneum  absorbed  infectious  materials  less,  or  because 
the  outflow  of  infectious  stuffs  was  assured.  Still,  it  is  not 
always  possible  to  say  whether  the  operation  can  be  finished 
through  the  vagina.  In  all  cases  preparations  for  a  laparotomy 
must  be  made."  Chrobak  at  the  time  of  this  discussion,  1896, 
had  done  70  vaginal  myomotomies.  The  first  were  done  in 
1892.  Of  the  first  9  three  died ;  then  came  a  series  of  56  without 
a  death,  and  among  the  last  there  were  two  deaths  which  illus- 
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trate  the  dangers  of  the  method.  One  was  due  to  an  infection 
from  a  gangrenous  myoma,  the  second  was  due  to  unrecognized 
injury  to  the  intestine.  It  was  impossible  in  this  case  to  enter 
into  the  sac  of  Douglas  because  everything  was  united  by  ad- 
hesions with  the  surroundings  and  intestine.  Chrobak  had  often 
injured  the  intestine  in  laparotomy  and  all  cases  but  one  re- 
covered after  sewing  of  the  injured  area. 

Chrobak  considers  an  injury  to  the  intestine  in  laparotomy 
less  serious  than  with  a  vaginal  operation,  since  in  the  latter 
it  may  not  be  observed  at  all,  as  the  case  mentioned  above. 

Indicatiop.s  and  Limitations. — In  fixing  for  oneself  the  indi- 
cations and  limitations  for  the  more  extended  practice  of 
vaginal  celiotomy  it  is  necessary  to  make  a  comparison  be- 
tween the  relative  advantages  and  disadvantages  of  vaginal 
celiotomy  as  compared  with  abdominal  laparotomy. 

The  vaginal  operation  is  more  difficult,  takes  longer,  but 
there  is  less  danger  from  air  infection.  The  vagina,  for  prac- 
tical purposes,  can  be  rendered  as  sterile  as  the  abdominal  wall. 
The  operation  through  the  vaginal  vault  is  slower,  but  involves 
less  manipulation  of  the  intestines  and  consequently  less  shock. 
Though  intestine  and  omentum  present  in  the  wound,  never- 
theless by  lifting  the  table  or  by  the  use  of  gauze  sponges  they 
can  be  kept  out  of  the  field  of  operation.  Deep  adhesions  can 
be  loosened  by  the  sense  of  touch,  but  denuded  areas  of  pelvic 
peritoneum  and  intestinal  peritoneum  cannot  be  observed. 
Vaginal  celiotomy  is  not  an  operation  performed  in  the  dark, 
for  the  uterus  is  brought  out  into  the  vagina  and  whatever  is  to 
be  removed  must  likewise  first  be  brought  into  the  vagina  so 
that  all  ligation  and  cutting  is  done  with  the  aid  of  sight.  Pa- 
tients make  a  quick  convalescence  after  vaginal  celiotomy. 
They  do  not  worry  about  a  scar.  There  is  no  danger  of  hernia. 
Many  patients  yield  to  a  vaginal  operation  who  would  abso- 
lutely refuse  an  abdominal  incision.  If  pus  is  poured  out  in 
the  course  of  an  operation  it  is  said  that  it  flows  out  more  readily 
when  the  vaginal  route  is  used,  and  that  there  is  less  danger 
of  infection. 

The  abdominal  operation  is  easier.  It  can  be  more  quickly 
performed.  Adhesions  of  the  intestine  and  omentum  may  be 
freed  with  the  aid  of  sight.  The  deeper  adhesions  of  the  adnexa, 
of  the  uterus,  or  of  adherent  tumors,  must,  of  course,  be  freed 
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by  the  fingers  alone,  but  even  here  the  eye  enables  us  to  see 
rough  denuded  areas  of  the  peritoneum,  to  see  the  exit  of  pus 
and  to  note  the  character  of  the  intestinal  wall  when  freed  from 
adhesions,  a  point  of  greatest  importance.  In  addition,  the 
abdominal  route  enables  us  to  observe  the  appendix  and  to 
remove  it  when  affected,  or  to  remove  it  as  a  routine  procedure. 
It  may  be  said  that,  with  proper  protection  of  the  intestines 
by  the  abdominal  route  and  with  the  careful  use  of  sponges, 
the  danger  from  infection  in  these  cases  should  be  no  greater 
than  when  operating  through  the  vagina.  Recovery  after 
operation  is  not  so  very  slow,  for  Boldt  permits  his  patients, 
even  after  the  most  severe  abdominal  operations,  to  sit  up  and 
walk  about  very  early.  His  records  to  date  show  about  300 
cases  upon  whom  abdominal  section  had  been  done,  whom 
he  allowed  and  induced  to  leave  their  bed  at  intervals  var^'ing 
from  twelve  hours  to  three  days  after  operation.  These  are 
not  selected  cases,  but  include  all  consecutive  patients  unless 
a  contraindication  was  found.  The  abdominal  bandage  used, 
which  is  original  with  Boldt,  amply  protects  the  abdominal 
wound. 

Comparing,  then,  the  advantages  of  the  two  methods,  it 
may  be  said  that  hernia  after  an  abdominal  operation  is  cer- 
tainly a  possibility,  even  though  it  happens  only  after  an  in- 
fection of  the  wound,  a  disturbance  which  may  occur  in  spite 
of  the  greatest  care.  The  advantages  of  the  vaginal  method  are : 
that  the  patients  suffer  less  from  shock,  that  there  is  no  danger 
of  hernia,  and  that  patients  will  consent  to  the  operation 
more  readily.  Other  things  being  equal,  these  advantages  are 
of  some  weight,  but  the  all-important  questions  are  whether  in 
cases  of  tumors  and  conditions  associated  with  marked  ad- 
hesions the  vaginal  route  should  be  chosen,  and  whether  in  the 
severer  cases  the  mortality  rate  is  lower. 

These  are  the  questions  which  are  of  importance  from  the 
surgical  standpoint.  Since  no  statistics  properly  compiled 
definitely  prove  the  vaginal  method  by  theon'  or  results  to  give 
a  markedly  better  mortality  in  severer  cases  (except,  perhaps, 
hysterectomy),  the  adoption  of  this  method  for  extended  prac- 
tice depends  on  individual  reason  and  experience.  Diihrssen 
fixed  certain  contraindications,  and  to-day  uses  the  vaginal 
method  for  80  per  cent,  of  his  cases  (but  a  large  proportion  of 
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these  are  uterine  displacementsj.  For  Schauta,  many  of  these 
contraindications  have  no  weight.  He  says,  as  quoted  above, 
"  It  is  natural  that  every  operator  should  begin  with  laparotomy 
and  then  adopt  the  vaginal  mode  of  operation." 

For  Abel,  as  is  seen,  there  are  few  contraindications,  yet 
here  is  a  man  who,  after  practising  the  abdominal  method, 
goes  over  to  the  vaginal  procedure  and  uses  it  almost  exclu- 
sively. At  the  present  time  Boldt  expresses  the  following  opin- 
ions concerning  the  vaginal  method. 

(i)  "The  indication  for  vaginal  ceUotomy  for  me  is  when  I 
desire  to  completely  remove  the  uterus  and  wish,  if  necessary, 
to  do  Hkewise  with  the  adnexa.  This  is  an  indication  for  various 
forms  of  inflammation.  I  have  no  use  at  all  for  operations 
that  I  have  seen  on  small  cystic  degenerations  of  the  ovaries 
or  the  tinkering  on  Fallopian  tubes  that  are  practically  normal." 

(2)  "In  myomata,  the  neoplasm  must  give  rise  to  sufificiently 
intense  symptoms  to  require  removal.  It  should  not  exceed 
a  size  larger  than  to  permit  its  ea^y  compression  into  the  true 
pelvis,  and  the  vagina  should  be  sufficiently  roomy  and  its  out- 
let sufficiently  relaxed  to  permit  of  operation  without  peri- 
vaginal incisions  unless  the  patient  be  very  obese.  Then,  I  prefer 
to  do  a  vaginal  operation  even  with  perivaginal  incisions, 
because  of  the  greater  liabiHty  in  obese  patients  to  suppuration 
of  the  abdominal  wound  and  the  consequent  greater  risk  of 
future  ventral  hernia." 

(3)  "Occasionally  with  simple  ovarian  cysts  and  parovarian 
cysts  the  vaginal  route  is  chosen,  if  I  can  with  reasonable  cer- 
tainty make  the  diagnosis.  The  vaginal  route  is  never  used 
by  me  for  dermoid  cysts  when  that  diagnosis  is  made." 

"In  instances  of  severe  pelvic  inflammation,  especially  if 
I  diagnose  the  probable  presence  of  pus  foci,  when  I  think  that 
conservative  surgen.'  may  be  resorted  to,  I  prefer  the  abdominal 
route." 

"For  displacements  of  the  uterus  I  do  not  favor  the  vaginal 
route.  Least  of  all  do  I  chose  the  vaginal  route  for  ectopic 
gestation,  except  in  instances  of  encapsulated  hematocele,  and 
even  in  some  such  cases  experience  has  taught  me  that  in  all 
probability  many  such  patients  would  have  made  a  more  rapid 
convalescence  and  would  have  been  spared  the  painful  ordeal 
of  vaginal  dressings,  had  I  resorted  to  the  abdominal  route." 
(Boldt). 
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Statistics  of  operations  by  the  vaginal  method,  when  viewed 
in  gross,  are  better  because  very  many  cases  are  included  which 
are  done  by  some  by  the  Alexander-Adams  operation,  or  which 
are  not  considered  sufficiently  severe  by  others  to  justify  an 
abdominal  operation.  Therefore,  the  vaginal  method  is  often 
practised  where  patients  would  refuse  abdominal  incision. 

For  me  the  great  contraindication  is  furnished  by  adhesions. 
If  the  tube  or  ovary  or  the  uterus  be  fixed  we  never  know  the 
extent  of  the  adhesions.  Among  the  cases  cited  several  illus- 
trated an  extent  of  union  of  uterus  and  adnexa  to  sigmoid, 
rectum,  etc.,  which  was  of  so  marked  a  character  that  w^hen  the 
adhesions  were  separated,  rough  denuded  areas  of  peritoneum 
were  produced,  all  of  which  demanded  and  received  surgical 
correction. 

Since  July  i,  1905,  I  have  noted  in  my  records  the  details 
of  each  operation,  and  in  each  instance  the  reason  for  the  se- 
lection of  the  particular  route.  The  conditions  met  with  in 
almost  all  cases  justified  the  choice  from  the  standpoint  of 
certainty  and  care  and  the  best  interests  of  the  patient,  and 
they  furnish  a  verification  of  the  indications  and  contraindica- 
tions as  set  down. 

Of  these  100  cases,  58  are  abdominal,  35  are  vaginal  and  7 
are  instances  of  the  Alexander-Adams  operation.  The  abdom- 
inal cases  include:  Pyosalpinx,  9  double  and  i  single  and  i  acute. 
In  all  but  the  last,  ventral  fixation  was  also  done.  Ovarian  cysts, 
10;  2  were  papillomata  and  2  were  in  pregnant  patients,  one 
of  these  being  a  twisted  pedicle.  Tuboovarian  cysts  (pseudo- 
intraligamentous),  2.  Intraligamentous  cysts,  2,  one  reaching 
to  the  umbilicus.  Dermoid  cysts,  2,  both  with  marked  adhe- 
sions. Tuboovarian  tumor  situated  antero-laterally  to  the 
uterus,  I.  Salpingo-oophoritis,  9,  5  double  and  4  single.  In 
the  former  (double  salpingo-oophorectomy),  ventral  fixation 
was  also  done;  in  the  latter  (unilateral  salpingo-oophorectomy), 
ventral  suspension  or  shortening  of  the  round  ligaments.  Sal- 
pingo-oophoritis combined  with  appendicitis,  i.  Ectopic  gesta- 
tion, 9,  of  which  all  but  i  were  tubal  abortion  or  tubal  rupture. 
Intraligamentous  ectopic  gestation,  i ;  tumor  reached  to  the 
umbilicus.  Fibroid,  supravaginal  hysterectomy,  2;  i  done 
supravaginally  because  of  extreme  need  for  haste  in  a  patient 
with  cardiac  irregularity ;  the  other  done  abdominally  because 
of  the  original  desire  to  perform  myomectomy  if  possible.     This 
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tumor  was  situated  anterior  to  the  uterus  and  myomectomy 
by  the  vagina  would  not  have  been  possible.  Fibroid,  com- 
bined vaginal  and  abdominal  hysterectomy,  2.  Carcinoma  of 
the  fundus  uteri,  combined  vaginal  and  abdominal  hysterectomy, 
I,  Gonorrheal  peritonitis,  appendicitis  suspected,  2.  Retro- 
flexion of  the  gravid  uterus,  i ;  shortening  of  the  round  ligaments 
was  done.  Ventral  suspension  for  congenital  retroflexion  with 
short  anterior  vaginal  wall,  2. 

The  vaginal  method  was  selected  for  the  following  cases: 
Hysterectomy,  for  chronic  metritis  with  hemorrhage ;  for  arterio- 
sclerosis of  the  uterine  vessels, -for  suspected  carcinoma,  and  for 
submucous  fibroid,  11.  Hysterectomy  for  total  prolapse,  2. 
For  dermoid  cyst  of  the  ovary  free  of  adhesions,  i.  Ectopic 
gestation,  exploratory  celiotomy,  i.  Retroflexio-versio  with 
marked  descent  of  the  uterus,  5.  Retroflexio-versio  with 
marked  descent  of  the  uterus  plus  cystocele,  3.  For  cysto- 
cele,  3.  Retroflexio-versio,  exploration  desired  because  of 
sterility,  4.  Salpingo-oophoritis  with  no  marked  adhesions,  3. 
Total  prolapse  of  the  uterus,  2. 

Ventral  fixation  is  always  practised  by  me  in  the  case  of  double 
salpingo-oophorectomy,in  order  that  the  uterus  may  be  kept  up 
well  away  from  all  possible  adhesions.  I  have  also  used  this 
method,  but  unsuccessfully,  in  two  cases  of  total  prolapse  of  the 
uterus ;  the  prolapse  in  one  instance  recurring  entirely,  in  the  other 
instance  the  cervix  extending  dow^n  to  the  perineum.  Usually  the 
operation  of  choice  for  total  prolapse  of  the  uterus  in  my  hands  was 
hysterectomy,  with  a  wide  excision  of  the  vaginal  walls  and  the 
fixing  of  the  broad  ligament  stumps  to  the  median  and  lateral 
borders  of  the  vaginal  wound  at  the  lowest  possible  point.  While 
the  results  have  been  satisfactory,  I  believe  that  in  cases  with  large 
uterus  the  method  of  vaginal  fixation,  with  high  amputation  of 
the  cervix  plus  perineorrhaphy,  offers  a  very  favorable  al- 
ternative. 

Conclusions. — Vaginal  celiotomy  is  either  primary  and  done 
as  a  celiotomy  for  the  purpose  of  performing  an  intraperitoneal 
operation,  or  else  it  is  simply  a  step  in  the  performance  of  an 
operation,  as  in  the  case  of  vaginal  fixation  for  cystocele,  etc. 
We  are  concerned  in  the  selection  of  this  route  not  so  much 
with  what  can  be  accomplished  through  the  vagina,  but  with 
what  in  our  hands  may  be  done  well,  safely,  and  with  advantage 
to  the  patient  and  with  benefits  superior  to  those  offered  by 
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abdominal  laparotomy.  The  indications  which  I  have  made 
for  myself  are  the  result  of  observation  and  study  modified 
by  the  test  of  actual  experience.  They  are  not  given  with 
any  other  purpose  than  to  express  a  personal  conviction  with 
the  feeHng  that  the  reason  for  every  choice  is  founded  on  the 
result  of  practical  tests.  One  point  is  to  be  made  clear  and  that  is 
that  vaginal  cehotomy  is  not  so  difficult  in  multiparae  with 
roomy  vagina,  when  the  cervix  can  be  pulled  far  down  toward 
the  perineum,  and  it  is  in  these  cases  mostly  that  the  following 
indications  are  met.  For  me,  the  indications  for  the  use  of 
vaginal  ceHotomy  are: 

(i)  Vaginal  celiotomy  may  be  used  as  a  matter  of  choice 
for  movable  retroflexion  or  retroversion  of  the  uterus  without 
marked  descent,  to  be  corrected  either  by  vaginal  suspension 
of  the  uterus,  vaginal  fixation  of  the  uterus,  vaginal  shortening 
of  the  round  ligaments,  vaginal  fixation  of  the  round  ligaments 
or  fixation  of  the  round  ligaments  to  the  anterior  wall  of  the 
uterus.  An  Alexander- Adams  operation,  however,  meets  all 
indications  unless  we  are  dealing  with  pathological  ovaries, 
tubal  disease  or  peritoneal  adhesions  or  other  pathological 
intraperitoneal  involvements.  With  disease  of  the  appendix, 
or  if  the  retroflexion,  retroversion  or  retrodisplacement  is  due  to 
parametritis  involving  the  uterosacral-  ligaments  or  if  we  are 
dealing  with  congenital  retroflexion  with  long  uterus  and  short 
anterior  vaginal  wall  an  abdominal  operation  is  advisable. 

(2)  For  descent  of  the  uterus,  if  we  are  dealing  with  a  large, 
hea\'y  organ,  especially  if  the  patient  is  very  fat  or  if  abdominal 
walls  are  very  lax,  to  be  corrected  by  vaginal  suspension  or 
fixation. 

(3)  For  the  correction  of  cystocele,  with  or  without  uterine 
displacements,  to  be  treated  by  the  method  of  vaginal  suspen- 
sion or  vaginal  fixation. 

(4)  Prolapse  of  a  large,  hea\y  uterus,  in  many  instances.  A 
high  amputation  of  the  cervix  and  a  high  perineorrhaphy  are 
also  essential  in  addition  to  a  thorough  vaginal  fixation. 

(5)  Exploratory  cehotomy  for  nontangible  pelvic  conditions, 
as  sterility,  or  suspected  ectopic  gestation. 

(6)  Conservative  or  minor  operations  on  the  adnexa,  with  only 
slight  or  cobweb  adhesions,  especially  if  at  the  same  time 
retroflexion  or  retroversion  plus  descent  or  cystocele  furnish 
an  indication  for  vaginal  suspension  or  fixation. 
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(7)  For  the  production  of  artificial  sterility,  by  exsection  of 
part  of  the  tubes. 

(8)  For  the  removal  of  small  movable  tumors  of  the  ovary 
or  tube . 

(9)  Small  fibroids  of  the  uterus,  suitable  for  myomectomy. 

(10)  a.  Hysterectomy  for  uterine  diseases,  if  the  uterus  is 
not  too  large  and  if  it  is  not  essential,  as  in  carcinoma  of  the 
cervix,  to  remove  an  unusually  wide  area  of  the  broad  ligaments, 
etc.,  and  if  there  is  no  danger,  as  in  certain  cases  of  myoma,  of 
opening  a  degenerating  fibroid,  b.  Hysterectomy  for  double 
pyosalpinx,  when  we  have  reason  for  removing  a  chronically 
inflamed  uterus. 

The  choice  of  the  vaginal  operation  is  debatable, 

(i)  In  certain  cases  of  ectopic  gestation.  This  operation  is, 
in  my  opinion,  permissible  if  we  are  not  deaHng  with  tubal 
abortion  or  tubal  rupture ;  if  there  is  no  actual  active  hemorrhage 
going  on  and  if  there  is  no  hematocele.  In  this  operation,  where 
cases  are  so  often  diagnosed  after  the  symptoms  of  intraperitoneal 
hemorrhage  make  themselves  evident,  haste  is  certainly  a  most 
essential  element,  and  for  that  reason  an  abdominal  operation 
is  indicated  in  almost  all  cases.  Diihrssen,  however,  employs 
vaginal  celiotom}'  for  70  per  cent,  of  his  cases  of  ectopic  ges- 
tation. 

(2)  Not  too  large  movable  cystic  tumors.  The  mortality  in 
the  abdominal  treatment  of  movable  cystic  tumors  of  whatever 
size  is  so  slight  that  the  argument  of  better  mortality  can  scarcely 
be  made.  Besides,  in  the  case  of  multilocular  tumors  time 
must  be  taken  up  with  the  successive  opening  of  the  various 
cysts  and  what  seems  to  be  a  totally  unnecessary  procedure  is 
adopted  when  using  the  vaginal  route. 

Vaginal  celiotomy  is  contraindicated  for  me  in  the  following 
instances.  These  naturally  include  all  the  conditions  not 
mentioned  above,  but  inasmuch  as  the  element  of  situation, 
size,  adhesions,  and  danger  of  injury  to  the  bladder,  uterus,  and 
intestine,  furnish  the  basis  for  the  contraindications  an  enumera- 
tion of  the  various  contraindications  shows  the  logic  for  this 
grouping. 

(i)  a.  In  the  presence  of  a  pregnant  uterus,  b.  Shortly  after 
labor  or  abortion,  except  in  the  possible  event  of  hysterectomy. 

(2)  If  a  previous  vaginal  celiotomy  or  separation  of  the  bladder 
has  been  done. 
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(3)  If  the  appendix  is  involved,  as  not  infrequently  happens 
with  right-sided  tuboovarian  conditions. 

(4)  If  the  gall-bladder  or  other  intraabdominal  organs  are 
to  be  explored. 

(5)  a.  NulUparae  or  multiparas  with  such  a  small  vagina  that 
it  is  necessary  to  incise  the  perineum,  b.  Nulliparae  in  whom 
the  anterior  fornix  is  of  such  small  curve  as  to  not  permit  of  a 
long  incision  or  in  cases  where  the  cervix  cannot  readily  be 
brought  down  to  the  perineum. 

(6)  Tumors  fixed  anterolaterally  to  the  uterus,  which  situa- 
tion makes  it  difficult  to  bring  the  uterus  into  the  vagina.  An 
essential  in  the  removal  of  structures  by  vaginal  cehotomy  is 
the  ability  to  bring  the  uterus  into  the  vagina  so  that  then  by 
various  manipulations  the  tube  ovary  or  tumor  may  be  enu- 
cleated and  brought  into  view. 

(7)  In  instances  where  injury  to  the  uterus  in  inflammatory 
diseases  may  cause  extension  to  the  other  side.  I  think  the 
vaginal  operation  is  founded  on  a  poor  basis  in  the  case  of  one- 
sided pyosalpinx  or  salpingitis,  for  the  manipulation  through 
which  the  uterus  goes  in  the  performance  of  a  vaginal  celiotomy 
is  such  that  its  structure  to  a  certain  extent  is  invaded  and  the 
probabiHty  of  stirring  up  a  recrudescence  of  the  original  active 
or  latent  infection  and  thus  transmitting  it  to  the  nonafEected 
side  is  great.  Therefore  an  abdominal  operation  is  better, 
unless  we  are  deaUng  with  a  double  pyosalpinx  and  chronic 
metritis,  in  which  case  a  complete  hysterectomy,  preferably 
vaginal,  is  indicated. 

(8)  Tubes,  ovaries,  or  tumors  fixed  far  to  the  lateral  wall  of 
the  pelvis,  including  double  pyosalpinx  unless  hysterectomy 
is  to  be  done . 

(9)  A  uterus  fixed  by  adhesions  to  the  posterior  pelvic  wall 
or  to  the  sigmoid  or  rectum. 

(10)  Tumors  fixed  posteriorly  to  the  uterus. 

(11)  Ovarian  tumors  with  twisted  pedicles. 

(12)  Large  ovarian  tumors,  especially  if  adherent. 

(13)  Large  soHd  ovarian  tumors. 

(14)  Dermoid  tumors  of  the  ovary,  especially  if  fixed, 

(15)  Intraligamentous  tumors  and  intraligamentous  hema- 
tomata. 

(16)  Most  cases  of  ectopic  gestation. 

(17)  Large  irregular  fibroids  of  the  uterus,  especially  those 
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with  intraligamentous  extension.  Morcellement  is  a  dangerous 
procedure  in  the  case  of  degenerating  or  necrotic  tumors.  In 
my  opinion  the  best  method  for  the  treatment  of  large  fibroids 
is  the  combination  of  the  vaginal  and  abdominal  routes,  if  we 
believe  in  the  removal  of  the  cervix. 
134  West  Eighty-seventh  Street. 
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The  greatest  comfort  that  comes  to  a  surgeon,  as  the  result 
of  his  work,  is  the  pleasure  of  realizing  that  a  perfect  recovery 
has  been  afforded  his  patient.  Does  she  return  to  full  health, 
without  marked  reference  to  her  former  sufferings?  In  my 
gynecological  work  I  have  often  been  led  to  consider  the  three 
important  periods  in  the  life  of  the  female.  First,  the  approach- 
ing puberty,  when  the  reproductive  organs  take  on  their  full 
functions,  and  when  normal  she  presents  that  freedom  from 
all  symptoms  that  point  to  functional  or  organic  disturbance 
within  the  pelvis.  This  is  a  time  in  life  when,  either  from  ac- 
cident or  congenital  conditions,  there  may  be  a  morbid  patho- 
.  logical  state  in  the  form  of  misplacement  of  the  uterus,  a  conical 
cervix,  constricted  external  os,  or  some  other  condition  tending 
to  ill  health.  Seeking  health  she  is  entitled  to  be  treated  in  the 
most  careful,  intelligent  manner.  Fortunate  is  the  patient 
who  is  relieved  at  once,  whose  mind  is  freed  from  -woTTy  by  the 
fact  that  she  has  overcome  the  conditions  that  existed,  and  that 
she  is  now  well,  her  freedom  from  local  pains  and  suffering  con- 
vincing her  of  this. 

The  second  important  period  is  after  her  marriage  and  the 
birth  of  her  first  child.  This  brings  much  anxiety  into  her 
life.  Fortunate  is  she  who  has  the  care  of  an  intelligent,  care- 
ful and  attentive  physician,  who  conducts  her  case  safely 
through  this  first  trying  period,  and  leaves  her  free  from  actual 

*Read  at  the   19th    Annual  Meeting  of   the  American  Association  of 
Obstetricians   and    Gynecologists,    Cincinnati,   Ohio,   September  20,    21 
and  22,  1906. 
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injury  or  pathological  conditions.  To  my  mind  there  is  no 
period  in  the  history  of  the  female,  when  Oliver  Wendell  Holmes's 
words,  regarding  the  selection  of  a  family  physician,  on  the 
part  of  the  young  husband  and  wife,  are  more  truthful  and 
appropriate. 

The  third,  and  quite  important  period,  is  her  care  during  the 
menopause.  Then  comes  a  time  when  sad  mistakes  are  so  often 
made,  in  the  form  of  lesions  that  are  attributed  to  this  period 
in  life,  which,  in  reality,  are  indications  of  the  approach  of 
serious  disease;  when  the  female  needs  the  kindest  and  most 
experienced  care  regarding  the  diagnosis  of  malignant  and  other 
growths.  She  may  think  it  the  "  change,  "  and  she  may  be  sadly 
in  error. 

At  the  period  of  puberty  we  have  to  consider  carefulty  the 
functions  of  the  ovaries  and  various  malpositions  of  the  uterus 
more    particularly. 

At  the  time  of  her  first  confinement  we  have  to  consider  the 
possible  lesions  that  may  present,  notwithstanding  the  most 
earnest  care  on  the  part  of  the  obstetrician. 

Lastly,  we  should  consider  carefully  the  possible  morbific 
changes  that  come  at  the  time  of  the  menopause. 

In  operations  about  the  pelvis,  two  avenues  of  approach 
present,  namely :  through  the  vagina  and  by  celiotomy.  It  would 
be  instructive  could  we  have  more  extended  comparisons  on 
the  results  of  the  two  methods.  In  opening  abscesses,  as- 
sociated with  the  tubes  or  not,  and  drainage  through  the  vault 
of  the  vagina;  operations  upon  the  cervix,  for  the  relief  of 
cystocele,  rectocele,  and  repair  of  the  perineum  are  not  neces- 
sarily considered  in  connection  with  the  points  I  wish  to  bring 
out  in  this  paper.  It  is  more  especially  in  connection  with  high 
amputation  of  the  cervix,  vaginal  hysterectomy,  removal  of 
fibroids,  through  the  vault,  and  laterally,  removal  of  diseased 
appendages,  and  such  operations  from  below;  supravaginal 
hysterectomy,  operations  upon  the  tubes  and  ovaries,  fixation 
of  the  uterus,  or  relief  of  misplacements  in  such  a  manner  as 
may  seem  best  to  the  operator;  myomectomies,  and  other 
operations  from  above  are  the  conditions  to  which  I  wish  to  re- 
fer in  a  somewhat  brief  manner.  The  patient  suffering  from 
any  one  of  these  pathological  conditions,  when  consulting 
her  family  physician,  and  later  the  operating  surgeon,  seeks 
freedom    from    pathological    growths     and   traumatisms,    and 
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restoration  to  health.  What  can  we  offer  her?  Undoubt- 
edly, in  her  mind,  in  malignant  growths,  the  removal, 
and,  finally,  as  the  result  of  the  operative  intervention, 
freedom  from  all  previous  pains  and  inconvenience  is 
what  she  desires.  These  are  the  cases  where  we  must  sac- 
rifice normal  structure,  to  the  extent  of  being  absolutely  cer- 
tain that  all  diseased  tissues  have  been  removed.  I  am  led  to 
emphasize  the  axiom  of  practice  in  the  minds  of  ever}'  surgeon, 
namely:  to  preserve  normal  tissue  as  much  as  possible,  not  only 
applying  this  to  the  abdominal  surgeon  and  gynecologist,  but 
also  with  great  force  to  operations  within  the  abdominal  cavity, 
and  about  the  vault  of  the  vagina,  under  no  circumstances 
removing  healthy  organs.  This  exception  I  would  make  in 
reference  to  the  appendix.  When  opening  the  abdominal  cavity 
for  other  conditions,  and  this  organ  is  found  anatomically 
incorrect,  I  always  remove  it. 

The  operation  of  vaginal  hysterectomy  for  cancer  of  the 
uterus,  and  for  nonmalignant  conditions,  such  as  a  prolapsed 
uterus,  after  the  menopause,  for  multiple  fibroids,  and  in- 
fiammator}-  conditions  are  to  be  considered  very  differently 
from  the  standpoint  of  preservation  of  the  vault,  also  normal 
anatomical  conditions  of  the  vagina.  Do  our  best  there  must, 
necessarily,  in  some  cases,  be  more  or  less  flattening,  shortening, 
and  contraction,  that  quite  frequently  results  in  irritable  bladder. 
When  the  disease  is  close  upon  the  rectum  there  will  unavoid- 
ably be  some  line  of  contraction  between  the  bowel  and  the 
vagina,  in  which  both  the  functions  of  the  rectum  and  bladder 
will  be  interfered  with.  Vaginal  operations,  far  up,  on  the 
left  side,  not  infrequently  disturb  the  functions  of  the  sigmoid 
flexure,  resulting  in  a  constant  dragging  pain,  to  which  patients 
so  often  refer,  both  to  their  great  discomfort  and  the  disap- 
pointment of  the  surgeon.  Such  results,  in  this  class  of  opera- 
tions, cannot  always  be  avoided,  and  especially  when  the  vagina 
has  been  opened  from  above  or  below.  We  have  here  to  re- 
member the  rich  nerve  supply  that  is  given  to  the  pelvic  organs, 
also  the  interference  with  the  blood  relations,  such  as  the  return 
flow  of  the  venous  trunks.  I  am  sure  that  the  intelligent  pa- 
tient is  entitled  to  a  careful  explanation  of  her  case,  along  these 
lines.  In  vaginal  hysterectomy,  for  prolapse,  and  nonmalignant 
conditions,  we  should  consider  very  carefully  the  conservative 
side,  as  in  operations  from  above.     We  know,  and  the  patient 
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is  told,  that  the  operation  is  to  be  severe,  regarding  preser- 
vation of  tissue  and  restoration  of  normal  functions.  She 
wants  not  only  the  removal  of  functionless  organs,  and  non- 
malignant  growths,  but  freedom  from  the  dragging  pelvic  pains, 
pain  in  the  back,  as  she  expresses  it,  frequently  of  the  bladder, 
feeling  of  weight  and  pressure  upon  the  rectum,  often  associated 
with  constipation  and  hemorrhoids,  and  an  unpleasant  weight 
about  the  perineum.  Operations  from  below  for  nonmalignant 
conditions,  to  relieve  adhesions,  and  at  the  same  time  cysto- 
cele,  rectocele,  and  the  redundant  vagina  that  not  infrequently 
presents,  must  all  be  performed  in  such  a  manner  as  to  afford 
as  nearly  as  possible,  a  normal  vault  and  restoration  of  a  normal 
vagina. 

Operations  from  above  are  equally  as  important.  Ad- 
hesions, varicose  conditions  of  the  pelvic  veins  and  redundant 
broad  ligament  tissue  should  be  folded  in,  and  a  support — if 
I  may  so  use  the  term — provided,  by  forming  some  artificial 
suspensory  ligament  that  will  hold  the  vagina  up  in  a  normal 
position.  In  panhysterectomy  there  is  a  responsibility  in  the 
care  of  the  case  as  between  malignant  and  nonmalignant 
conditions.  In  the  former  we  are  obliged  to  keep  far  away 
from  the  uterus,  in  the  latter  not  so,  having  here  a  much  better 
chance  to  preserve  a  more  normal  state  of  the  parts,  so  far  as 
true  functions  being  restored  are  concerned.  Not  to  destroy 
normal  tissues  and  normal  functions,  in  all  operations,  has,  in 
the  past,  been  greatly  to  the  credit  of  the  general  surgeon. 
This  applies,  Darticularly,  to  operations  from  below,  for  treat- 
ment of  the  stump,  in  supravaginal  hysterectomy,  for  extra- 
uterine pregnancy,  for  cystocele  and  tumors  of  the  broad  lig- 
ament, operations  upon  the  ovaries,  particularly  the  left  side, 
when  the  rectum  is  involved,  for  relief  of  a  misplaced  uterus, 
in  all  its  varieties,  and  by  any  of  the  ■procedures  previously 
mentioned.  The  fact  that  there  are  so  many  operations  sug- 
gested and  done  is  a  source  of  careful  study  on  the  part  of  all 
operators.  Exceptions  to  this  simply  hold  good  with  the  op- 
erator who  knows  his  results,  and  who  is  not  easily  moved 
by  the  presentation  of  some  new  operation,  or  modification  of 
some  old  procedure  with  a  new  name  attached. 

In  the  care  of  the  stum-^,  whatever  method  is  adopted,  whether 
the  bringing  together  of  the  round  ligaments,  posteriorly  to, 
or  over  the  surface  of  the  stumo,  recently  covered  with  per- 
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itoneum,  folding  of  the  broad  ligaments,  or  doing  an  anterior 
attachment  to  the  under  surface  of  the  abdominal  wall,  I  be- 
lieve the  one  important  object  in  view  should  be,  after  bring- 
ing the  stump  well  up  in  position,  so  as  to  hold  the  vault  and 
fornix  of  the  vagina,  is  to  prevent  sagging,  and  especially  the 
dragging  upon  any  of  the  nerve  trunks  or  large  vessels. 

I  take  it  that  all  operations  done  for  removal  of  fibroids 
of  the  uterus  are  intraperitoneal.  I  make  this  remark  here 
according  to  my  observation  of  the  evolution  of  the  operation, 
and  that  when  we  did  the  old  operation  of  extraperitoneal 
hysterectomy,  we  used  the  clamp  or  the  Koeberle  serrenoeud, 
or  with  sutures  attached  the  stump  to  the  anterior  wall  of  the 
abdomen.  In  talking  with  these  patients  later  I  have  been  im- 
pressed with  the  normal  condition  of  the  vault  of  the  vagina  and 
the  little  complaint  made  of  pressure  of  the  cervix  downward, 
upon  the  rectum,  or,  particularly,  upon  the  end  of  the  coccyx 
that   happened  to  be   turned   in  too   far. 

The  treatment  of  the  other  conditions  to  which  I  refer  should 
always  have  in  mind  this  important  object,  namely:  to  support 
and  hold  up  the  vault  of  the  vagina,  in  this  way  preserving 
the  normal  relations  to  the  bladder,  rectum,  ureters,  head  of  the 
cecum  and  anterior  portion  of  the  peritoneum.  This  should 
apply  thoroughly  when  removing  the  appendix,  especially 
in  inflammatory  conditions  and  adhesions  of  the  right  ovary. 

I  am  impressed  with  the  belief  that  the  term  "complete 
removal  of  everything, "  as  used  by  patients,  is  growing  less  and 
less  frequent,  and  I  am  sure  this  is  to  their  advantage.  The 
tax  here  made  upon  her,  upon  nerve  centers,  nerve  trunks, 
upon  the  vascular  supply,  interference  with  the  lymph  chan- 
nels is  enormous,  and  I  am  free  to  say  that  there  are  few  op- 
erations within  the  pelvis  that  call  for  so  careful  a  discrimination 
on  the  part  of  the  surgeon  as  to  limiting  the  extent  of  the  op- 
eration, removing,  it  is  true,  a  great  amount  of  diseased  tissue 
and  diseased  organs,  but  not  going  any  farther  than  is  ab- 
solutely necessar}'.  When  these  extensive  operations  are 
done  we  should  not  promise  too  much.  Such  severe  wounds  re- 
quire time  for  recovery-  on  the  part  of  the  patient.  Nerve  lesions 
follow  that  leave  behind  a  train  of  symptoms  requiring  great 
patience  on  behalf  of  the  physician  and  surgeon,  as  well  as  the 
patient,  to  overcome.  Destruction  of  tissue  that  brings  about 
malformation  of  the  vault  and  outlet  of  the  vagina  should  al- 
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ways  be  borne  in  mind  carefully,  in  regard  to  interference  of 
functions.  Marital  relations  cannot  be  overlooked.  To  a 
chaste,  pure  wife  it  is  a  source  of  sorrow  and  a  factor,  at  times, 
in  the  closing  chapter  in  the  life  of  the  suicide,  not  infrequently 
when  the  husband,  in  every  way,  has  lived  a  virtuous  and  cor- 
rect life.  In  these  latter  cases  the  keenest  mental  agony  is 
known  only  to  her  physician.  In  the  cases  where  the  husband 
goes  wrong,  how  much  is  impressive  in  the  quiet  divorce,  leaving 
the  wounded  wife  to  bear  in  silence  her  burden  of  sorrow,  and 
sad  thoughts  of  "what  might  have  been, "  had  the  surgeon  been 
more  conservative  and  she,  at  the  time,  less  anxious  for  so 
radical  an  operation. 

The  conditions  that  sometimes  present,  after  operations 
in  which  the  vault  of  the  vagina  has  become  much  contracted, 
flattened  and  shortened,  dragging  the  vaginal  walls  and  im- 
plicating the  nerve  trunks,  leave  the  patient  with  a  constantly 
increasing  irritation  and  a  neuritis  that  is  not  easily  overcome. 
Let  me  refer  to  the  following  case : 

Case  I. — Mrs.  B.  B.,  aged  28  years,  married  at  17,  one  child 
9  years  old;  no  miscarriages.  Confinement  said  to  have  been  a 
very  tedious  and  severe  one,  owing  to  lack  of  dilatation  on  the 
part  of  the  cervix  and  outlet  of  the  vagina.  Instruments  were 
used  and  she  was  very  ill  some  time  after  delivery.  There  was 
quite  severe  laceration  of  the  cervix  and  perineum,  but  the 
latter  not  through  sphincter  ani.  Parts  did  not  heal  and  there 
was  a  continuous  discharge.  Was  not  able  to  nurse  child. 
Menstruation  presented  two  months  after  confinement,  and 
when  child  was  seven  months  old  had,  as  she  stated,  a  labial 
abscess,  causing  her  much  distress,  and  when  opened  drained 
freely  for  some  time  afterwards.  When  better,  repair  of  cervix 
and  perineum  was  done,  with  a  satisfactory  result.  Had 
severe  pelvic  pains,  however,  was  unable  to  get  about  as  hoped 
for,  and  a  great  disappointment  to  her  husband  and  friends, 
because  of  her  continued  invalidism.  After  several  consul- 
tations it  was  believed  that  a  supravaginal  hysterectomy  was 
necessan^  and  this  was  done  eighteen  months  after  the  birth  of 
her  child.  The  wounds  seem  to  have  healed  well;  however, 
the  discharge  from  the  cervix  continued,  and  very  annoying  tc 
the  patient.  An  operation  for  removal  of  the  cervix,  per 
vaginum,  was  advised,  and  performed  three  years  later.  Soon 
after  this   she   had   an   attack   of   appendicitis   and   submitted 
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to  an  appendectomy;  however,  she  continued  to  have  pain  in 
the  side,  and  eighteen  months  after  this  last  operation  she  be- 
gan to  have  marked  bladder  trouble,  with  frequent  desire  to 
urinate  and  not  a  proper  sense  of  relief  afforded  at  micturition. 

She  was  treated  for  this  trouble,  having  the  urethra  dilated, 
at  her  own  home,  which  afforded  her  some  relief.  Had  another 
dilatation  done  three  weeks  later,  at  the  hospital  where  she 
went.  Patient  improved  some,  but  at  the  time  I  saw  her  first 
she  was  suffering  a  good  deal  from  a  frequent  desire  to  urinate, 
which  she  was  obliged  to  do  every  half  or  hour,  while  not  quite  so 
often  during  the  night,  there  being  periods  when  she  would  go  all 
night  without  passing  urine.  On  her  first  visit  at  my  office 
her  general  ph^^sical  appearance  was  excellent.  Complexion 
was  good,  she  had  a  good,  firm  muscular  appearance,  yet  it 
was  evident  the  woman  was  suffering  a  good  deal;  she 
was  in  a  state  of  mental  anxiety,  talked  about  her  past  op- 
erations, what  she  had  undergone,  and  the  possibility  of 
complete  restoration  to  health.  On  physical  examination  the 
perineum  found  was  fully  restored,  the  vagina  was  shortened, 
being  not  more  than  one  and  one -half  or  two  inches  in  length, 
the  vault  contracted,  and  a  mere  cone  outlet  was  all  that 
remained. 

Introducing  the  sound  into  the  bladder,  which  passed  back- 
ward and  downward,  it  was  evident  that  this  organ  was  ad- 
herent to  the  contractions  of  the  vagina,  presenting  a  purse- 
like condition,  and  could  not  be  lifted  up.  Pressure  through  the 
wall  of  the  vagina  gave  her  marked  pain.  Further  examination, 
bimanually,  revealed  an  empty  pelvis,  and  introducing  a  finger 
per  rectum,  one  could  make  out  very  distinctly  the  end  of  the 
vesical  sound  through  the  rectum  wall,  far  back.  The  case  was 
•evidently  one  of  bladder  misplacement,  with  pelvic  adhesions 
from  the  vagina,  from  the  scar  tissue,  resulting  from  the  healing 
of  the  vagina,  undoubtedly  following  removal  of  the  cervix  and 
causing  a  sacculated  condition.  Examination  of  the  urine 
showed  it  to  be  ven^  ammoniacal,  specific  gravit}^  icii,  reaction 
decidedly  alkaline,  no  albumin  or  sugar,  with  considerable 
indican  present,  which  was  in  keeping  with  her  somewhat 
constipated  condition  of  the  bowels.  This  constipation,  of 
which  she  complained,  carried  with  it  a  train  of  symptoms 
that  we  not  infrequently  see  in  patients  who  have  undergone 
quite  severe  operations  about  the  pelvis;  namely,  the  feeling  of 
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inability  to  expel  the  contents  of  the  rectum.  Microscopical 
examination  of  the  urine  showed  quite  an  amount  of  bacteria, 
numerous  cylindroids,  and  agglutinated  leucocytes.  Evidently 
she  was  suffering  from  some  slight  retention  of  urine,  and  while 
washing  the  bladder  had  done  her  some  good,  yet  it  was  to  be 
observed  that  there  was  a  slight  retention  when  using  the  cath- 
eter. 

Here,  then,  is  a  case  for  careful  thought  and  review.  What- 
ever may  have  been  the  pathological  condition  that  called 
for  an  operation  so  radical  as  a  supravaginal  hysterectomy, 
and  in  one  so  young,  the  results  seem  to  have  been  favorable 
up  to  the  point  of  discharge  that  still  continued  from  the  cer- 
vix. Whether  this  continued  discharge  was  specific  in  char- 
acter I  was  unable  to  learn.  She,  herself,  at  least,  was  eji- 
tirely  ignorant  of  the  fact,  and  being  an  intelligent  woman, 
noted  every  point  in  her  case.  In  talking  about  it  freely  and 
frankly  she  had  no  suspicion  of  such  a  condition,  and  her  hus- 
band's walk  in  life  would  hardly  bear  out  any  such  fact.  Could 
she  have  been  relieved  of  this  discharge,  and  made  a  well  woman, 
how  fortunate  it  would  have  been  for  her,  also  if  the  vault  of  the 
vagina  could  have  been  preserved,  and  she  relieved  of  this  ad- 
ditional operation.  This  is  the  operation  that  did  her  the  great- 
est  amount  of  damage.  Just  here  enters  into  her  case  the  ele- 
ment of  operative  intervention  that  possibly  left  her  in  a  more 
morbific  condition  after  than  before  the  operation.  She  now 
has  a  troublesome,  irritable  bladder;  she  now  has  a  destruc- 
tion of  anatomical  relations  that  leaves  her  maimed  for  life,  de- 
stroys marital  relations,  and  presents  the  sad  side  of  extensive 
operative  intervention.  This  woman  moralizes  a  good  deal  on 
the  stereotyped  phrase  of  having  "ever>'thing  removed,"  and 
as  to  the  results. 

We  have  much  to  be  encouraged  over  in  the  cases  that  come 
to  us  in  the  fact  that  these  sweeping  operations  are  growing 
less  and  less. 

In  Case  II  we  have  presented  the  lesions  that  give  a  patient 
considerable  distress.     To  illustrate,  let  me  quote  the  following: 

Case  II. — Miss  A.  B.,  aged  30  years,  and  who  presented 
April  25,  1904,  with  the  history-  of  a  somewhat  rapidly  growing 
uterine  myoma.  I  had  operated  a  few  years  since  upon  a 
sister  for  similar  trouble,  who  had  made  a  most  excellent 
recovery.     This  patient  had  noticed  of  late  an  enlargement  of  the 
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abdomen,  supposed  to  be  due  to  intestinal  gases,  and  some 
difficulty  in  getting  a  movement  of  the  bowels — presumed  to  be 
a  case  of  constipation.  Some  ten  years  previously  I  had  op- 
erated upon  Miss  B.  for  appendicitis,  from  which  she  made 
a  fine  recovery. 

A  supravaginal  hysterectomy  was  now  done,  removing  the 
uterine  appendages  at  the  same  time.  Stump  treated  with 
silk  sutures,  bringing  together  the  peritoneal  surfaces.  Not 
very  much  of  the  cervix  left,  it  being  somewhat  shortened,  not 
in  a  conical  or  elongated  state.  The  tumor  was  large,  and  in 
tying  the  ovarian  arteries,  the  vessels  of  the  broad  ligaments 
and  uterine  arteries,  and  closing  over  the  peritoneal  surfaces, 
it  was  noticed  that  the  tissues  were  somewhat  tense,  but  it 
was  beHeved  the  vault  of  the  vagina  was  well  supported.  This 
patient  made  a  good  recovery  in  every  respect,  but  complains  of 
a  weight  or  pressure  upon  the  rectum.  Upon  making  a  physical 
examination  a  year  after  the  operation,  the  cervix  could  be 
felt,  resting  somewhat  upon  the  rectum,  but,  as  a  matter  of  fact, 
not  causing  any  direct  mechanical  obstruction,  as  there  was 
not  enough  substance  to  produce  weight  or  impediment  to  the 
outlet  of  the  rectum.  With  the  use  of  cathartics  the  patient 
was  made  comfortable,  and  yet  there  was  this  annoying  sen- 
sation. In  other  words,  she  was  not  absolutely  free  from  a 
morbific  condition  after  the  operation.  I  have  noticed  this 
complication  in  a  few  of  my  own  cases,  as  well  as  in  some  coming 
to  me  from  other  operators. 

In  rare,  but  to-be-recognized  cases  of  malignant  growtiis,  'all 
organs  within  the  pelvis  should  be  removed.     Like  malignancy 
of  the  urethra,  these  conditions  frequently  occur  at  a  time  in 
life  when  all  functions  have  ceased,  and  the  organs  will  bear 
removal  to  a  greater  extent  than  during  their  period  of  activity. 
In  malignant  growths  we  have  to  act  courageously.     If  we  do 
not  we  may  have  reason  to  regret  a  return  of  the  disease  later 
that  might  have  been  avoided.     I  have  noticed,  in  our  operations 
for  supravaginal  and  suprapubic  hysterectomies,  as  presented 
in  Case  I,  a  tendency  to  sacculation  of  the  bladder,  one  of  the 
embarrassing  conditions  left  for  the  surgeon  to  overcome,  and 
not  by  any  means  easy  of  accomplishment.     We  should  ex- 
ercise  great    caution    and   study   carefully,   when   leaving  the 
ovaries,   as  to  redundant  tissue   and   adhesions  forming  that 
may  result  in  sacculation  of  the  bladder. 
28  Eagle  Street. 
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SOME  OBSERVATIONS  AND  EXPERIENCES  RESPECT- 
ING THE  SYMPTOMS  AND  TREATMENT 
OF  ATRESIA  VAGINA.* 


AUGUSTUS  P.  CLARKE,  A.M.,  M.D., 
Cambridge,   Mass. 


Among  the  abnormal  conditions  occasionally  met  with  in 
gynecic  practice  is  that  peculiar,  adventitious  formation  known 
3»s  atresia  vaginae.  The  abnormality  in  this  class  of  cases  may 
present  itself  as  complete  or  incomplete,  and  as  congenital  or 
accidental  in  its  manifestation.  Inflammation  occurring  in  the 
vaginal  tract  may  become  the  exciting  cause.  Adhesions  of  the 
labia  may  seriously  interfere  with  normal  parturition,  or  the 
existence  of  abnormal  union  of  parts  is  liable  to  retard,  if  not 
prevent  altogether,  the  menstrual  flow.  In  atresia  hymenalis  the 
obstruction  will  not  unfrequently  be  found  to  be  complete,  and 
thus  to  give  rise  to  collections  of  blood  or  mucus  that  may  be 
high  up  in  the  vaginal  introitus,  a  condition  that  can,  for  the  most 
part,  be  relieved  by  resort  to  surgical  measures  only. 

Reference  to  the  formation  of  the  normal  vagina  will  show 
that  its  length  on  the  anterior  wall  is  nearly  three  inches,  and 
that  its  extent  on  the  posterior  aspect  exceeds  that  amount  by  at 
least  one  inch.  The  vagina  is  lined  internally  with  a  mucous  tis- 
sue, and  its  outlet  is  found  more  or  less  closed  by  the  hymen  and 
the  carunculae  myrtiformes. 

The  vagina  is  developed,  as  is  the  uterus  and  as  are  also  the 
oviducts,  from  the  two  ducts  of  Miiller.  Repeated  observation 
shows  that  the  ovaries  develop  from  the  upper  part  of  the  Miiller- 
ian  ducts,  and  that  a  lower  portion  of  these  ducts  widens  out  and 
forms  the  uterus.  Out  of  a  still  lower  part  of  these  ducts  is 
formed  the  vagina.  The  manner  of  the  actual  origin  of  the 
ducts  of  Miiller  has  never,  I  believe,  been  fully  explained.  Com- 
parative anatomy  and  ontogeny  seem,  says  Haeckel,  to  indicate 
that  these  ducts  proceed  by  differentiation  from  the  Wolffian 
ducts.    It  is  probably  more  correct  to  say  that  the  original  primi- 

♦Read  before  the  nineteenth  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  held  at  Cincinnati,  Ohio,  September 
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tive  kidney  duct  breaks  up  by  differentiation  into  two  secondary 
similar  ducts.  These  are  the  Wolffian  and  Miiller  ducts.  The 
latter  lies  immediately  inside  the  former.  Without  discussing  the 
matter  in  this  respect  further,  it  may  be  confidently  affirmed  that 
all  tissue  elements,  which  are  primarily  subject  to  fission  or  seg- 
mentation, are  liable  at  times  to  remain  in  a  state  of  nondifferen- 
tiation. 

Some  few  years  since  I  was  called  in  consultation  in  the  case  of 
a  woman  who  had,  four  years  before,  been  delivered  of  a  child 
by  forceps.  There  had  been  from  the  history  of  the  case  con- 
siderable traumatism  as  a  result  of  that  last  labor.  The  woman, 
when  I  was  called,  complained  of  a  tumor,  as  she  believed,  or  an 
obstruction  that  interfered  with  her  marital  relations.  The  condi- 
tion proved  to  be  the  result  of  adhesions  which  took  place, 
undoubtedly,  from  the  solution  of  continuity  caused  by  pressure 
of  the  fetal  head,  or  by  the  forceps  that  had  been  employed. 
Several  firm  bands  of  cicatricial  tissue  were  found  to  have  been 
formed  laterally  between  the  middle  and  upper  segments  of  the 
vaginal  walls.  These  I  freely  incised  under  proper  antiseptic  pre- 
cautions. Hard  dilators  of  appropriate  size  were  afterward  used 
to  prevent  subsequent  union  of  the  divided  parts  from  taking 
place.  The  patient  since  then  has  given  birth  to  another  child 
without  having  the  need  of  resort  to  artificial  measures.  Trau- 
matic cases  of  atresia  vaginae  can  not  unfrequently  be  practically 
cured  by  surgical  interference.  Congenital  cases,  how^ever,  can- 
not be  so  satisfactorily  relieved.  In  those  cases  of  atresia  vaginae 
in  which  the  uterus  and  oviducts  are  merely  rudimentary  or  are 
only  partially  developed,  operative  treatment  will  prove  useless, 
or  not  be  attended  by  any  material  advantage. 

Six  other  cases  of  acquired  atresia  of  a  most  marked  type  have 
come  to  my  care.  One  case  was  due  to  extensive  laceration 
involving  the  middle  portion  of  the  vagina ;  two  cases  were  due 
to  deep  lacerations  and  sloughing  of  the  left  lateral  segment  of 
the  vagina ;  one  case  occurred  from  an  injury  caused  by  a  railway 
accident;  one  case  from  laceration  of  the  posterior  vaginal  wall, 
resulting  through  instrumental  delivery  and  subsequent  gon- 
orrheal invasion,  and  one  case  in  which  the  use  of  a  hard  pessary 
had  been  unduly  prolonged.  Surgical  measures  for  overcoming 
the  adhesions,  supplemented  by  the  use  of  hard  dilators  of  various 
sizes  and  by  subsequent  tamponading  of  the  vaginal  introitus, 
proved  a  quite  satisfactory  method  of  treatment.     In  all  these 
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cases  the  occurrence  took  place  in  patients  who  were  married  at 
the  time  and  who  had  not  reached  the  menopause.  In  the  two 
cases  in  which  the  cause  was  due  to  the  extensive  laceration  and 
sloughing  of  parts,  pregnancy  afterward  failed  to  take  place. 
Subsequent  pregnancy  also  failed  in  the  case  in  which  the  gon- 
orrheal attack  afterward  took  place. 

Cases  of  more  or  less  firm  uniting  of  the  vaginal  walls  from  the 
excessive  use  of  acids,  or  other  caustic  agents,  in  the  treatment  of 
morbid  conditions  of  the  genitalia,  I  have  had  chance  to  meet.  In 
my  early  practice  I  noticed  quite  a  number  of  cases  in  which 
caustic  agents  had  been  employed,  and  in  which  the  cervix  uteri 
and  upper  segment  of  the  vagina  had  undergone  irremediable 
damage  by  such  use  of  escharotic  substances.  In  one  such  case 
nitrate  of  silver  had  been  so  freely  used  in  an  attempt  to  heal  an 
old  ectropion  of  the  os  uteri  that  serious  adhesive  inflammation  of 
the  vaginal  walls  took  place.  During  the  treatment  it  seems  that 
the  patient  had  been  kept  in  bed  after  the  uterus  had  been  put  into 
a  state  of  anteversion ;  the  accidental  adhesion  between  the  lower 
segment  of  the  uterus  and  the  posterior  vaginal  wall  afterward 
became  so  firm  that  subsequent  descent  of  the  uterus  did  not  take 
place.  The  patient  had  fortunately  so  nearly  reached  the  meno- 
pause that  surgical  measures  for  relief  were  deemed  unnecessary. 

In  those  cases  of  preternatural  closure  of  the  hymen  (atresia 
hymenalis),  incision  of  the  membranous  fold,  which  may  have 
become  very  thick  and  rigid,  will  of  course  be  demanded.  In  two 
cases  I  found  it  necessary  to  employ  for  considerable  time  vaginal 
dilators,  and  iodoform  gauze  as  tampons. 

Cases  now  and  then  occur  in  which  the  vaginal  opening  in  its 
entire  extent  will  be  found  extremely  small.  In  such  cases  the 
uterus  and  its  appendages  were  most  always  found  also  unduly 
deficient,  or  not  developed  to  any  considerable  extent.  If  the 
patient  be  married,  and  not  approaching  the  period  of  the  meno- 
pause, resort  to  gradual  dilatation  will  be  sometimes  helpful,  as 
was  the  favorable  result  in  two  of  my  cases.  Vaginitis  from 
gonorrheal  or  even  from  catarrhal  inflammation  and  from  irri- 
tating discharge  may  lead,  after  the  occurrence  of  the  menopause, 
to  firm  closure  of  the  vaginal  introitus.  I  have  seen  quite  a 
number  of  such  cases. 

One  case,  in  particular,  I  might  mention,  in  which  the  patient 
had  had  ten  children,  all  born  by  natural  processes.  Three  years 
after  the  occurrence  of  the  menopause,  the  vagina  had  become  so 
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contracted  and  rigid  that  it  was  with  much  difficulty  that  a  number 
twenty-four  French  scale  dilator  could  be  made  to  enter. 

I  have  had  in  my  practice  a  case  in  which  the  vagina,  at  the 
time  the  first  labor  began,  was  so  preternaturally  contracted  that 
an  artificial  opening,  by  an  extended  incision,  was  necessitated 
before  the  patient  could  be  delivered.  The  incision  was  made 
transversely  midway  between  the  meatus  urinarius  and  the  anus 
and  the  lower  section  of  the  rectum.  Considerable  thickness  of 
areolar  tissue  had  to  be  overcome  before  the  cervix  uteri  could  be 
reached.  The  os  uteri  was  found  to  have  become  fairly  well 
dilated.  Delivery  by  the  feet  was  then  quite  easily  accomplished. 
Ten  weeks  later  the  cervix  could  be  very  satisfactorily  seen  by 
the  aid  of  a  small  vaginal  speculum.  The  age  of  the  patient  was 
twenty-seven  years. 

In  this  connection,  it  might  be  again  said  that  in  those  cases  of 
congenital  atresia  vaginae  in  which  the  uterus  and  the  oviducts  are 
merely  rudimentary,  or  are  absent,  resort  to  surgical  measures 
will,  for  the  most  part,  be  not  only  a  useless  undertaking,  but  will 
prove  to  be  a  measure  of  unjustifiable  interference.  To  make  a 
correct  diagnosis  of  such  a  condition  before  proceeding  to  the 
recourse  of  surgical  measures,  will  not  often  be  found  difficult, 
provided  careful  attention  be  paid  to  the  various  symptoms  and 
appearances  in  more  or  less  detail.  Bimanual  examination,  so  far 
as  it  can  be  fully  carried  out,  assisted  by  rectal  indagation,  will  be 
most  material  in  helping  to  decide  whether  or  not  the  uterus  and 
its  adnexa  are  absent.  The  conclusion  of  their  nonexistence  may 
be  strengthened  by  the  absence  of  the  vagina  and  the  clitoris,  or 
by  the  presence  of  a  preternaturally  small  clitoris.  On  the  other 
hand,  recurrent  menstrual  pains,  and  more  or  less  accumulation  of 
blood  that  has  taken  place  high  up,  and  the  discovery  of  the 
existence  of  pressure  upon  or  over  the  bladder,  or  against  the 
rectum,  may,  without  doubt,  be  regarded  as  a  strong  indication 
that  surgical  interference  may  be  absolutely  demanded.  Other- 
wise, overdistention  of  the  uterus  and  the  Fallopian  tubes  would 
be  likely  to  take  place,  and  to  be  productive  of  rupture  and  shock, 
and  later  of  inflammation,  or  other  untoward  symptoms.  Two 
such  cases  I  have  known  to  have  occurred  before  I  was  called  to 
the  treatment.  The  fetal  vagina  may  become  closed  permanently 
before  the  birth  takes  place.  This  condition  may  result  from  in- 
flammation occurring  in  the  vaginal  fetal  tissue.  In  such  cases 
the  uterus  and  the  appendages  may  be  found  duly  developed.    The 
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treatment  of  this  condition  without  timely,  careful  examination 
may  lead  to  a  dangerous  complication  of  matters. 

There  can  scarcely  be  any  doubt  that,  in  those  cases  in  which 
atresia  vaginae  supervenes  after  parturient  processes  which  have 
been  productive  of  traumatism  or  inflammatory  changes,  the 
closure  which  follows  is  often  mainly  due  to  more  or  less  slough- 
ing, as  a  result  of  the  injury.  In  such  cases  the  mucous  tissue  of 
the  vagina  had  undergone  destructive  changes  at  a  number  of 
different  points  along  the  vaginal  introitus.  The  history  of  two 
such  cases  which  I  have  had  in  my  practice  has  afforded  me 
occasion  to  make  a  careful  record  of  the  appearances  of  such  a 
condition.  Speaking  incidentally  of  some  of  the  results  of  atresia 
vaginae  occurring  tlirough  inflammatory  processes  and  traumatism, 
I  might  here  remark  that  I  had  opportunity  to  learn,  some  few 
years  since  while  in  Mexico,  that  lacerations  of  the  perineal  and 
other  structures  incident  to  parturition  among  the  Toltecs  and 
the  Aztecs  may  heal  quite  often  without  the  intervention  of  sur- 
gical measures.  The  occurrence  of  such  cases  in  the  women  of 
those  tribes  is  often  not  followed  by  the  same  inconvenient  results 
as  may  take  place  in  the  women  of  the  Spanish  and  other 
European  races.  Such  exemption  from  prolapse,  and  other 
attendant  symptoms,  have  been  found  to  be  due  undoubtedly  to  the 
squatting  position  so  continuously  assumed  by  those  primitive, 
native  women,  who  grind  by  hand  on  the  metate  their  maize  for 
tortillas  and  their  cocoa  for  chocolate. 

825  Massachusetts  Avenue. 

ABORTIONS.* 
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Abortion  or  miscarriage  indicates  interruption  of  utero- 
gestation  before  the  fetus  is  viable,  as  distinguished  from  that 
interruption  which  occurs  during  the  last  trimester  of  preg- 
nancy when  the  infant  expelled  is  viable. 

By  some  the  term  "abortion"  is  applied  only  to  interruptions 
which  occur  before  the  time  of  "quickening,"  and  the  desig- 
nation "miscarriage"  is  applied  to  those  which  occur  between 
the  fourth  and  seventh  months  of  gestation.     All  cases,  how- 

*Presented  at  the  nineteenth  annual  meeting  of  the  American  Associa- 
tion of  Obstetricians  and  Gynecologists,  Cincinnati,  September  20-22,  1906. 
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ever,  where  the  ovum  is  expelled  before  the  sixth  month,  are  to 
be  regarded  as  abortions,  and  will  be  so  considered  by  the 
writer  in  discussing  this  subject.  This  may  occur  at  any  date. 
Statistics  would  indicate,  however,  that  four- fifths  of  all  abor- 
tions occur  between  the  second  and  fourth  months,  and  seven- 
eights  of  these  four-fifths  occur  during  the  third  month. 

It  is  extremely  difficult  to  determine,  with  any  degree  of  ac- 
curacy, the  frequency  with  which  abortions  take  place.  One 
of  the  reasons  for  the  difficulty  of  determining  the  relative 
frequency  of  abortions  to  completed  pregnancies  is  due  in  a 
great  measure  to  the  inattention  of  patients  to  their  menstrual 
functions.  After  several  weeks,  say  eight  or  ten,  a  larger 
quantity  than  usual  passes,  mixed  with  what  they  term  clots, 
which  they  imagine  is  only  an  overflow,  due  to  suppressed 
menstruation,  when  in  reality  they  have  aborted. 
"]The  following  table  may  be  considered  a  fair  average: 

Abortion  Full-term  Labors 

Hagre i    in  8  or  10 

DevilUers i    in  3  or  4 

Whitehead i    in  7 

lAfter  careful  research,  I  am  inchned  to  consider  Whitehead's 
statistics  more  nearly  correct  than  the  others  I  have  mentioned. 
I  shall  not  take  up  the  time  to  go  into  the  etiology  of  this  grave 
condition,  except  in  one  instance — ^namely,  in  subjects  who 
have  syphiUs.  This  pathological  condition  causes  more  abor- 
tions, whether  the  disease  be  in  the  male  or  female,  than  any 
other  condition,  except  possibly  criminal  abortions,  which 
latter  we  will  not  discuss  in  this  paper. 

The  history  of  one  abortion  predisposes  to  another,  so  it  be- 
hooves us  to  prevent,  as  far  as  possible,  all  abortions  by  proper 
prophylaxis,  such  as  rest  in  bed  at  critical  periods,  mental  and 
bodily  rest,  and,  when  the  abortion  has  taken  place,  proper 
stimulation  of  the  uterus. 

The  symptoms  of  this  condition  need  not  be  considered  here, 
but  we  will  pass  to  the  question.  Is  the  abortion  inevitable? 
.In  endeavoring  to  answer  this  question,  three  points  are  to  be 
noted:  (i)  The  character  of  the  pains;  (2)  dilatation  of  the 
cervix;     (3)    the    amount   of   hemorrhage. 

1.  If  the  pains  are  weak,  occurring  at  long  intervals,  and  are 
controllable  by  rest  in  bed  and  mild  opiates,  the  misfortune 
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may  be  averted;  but  on  the  contrary,  when  the  pains  are  strong 
and  occur  at  frequent  intervals,  with  the  cervical  canal  slowly 
dilating,  the  abortion  may  be  considered  inevitable. 

2.  In  the  dilatation  of  the  cervix,  it  has  been  noted  that  even 
when  the  external  os  has  been  so  dilated  that  the  lower  end  of 
the  ovum  could  be  felt  through  it,  nevertheless,  gestation  has 
gone  on  to  labor  at  term.  But  such  condition  is  extremely 
rare  and  cannot  be  relied  upon;  consequently,  when  dilatation 
is  present,  it  should  be  regarded  as  a  working  rule  that  abortion 
is  probably  inevitable. 

3.  The  amount  of  hemorrhage  is  of  the  greatest  moment  in 
the  handling  of  these  cases,  and  must  be  taken  into  consid- 
eration. Cases  will  present  themselves  where  there  have  been 
no  appreciable  pains,  where  the  cervical  canal  and  its  orifices  are 
contracted,  but  where  the  blood  loss  calls  for  prompt  inter- 
ference. If  the  amount  of  blood  lost  on  any  one  day  be  small, 
yet  occur  time  after  time,  it  would  be  best  to  pack  the  vagina 
firmly  with  gauze  to  control  the  bleeding,  even  if  this  pro- 
cedure does  terminate  the  gestation,  which  it  is  apt  to  do. 

The  treatment  of  abortion  varies  according  as  the  abortion  is 
(i)  threatened,  (2)  progressive,  (3)  delayed,  (4)  incomplete, 
or    (5)    recurrent. 

1.  In  threatened  abortion,  where  there  is  a  slight  degree  of 
hemorrhage,  little  if  any  pain  and  the  cervix  undilated,  the 
administration  of  sedatives  to  relieve  the  pain  and  contractions, 
rest  in  bed,  with  absolute  mental  and  bodily  quiet,  will  fre- 
quently avert  the  danger. 

2.  If  the  pains  are  persistent  and  the  cervix  expanding,  or 
if  there  is  a  free  or  frequently  recurring  hemorrhage  from  the 
uterus  without  apparent  effort  of  the  same,  we  may  consider 
the  abortion  as  inevitable  and  an  active  line  of  treatment  should 
be  adopted.  Our  endeavors  should  be  so  directed  as  to  pro- 
cure uterine  activity,  restrain  hemorrhage,  and  secure  complete 
evacuation  of  the  uterine  cavity.  The  control  of  the  hem- 
orrhage is  of  paramount  importance,  and  the  measures  adopted 
must  be  to  secure  as  aseptic  a  deliver}'  as  one  at  full  term. 
With  this  idea  in  mind  the  treatment  may  be  initiated  by  giving 
a  bichloride  of  mercur\^  douche  of  from  110°  to  120°  F.,  lasting 
for  at  least  half  an  hour.  This  has  a  most  notable  influence 
upon  the  uterine  muscle  by  stimulating  and  strengthening  the 
contractions. 
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3.  If  the  uterus  cannot  be  easily  and  rapidly  emptied,  our 
next  thought  is  the  arrest  of  the  hemorrhage,  which  is  best 
accomplished  by  the  introduction  of  aseptic  gauze  into  the 
vagina,  first  packing  it  tightly  behind  the  cervix,  then  filling 
the  vagina  full,  in  an  endeavor  to  make  firm  pressure.  This 
reacts  to  the  benefit  of  the  patient  three-fold:  first,  in  an  en- 
deavor to  control  the  bleeding;  second,  in  stimulating  contrac- 
tions of  the  uterus;  and,  third,  in  dilating  the  external  os, 
at  times,  enough  to  permit  of  the  expulsion  of  the  entire  ovum. 
The  packing  should  not  be  left  in  the  vagina  longer  than  twelve 
hours. 

Should  the  ovum  not  be  expelled  and  the  membranes  are 
ruptured,  we  must  resort  to  the  immediate  evacuation  of  the 
uterine  cavity.  The  unruptured  sac,  which  is  detached  from 
the  uterine  wall,  can  often  be  pulled  down  into  the  vagina  with 
the  finger.  Even  if  the  sac  is  ruptured,  the  membranes  can 
usually  be  removed,  owing  to  their  position  low  down  in  the 
cervical  canal.  When  the  ovum  Hes  entirely  within  the  uterine 
cavity,  it  is  much  more  difficult  to  remove,  but  frequently 
under  anesthesia  the  finger  can  be  carried  up  through  the  canal 
and  the  cavity  can  be  cleared  in  this  manner.  If  it  is  impos- 
sible to  remove  all  in  this  way,  the  left  hand  should  grasp  the 
fundus  of  the  uterus  above  the  symphysis  pubis  and  force  the 
uterus  downward  until  the  index  and  the  middle  fingers  of  the 
right  hand  can  be  introduced  into  the  uterine  cavity.  The 
fingers  within  the  uterus  must  be  passed  carefully  but  firmly 
around  the  entire  circumference  of  the  ovum  so  as  to  detach  it 
and  its  membranes,  especially  in  the  placental  area,  completely 
from  uterine  attachments. 

There  are  patients  whose  abdominal  walls  are  so  thick  that  it 
is  impossible  to  press  the  uterus  down  by  the  hand  applied  in 
the  hypogastrium  to  within  easy  working  distance  of  the  fingers 
in  the  vagina.  In  cases  of  this  kind,  and  those  in  which  it  is 
impossible  to  empty  the  uterus  with  the  fingers,  the  patient  must 
be  anesthetized,  placed  upon  an  improvised  operating  table, 
the  knees  flexed  upon  the  abdomen  and  held  by  assistants ;  the 
vagina  thoroughly  cleaned  and  sterilized,  tenaculum  forceps 
applied  to  the  cervix,  which  is  drawn  downward  until  the 
external  os  appears  near  the  vulva,  from  which  point  the  uterus 
may  be  evacuated.  In  every  instance  when  the  hand  or  fingers 
have  been  introduced  into  the  uterine  cavity,  a  hot  antiseptic 
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douche  should  be  given.  It  washes  away  clots  which  have  been 
left  in  the  cavity  of  the  uterus,  it  is  a  prophylactic  against 
sepsis,  and  also  stimulates  the  uterus  to  more  energetic  con- 
tractions. 

When  the  abortion  is  too  early  to  permit  of  sufficient  dilata- 
tion for  the  introduction  of  the  fingers,  we  must  resort  to  forci- 
ble dilatation  and  a  thorough  emptying  of  the  uterus.  It  is 
exceedingly  important  to  examine  the  cavity  with  the  finger 
to  determine  the  completeness  of  the  operation. 

4.  After  satisfying  ourselves  that  the  cavity  of  the  uterus  is 
entirely  empty,  it  should  be  thoroughly  washed  out  with  a 
hot  antiseptic  solution,  and  if  there  is  any  odor,  especially  in  the 
early  months,  an  application  of  equal  parts  of  compound 
tincture  of  iodine  and  glycerine  should  be  made,  by  means  of  a 
probe  or  uterine  applicator  wrapped  with  cotton  for  this  purpose. 
Finally,  we  should  introduce  a  narrow  strip  of  sterile  gauze 
into  the  uterine  cavity,  carrying  it  up  to  the  fundus,  and  then 
pack  the  vagina  tightly  with  sterile  gauze.  After  twelve 
hours  all  gauze  should  be  removed  from  the  uterus  and  vagina 
and  a  sterile  douche  given.  The  gauze  is  not  to  be  reintroduced. 
A  sterile  douche  should  be  given  every  twelve  hours  until  the 
patient  is  convalescent. 

When  the  cervix  is  only  partially  opened  and  hemorrhage  is 
present,  the  abortion  is  incomplete.  If  the  bleeding  is  severe, 
prompt  evacuation  of  the  uterine  cavity  by  mechanical  means 
is  most  important.  When  we  find  the  cervix  closed  and  the 
hemorrhage  so  severe  as  to  threaten  the  life  of  the  patient,  the 
indications  are  to  at  once  empty  the  uterus  by  forcible  dilatation 
and  evacuation. 

In  cases  of  abortion  where  sepsis  is  already  established, 
as  shown  by  elevation  of  the  temperature  and  a  rapid  pulse,  or 
by  the  rapid  pulse  where  the  temperature  remains  near  the 
normal,  active  mechanical  interference  is  definitely  and  urgently 
indicated.  The  uterus  should  be  thoroughly  and  completely 
emptied  by  the  aid  of  placenta  forceps.  In  this  instrument 
we  have  a  safe  and  efficient  means  for  removing  every  portion 
of  the  ovum  and  membranes,  with  the  least  possible  risk  and 
danger  to  the  patient.  The  curet  should  be  sparingly  used,  if 
at  all,  in  this  class  of  cases,  with  exceeding  caution,  and  it  is  not 
the  instrument  of  choice.  And  while  on  this  subject  we  may, 
with  propriety. make  some  reference  to  the  curet,  which  is  atone 
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and  the  same  time,  one  of  the  most  useful,  yet  possibly  the  most 
dangerous  instruments  carried  in  the  obstetric  bag.  The  impor- 
tant objection  that  can  be  offered  to  the  use  of  this  instrument  in 
cases  of  this  nature,  lies  in  the  destruction  of  tissue  which  nature 
has  given  the  patient  to  protect  herself,  by  removing  the  thin 
mucous  membrane,  and  leaving  a  raw,  bleeding  surface,  suitable 
for  the  planting  of  any  of  the  infectious  organisms;  and  when 
these  are  once  sown,  the  harvest  is  so  certain  and  results  so 
costly  to  the  patient,  that  a  warning  should  be  given,  hence 
I  urge  that  other  means  be  used  in  handling  these  frequent  and 
important  cases.  And,  again,  the  great  danger,  owing  to  the 
very  soft  condition  of  the  uterus  at  this  time,  is  that  no  matter 
how  careful  or  how  dexterously  the  curet  may  be  employed,  there 
lies  always  the  possibility  of  tearing  a  hole  through  the  uterine 
body,  by  the  point  of  the  instrument  brought,  by  accident, 
in  contact  with  a  thin  or  friable  area. 

After  satisfying  ourselves  that  the  uterine  cavity  is  entirely 
clear,  it  is  proper  to  give  a  hot  intrauterine  douche  of  bichloride 
solution,  I  to  6,000,  followed  by  an  appHcation  of  50  per  cent, 
solution  of  Churchill's  iodine,  and,  finally,  to  carry  a  strip  of 
sterile  gauze  to  the  fundus  for  drainage.  When  we  have  com- 
pleted this  procedure,  it  is  best  to  aid  nature  in  the  effort  to 
antagonize  the  toxins  which  the  uterus  may  take  up. 

When  we  consider  the  grave  conditions  which  may  arise 
following  an  abortion,  would  it  not  be  wise  to  look  briefly  into 
the  pathology  and  bacteriology  which  may  be  present  and  come 
as  an  aftermath  in  cases  of  this  kind?  For  a  week  or  more 
after  delivery,  the  point  of  insertion  of  the  placenta  is  rough 
and  elevated  above  the  surrounding  tissues,  and  covered  with 
dark  shreds  of  blood  and  mucous  membrane.  Care  should  be 
taken  that  this  condition  is  not  mistaken  for  inflammation  or 
retained  placenta  and  an  endeavor  made  to  remove  it,  which 
is  sometimes  done  when  the  curet  is  used.  As  a  result  of  the 
injury  done  to  the  uterus  or  vagina  during  or  after  delivery,  the 
action  of  bacteria,  which  may  have  gained  access  to  the  tissues, 
may  give  rise  to  inflammatory  conditions  of  both  destructive  and 
necrotic  changes.  These  conditions  may  be  confined  to  the 
uterus,  but  they  also  may  induce  serious  alterations  in  sur- 
rounding organs.  The  peritoneum  may  become  involved, 
septicemia  or  pyemia  may  result,  with  consequent  serious  ill- 
ness, or  even  death  to  the  patient.     The  pathological  reaction 
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excited  by  bacterial  growths  in  the  cavity  and  tissues  of  the 
puerperal  uterus,  as  well  as  in  more  remote  manifestations 
in  other  parts  of  the  body,  are  the  results  of  either  infection  or  a 
toxemia. 

The  more  important  bacteria  found  in  the  vagina  are  the 
treptococcus,  staphylococcus,  bacillus  coli  communis,  gon- 
ococcus  and  bacillus  aerogenes  capsulatis,  and  it  has  been  proven 
that  any  of  these  organisms  may  penetrate  the  tissues  of  the 
uterus  and  give  rise  to  infection.  The  streptococcus  pyogenes 
is  the  most  serious  and  frequent  bacteria  associated  with 
infection  following  abortion  and  normal  parturition.  Our 
every  effort  following  abortion  should  be  directed  toward  the 
prevention  of  infection  resulting  from  some  of  these  micro- 
organisms, but,  unfortunately,  at  times,  we  are  compelled 
to  meet  sepsis  face  to  face,  and  when  we  do  our  aim  should 
be  to  battle  with  it  upon 'a  scientific  basis. 
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The  literature  of  the  subject  is  enormous  if  not  appalling, 
innumerable  operations  have  been  proposed  and  practised 
and  almost  every  suture  devised  by  man  has  been  tried;  all  in 
eloquent  testimony  to  the  fact  that  none  of  the  methods  are 
perfect.  A  perusal  of  some  of  the  writings  on  the  subject  would 
tend  to  confuse  the  mind  of  the  reader  with  their  intricacies, 
but  when  shorn  of  its  complexities  and  reduced  to  the  basic 
principles  of  surgery  a  perineal  tear  resolves  itself  into  a  com- 
paratively simple  matter.  Attempts  have  been  made  to  mend 
the  torn  perineum  ever  since  the  days  of  Ambroise  Par6. 

Among  the  more  notable  attempts  in  this  direction  were  those 

of  Guillemau,  a  French  surgeon  of  the  seventeenth  century.     In 

the  hundred  years  following  a  number  of  others  attempted  it 

with  more   or  less   success.     Later,    Dieffenbach   of   Germany 

*  Presented  at  the  nineteenth  annual  meeting  of  the  American  Asso- 
ciation of  Obstetricians  and  Gynecologists,  at  Cincinnati,  September 
20-22,  1906. 
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promulgated  a  method  which  served  as  a  model  for  many  fol- 
lowers. The  chief  characteristics  of  his  ooeration  consisted 
in  "liberating"  incisions  and  large  denudations.  Modifications 
of  this  ooeration  were  performed  for  a  long  time  in  France  and 
Germany.  In  1855  Marion  Sims  applied  the  same  simple  prin- 
ciples to  this  operation  that  had  guided  him  in  his  treatment 
of  vesicovaginal  fistulae.  He  freed  the  operation  from  any 
of  its  useless  compHcations,  especially  the  different  Hnes  of 
suture.  As  an  apostle  and  as  a  pioneer  he  prepared  the  way  for 
the  elder  Emmet.  Finally,  Tait  introduced  his  flap-spHtting 
operation  which  is  now  remembered  chiefly  because  it  was 
devised  by  a  famous  English  surgeon  and  is  seldom  mentioned 
but  to  condemn.  The  originality  of  Emmet's  method  consists 
in  the  suture  employed  and  in  the  care  with  which  the  sphincter 
is  united  by  a  special  suture  of  its  ends.  While  practically  all 
operators  have  freshened  the  surfaces  to  be  approximated  by 
knife  or  scissors,  Vemeuil  used  a  thermocautery  and  introduced 
his  sutures  after  the  eschars  fell  away.  While  the  first  attempts 
at  perineal  repair  were  comparatively  simple  and  direct,  later 
the  operation  was  burdened  with  all  sorts  of  useless  addenda. 

It  was  formerly  held  by  many  that  the  perineal  body  itself 
was  the  principal  support  of  the  pelvic  viscera;  now  gynecologists 
are  divided  as  to  whether  the  muscles  or  the  fascia  are  the  chief 
supporting  factors.  In  recent  years  the  anatomy  of  the  perineal 
region  has  been  very  clearly  laid  before  the  profession  by  the 
splendid  labors  of  Spalteholtz,  Kelly,  and  Deaver.  The  old 
ideas  at  one  time  commonly  prevalent  that  the  perineal  body 
was  a  sort  of  keystone  or  buttress  for  support  have  passed. 
The  muscles  that  go  to  the  formation  of  the  pelvic  floor  are, 
the  levator  ani,  transversus  perinei  (superficial  and  deep), 
sphincter  ani  (external  and  internal),  sphincter  vaginae,  bulbo- 
cavemosus  (it  and  the  sphincter  vaginae  are  sometimes  classified 
as  one  muscle),  and  ischiocavemosus.  The  external  sphincter 
ani  is  subcutaneous  and  closely  adherent  to  the  skin,  attaches 
behind  to  tip  of  coccyx  and  in  front  to  central  tendon  of  per- 
ineum. The  transverse  perineal  muscle  arises  from  the  ramus 
of  the  ischium  immediately  in  advance  of  the  tuberosity,  passes 
inward  and  sHghtly  backward,  to  be  inserted  in  the  central 
tendon  of  the  perineum  where  it  joins  the  corresponding  muscle 
of  the  opposite  side. 

The   bulbocavernosus,   or  sphincter  vaginae,   as   it  is   called, 
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arises  from  the  perineal  body,  and  divides  into  three  sets  of  fibers, 
the  superior  which  are  inserted  into  the  dorsum  of  the  clitoris, 
the  middle  beneath  the  clitoris,  and  the  posterior  into  the  tri- 
angular ligament.  The  deep  transverse  perineal  muscle  of  the 
female  is  thicker  than  in  the  male  and  arises  from  the  mid-part 
of  the  ischiopubic  ramus.  Its  anterior  fibers  with  those  of  the 
opposite  side  form  a  loop  anterior  to  the  urethra,  its  middle 
fibers  are  inserted  into  the  side  of  the  vagina,  while  the  posterior 
fibers  enter  into  the  make-up  of  the  perineal  body.  The  levator 
ani  is  a  thin  sheet  of  muscle  which  lies  superficial  to  the  recto- 
vesical fascia.  Its  anterior  fibers  arise  from  the  lower  part  of 
the  posterior  surface  of  the  body  of  the  os  pubis.  The  posterior 
fibers  rise  from  the  internal  surface  of  the  ischial  spine .  Its  middle 
fibers  rise  from  the  white  line  of  the  pelvic  fascia  at  the  angle 
where  the  obturator  and  rectovesical  fascia  diverge.  The  anterior 
fibers  of  the  levator  embrace  closely  the  sides  and  posterior  wall 
of  the  vagina.  The  anterior  fibers  of  the  levator  have  their 
origin  from  the  pubis  and  constitute  what  is  called  the  pubococcy- 
geus  muscle.  The  levator  has  been  likened  unto  a  hammock  swing- 
ing from  the  walls  of  the  true  Delvis.  Fibers  of  the  levator  are 
looped  round  the  urethra,  vagina,  and  rectum,  holding  the  vaginal 
walls  in  approximation  and  the  lower  orifices  of  the  body  forward 
and  upward  toward  the  pubes. 

The  superficial  fascia  consists  of  two  layers,  superficial  and 
deep.  The  superficial  is  continuous  with  that  covering  the  anal 
triangle  and  the  thighs  and  abdomen.  The  deep  fascia  is  in  the 
perineum  proper.  It  is  continuous  with  Scarpa's  fascia  upon 
the  anterior  portion  of  the  abdomen;  posteriorly  it  curves  down 
behind  the  transversus  perinei  muscles  where  it  is  reflected  into 
and  forms  the  triangular  ligament.  It  is  not  so  strong  as  in  the 
male,  and  is  continuous  with  the  dartos  of  the  labia  majora;  the 
dart  OS  is  divided  by  the  pudendal  cleft  and  is  continuous  with 
the  fibrous  coat  of  the  vagina.  This  layer  of  fascia  is  firmly 
attached  to  the  rami  of  the  os  pubis  and  ischium,  going  as  far 
back  as  the  ischial  tuberosities.  It  blends  with  the  perineal 
body  and  invests  the  muscles  with  a  fascial  covering. 

The  triangular  ligament  or  deep  perineal  fascia  is  stretched 
almost  horizontally  across  the  pubic  arch  so  as  to  close  in  the 
front  part  of  the  pelvic  outlet.  It  consists  of  two  dense  layers, 
an  inferior  or  triangular  ligament  proper,  and  an  upper  layer 
coming  from  the  obturator  division  of  the  pelvic  fascia.     It  is 
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larger  in  the  female  by  reason  of  the  increased  diameters  of  the 
pelvis  but  weaker  because  pierced  by  the  vagina.  This  fascia 
blends  with  the  fibrous  coat  of  the  vagina.  The  ischioperineal 
ligament  is  that  strong  portion  of  the  triangular  Hgament  which 
is  attached  to  the  inner  sides  of  the  rami  of  the  ischium  and 
extends  mesially  to  enter  the  perineal  body.  The  anal  fascia 
is  adherent  to  the  deep  surfaces  of  the  posterior  part  of  the 
triangular  ligament.  It  is  made  up  of  anterior  and  posterior 
portions. 

The  perineum  consists  of  a  pyramidal  mass  of  tough  elastic 
tissue,  measuring  about  one  and  one-fourth  inches  in  height  and 
one  and  one-half  inches  in  breadth.  Into  this  bod}^  enter  the 
sphincter  ani,  transversus  perinei,  and  some  of  the  anterior 
fibers  of  the  levator  ani  along  with  part  of  the  triangular  liga- 
ment. The  relations  of  the  vagina  are  in  the  upper  part  and 
anterior  portion  of  the  bladder  from  which  it  is  separated  by 
loose  connective  tissue ;  lower  down  the  median  part  of  the  an- 
terior wall  is  closely  connected  with  the  urethra.  Below  the 
level  of  the  cul-de-sac  the  posterior  wall  is  in  near  relation  to  the 
rectum,  a  thin  layer  of  pelvic  fascia  being  interposed.  Near 
the  surface  the  two  canals  diverge  to  make  room  for  the  perineal 
body.  Laterally  the  vagina  is  enclosed  between  the  levator 
ani  muscles.  Toward  its  termination  the  ureters  in  passing 
downward,  inward,  and  forward  lie  near  the  lateral  walls  of 
the  vagina.  Near  its  termination  the  vagina  passes  through 
the  triangular  ligament  and  on  its  sides  are  the  bulbs  of  the 
vestibule,  the  glands  of  Bartholin,  and  the  bulbocavemosus 
muscles. 

A  number  of  widely  differing  views  as  to  what  factors  nor- 
mally enter  into  the  support  of  the  pelvic  contents  are  held  by 
the  principal  authorities  of  the  world.  Some  hold  that  the  levator 
ani  with  or  without  the  aid  of  the  other  muscles  is  the  chief 
power  for  support.  Others  ascribe  all  virtue  to  the  fascia. 
Some,  again,  give  both  muscles  and  fascia  more  or  less  equal 
credit  for  accomplishing  the  work  of  support  between  them. 
Personally  I  believe  that  the  muscles  with  the  fascia  act  as  a 
composite  diaphragm  in  closing  the  lower  end  of  the  abdominal 
cavity  and  in  giving  support  to  the  pelvic  organs.  Of  the  two 
factors  I  consider  the  fascia  of  major  importance ;  in  the  anterior 
abdominal  wall  we  consider  the  fascia  of  the  utmost  importance 
in  the  prevention  of  hernia.  The  -oelvis  should  not  be  radically 
different . 
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The  anatomy  of  lacerations  naturally  depends  largely  on  the 
direction  taken  and  the  distance  traveled  by  the  tear.  In  the 
simpler  forms  the  perineum  is  ruptured  in  the  median  line  at 
the  posterior  commissure  of  the  vulva.  In  incomplete  lacerations 
the  structures  torn  are  the  vaginal  wall,  skin  and  perineal  body. 
The  edges  of  the  wound  are  separated  by  tension  produced  by 
the  transverse  perineal,  deep  transverse  perineal  and  levator  ani 
muscles.  Deep  lacerations  extend  to  the  anterior  rectal  wall 
and  the  rectal  sphincter.  The  perineal  body,  deep  transverse 
perineal  muscle,  or  levator  ani  muscle  may  be  ruptured  openly 
or  subcutaneously.  In  lacerations  at  the  side  of  the  vaginal 
orifice  one  of  the  bulbs  may  be  torn.  Tears  may  be  central  or 
transverse,  following  the  line  of  cleavage  of  the  muscles.  The 
majority  of  tears  begin  transversely  and  finish  anteroposteriorly. 
The  line  of  rupture  often  extends  upward  in  one  or  both  vaginal 
sulci.  The  hymen  is  as  a  rule  only  torn  at  its  posteroinferior 
part.  The  term  perineal  tear  as  ordinarily  employed  is  incor- 
rect since  it  is  made  to  include  lacerations  of  the  posterior 
vaginal  wall,  perineum,  and  rectimi.  We  have  as  they  are 
often  classified,  three  degrees  of  tears;  first,  superficial  or  per- 
ineovaginal, including  those  of  the  skin  and  mucous  membrane, 
usually  begin  at  the  fourchette  and  occur  often  in  first  labors. 
Second,  vaginal  or  vaginoperineal  tears  which  extend  more 
deeply  but  do  not  involve  the  sphincter,  and  may  or  may  not 
involve  the  skin.  Frequently,  there  is  a  transverse  tear  inside 
the  vaginal  orifice  with  prolongations  into  one  or  both  sulci. 
Third,  vaginoperineo-rectal  lacerations  in  which  the  sphincter 
is  involved.  These  extend  upward  and  are  prone  to  pass  to  the 
sides  rather  than  involve  the  column  on  the  posterior  wall  of 
the  vagina. 

Tears  are  classified  as  complete  and  incomplete;  as  tears  of 
the  first,  second  and  third  degree,  again  we  may  have  the  fol- 
lowing varieties:  slight  median  lacerating,  median  laceration 
involving  the  sphincter  ani,  laceration  involving  one  or  both 
vaginal  sulci,  and  subcutaneous  laceration.  Or  they  are  some- 
times classified  as  external  superficial,  internal,  and  combined 
internal  and  external  tears,  and  the  complete  tear  of  the  recto- 
vaginal septum.  Lacerations  are  often  spoken  of  as  superficial 
and  deep.  The  causes  of  perineal  lacerations  are:  dispropor- 
tion in  relative  size  of  head  of  child  and  vaginal  outlet,  pre- 
cipitate deliveries,  forceps  deliveries,  inelasticity  of  the  parts 
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from  age  or  other  causes,  and  too  great  expenditure  of  energy 
and  strength  on  part  of  the  mother. 

Cnronologically  speaking,  tears  are  considered  as  recent  and 
remote.  In  the  average  case  there  will  not  be  much  retraction 
of  fascia.  In  lateral  lacerations  extending  posteriorly  to  the 
rear  of  the  margin  of  the  anus,  the  triangular  ligament  is  torn 
through  on  one  side  and  is  free  to  retract  in  the  direction  of  its 
bony  attachments.  An  exception  to  this  occurs  when  the  line 
of  tear  is  through  the  central  tendon  of  the  perineum  and  then 
runs  round  the  sphincter.  There  is  always  some  retraction  of 
muscles  and  a  good  deal  of  atrophy  from  disuse  in  old  cases. 
The  line  of  scar  in  the  vagina  indicates  in  a  way  the  nature  of 
the  tear  The  vaginal  opening  in  these  cases  is  patulous  like 
the  open  mouth  of  a  sac  without  a  string,  as  Emmet  was 
fond  of  saying.  When  the  tear  has  gone  through  the  sphincter 
the  ends  of  that  muscle  may  retract  until  the  muscle  is  only  a 
short  crescent  posterior  to  the  anus.  The  vaginal  canal  is 
usually  capacious  so  that  all  the  fingers  of  the  hand  may  easily 
be  inserted  at  once.  In  complete  tears  the  rectal  and  vaginal 
tears  are  thrown  into  one.  The  vulva  appears  elongated  pos- 
teriorly and  is  open.  The  rectum,  vagina,  bladder,  and  urethra 
tend  to  downward  and  backward  displacement.  The  anterior 
and  posterial  vaginal  walls  are  not  held  together  as  normally. 
The  extent  of  the  tear  can  be  determined  by  noting  the  remains 
of  the  hymen  on  either  side.  The  perineal  skin  may  be  virtually 
intact  and  yet  a  large  subcutaneous  tear  exist.  In  tears  in 
which  the  deep  transversus  perinei  and  the  levator  ani  are  not 
torn 'partial  compensation  is  provided  by  a  forward  displacement 
due  to  the  traction  of  those  muscles. 

Endometritis  and  cervical  tears  are  usually  present  as  com- 
plications— symptoms  due  to  cystocele  and  rectocele  are  fre- 
quent. There  is  often  some  difficulty  in  walking.  Referred 
symptoms  of  many  sorts  are  present.  In  the  complete  tear 
there  is  incontinence  of  gas  and  liquid  feces.  Bad  perineal 
tears  unattended  to,  result  in  many  evil  consequences  for  the 
patient,  several  of  them  constituting  vicious  and  self -perpet- 
uating circles.  Lack  of  proper  support  for  the  posterior  vesical 
wall  allows  a  cystocele  to  form,  the  muscular  tone  of  the  bladder 
may  be  in  part  lost,  the  patient  may  have  to  lift  up  and  support 
that  part  of  the  bladder  with  her  fingers  at  each  act  of  micturi- 
tion.    Residual  urine  may  be  left  in  the  bladder ;  this  undergoes 
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decomposition  and  cystitis  and  calculus  may  result.  With  each 
act  of  defecation  the  rectum  is  pushed  forward  into  the  vagina, 
this  promotes  constipation,  which  in  turn  increases  and  aggra- 
vates the  rectocele.  Occasionally  there  are  varying  degrees  of 
uterine  prolapse  or  malposition,  the  organ  becomes  congested 
and  a  catarrhal  endometritis  is  set  up.  The  vaginal  walls  may 
roll  out  and  become  edematous,  owing  to  the  open  condition 
of  the  vulvar  orifice,  air  may  enter  the  vagina  and  on  slight 
change  of  position  be  noisily  expelled.  Backache,  bearing- 
down  sensations,  constipation,  and  nervous  disturbances  may 
come  on.  Some  cases  heal  so  that  to  a  casual  inspection  everA^^thing 
seems  all  right;  but  if  the  patient  bears  down,  a  rectocele  and  a 
cystocele  bulge  the  vaginal  walls,  and  the  anus  can  be  everted 
by  pressure  of  the  fingers  in  the  vagina.  For  purposes  of  proph- 
ylaxis one  should  not  needlessly  resort  to  the  use  of  forceps. 
Precipitate  labors  should  be  avoided  when  possible,  the  progress 
of  the  head  should  be  retarded  and  the  mother  instructed  not 
to  bear  down  too  violently  as  she  may  at  times  be  inclined  to  do. 
A  correctly  performed  euisiotomy,  one  in  which  the  incision  is 
carried  backward  and  to  the  side  of  the  sohincter  may  be  of 
value,  in  cases  where  a  serious  tear  would  be  otherwise  inevit- 
able, by  substituting  a  clean-cut  incision  for  a  badly  lacerated 
wound.  G.  H.  Noble  suggested  and  carried  into  -oractice  a 
method  of  lessening  the  risk  of  a  tear  by  the  use  of  adhesive 
plaster  strips  so  arranged  as  to  restrain  the  perineal  region 
from  bulging  and  stretching  too  rapidly  and  freely.  Pre- 
liminary to  operation  the  patient  should  have  had  two  or  three 
days  of  preparatory  treatment — hot  baths,  spare  diet,  thorough 
purgation  by  salines  and  careful  cleansing  of  the  part.  In  cases 
of  complete  tear  especially  should  one  attempt  to  get  the  bowels 
as  nearly  empty  as  possible  in  view  of  the  subsequent  post- 
operative treatment.  By  frequent  douches  and  other  appro- 
priate treatments  one  should  alleviate  and  cure  if  possible 
any  existing  uterine  or  vaginal  discharges.  This  method  naturally 
applies  to  the  intermediate .  and  the  late  operation  and  is  not 
applicable  to  recent  cases  with  intennediate  operation. 

The  chief  principle  of  repair  consists  in  restoring  as  nearly 
as  possible  the  normal  anatomy  of  the  part  b}^  the  union  of 
structures  whose  solution  of  continuity  was  produced  primarily 
by  a  tear.  The  area  to  be  denuded  is  usually  an  exaggerated 
outline    of  the   scars   produced  by   the   laceration.     This   scar 
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tissue  and  a  part  of  the  redundant  vaginal  wall  lining  the  dilated 
and  relaxed  canal  must  be  excised.  In  reducing  the  size 
of  the  vaginal  outlet  one  must  resect  slightly  more  tissue  than 
seems  actually  necessary,  inasmuch  as  the  vaginal  canal  will 
dilate,  and  after  the  operation  wound  has  healed  will  be  larger 
than  at  the  time  of  suture.  Generally  speaking  the  present-day 
methods  of  operation  consist  of  either  posterior  median  or  pos- 
terior bilateral  removal  of  superfluous  tissue  followed  by  suture. 

Some  gynecologists,  as  G.  H.  Noble,  in  part  isolate  and  separ- 
ately approximate  by  suture  the  different  muscles  and  fasciae 
involved  by  the  tear;  most  men,  however,  attempt  to  unite  and 
restore  the  parts  to  something  of  their  normal  anatomical  posi- 
tions without  the  individual  dissection  and  suture  of  the  differ- 
ent parts  involved. 

The  consensus  of  opinion  of  many  operators  is  that  repair 
should  take  place  as  soon  as  possible  after  receipt  of  the  injury. 
We  know  that  this  principle  is  true  in  the  treatment  of  the 
other  accidents  and  injuries  of  life,  and  what  holds  true  in  one 
part  of  the  body  should  in  a  measure  obtain  elsewhere.  True, 
an  elaborately  planned  operation  can  be  carried  out  with  better 
technic  than  one  performed  impromptu  and  without  the 
necessary  instruments.  In  the  recent  case  the  work  may  be  often 
done  without  an  anesthetic.  Troublesome  oozing  from  above 
can  be  temporarily  held  in  check  by  a  gauze  sponge  pack.  In- 
struments and  suture  material  can  be  improvised.  Spoons  can 
be  bent  to  use  as  retractors;  darning  or  other  large  needles  can 
be  used.  Linen  or  even  cotton  thread  will  do  for  suture  material. 
Care  should  be  taken  to  approximate  all  parts  correctly  and  to 
leave  no  pockets  to  hold  blood  or  serum  and  infect  the  wound. 
The  rectum,  if  torn,  can  be  sutured  from  the  inside,  having 
the  sutures  near  each  other  (^  inch  apart)  and  penetrating  only 
the  mucosa.  The  other  sutures  should  be  carried  deep  enough 
to  secure  and  approximate  all  divided  structures.  Especial 
attention  should  be  paid  to  the  repair  of  the  injur}^  from  the 
vaginal  wound.  The  ends  of  all  unabsorbable  sutures  should  be 
left  long  to  facilitate  removal.  Use  silkworm  gut  for  the  re- 
movable sutures  and  catgut  for  the  more  inaccessible  parts. 
In  this  class  of  cases  one  can  often  insert  sutures  while  waiting 
for  the  expulsion  of  the  placenta,  tying  them  after  the  placenta 
has  come  away.  After  waiting  from  twelve  to  twenty-four 
hours  one  can  often  do  a  more  satisfactory  operation.     Some  of 
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the  edema  will  have  disappeared;  with  plenty  of  assistance  at 
hand,  the  patient  can  be  anesthetized  and  time  can  be  taken  to 
do  the  work  carefully.  Careful  asepsis  of  wound  should  have 
been  maintained  prior  to  operation.  Lacerated  and  badly 
bruised  tags  of  tissue  should  be  removed  with  scissors.  In  the 
suturing  of  recent  cases  one  should  be  careful  to  not  insert  the 
suture  too  near  the  edge  and  to  tie  loosely,  otherwise  with  the 
advent  of  edema  the  most  of  them  will  cut  their  way  out. 

The  intermediate  operation  is  done  from  five  or  six  days 
to  two  or  three  weeks  after  labor.  It  is  well  not  to  wait  too  long, 
as  the  involution  of  the  uterus  may  be  interfered  with.  A  well 
performed  operation  at  this  period  usually  succeeds.  Local 
anesthesia  will  suffice  in  many  of  these  cases.  The  granulations 
must  be  removed  with  the  sharp  curette.  If  considerable  time  has 
elapsed  allowances  must  be  made  for  the  shrinkage  of  the  wound. 
In  suturing  the  same  general  principles  observed  in  suturing 
recent  injuries  should  be  observed,  care  being  taken  not  to  pass 
the  needle  too  near  the  edge.  In  complete  tears  both  recent 
and  intermediate  the  rectal  sphincter  should  preferably  be 
united  with  deep  buried  sutures  of  catgut  and  these  reinforced 
with  a  deeply  passed  suture  of  silkworm  gut. 

The  old  tear  comes  to  the  surgeon  after  cicatrization  is  com- 
plete, the  depth  of  the  wound  has  filled  with  granulation  tissue, 
muscles  and  fascia  have  retracted,  the  epithelial  covering  has 
been  restored,  the  surfaces  are  flattened,  and  at  a  casual  inspec- 
tion it  is  difficult  to  estimate  the  extent  of  the  original  tear. 

In  the  operative  treatment  of  tears  the  denudation  outline 
is  usually  based  on  and  is  an  exaggeration  of  the  scar  outline 
which  indicates  the  extent  of  the  original  tear.  Emmett's 
typical  denudation  is  shaped  much  like  the  capital  letter  M 
provided  a  bar  was  drawn  across  the  base  and  all  of  the  outlined 
tissue  was  removed.  It  is  not  usually  necessary  to  go  to  a 
height  of  more  than  one  and  one-fifth  inches  in  denuding  the 
sulci  according  to  Kelly.  The  denudation  is  sometimes  made 
in  the  shape  of  a  sharply  curved  crescent,  butterfly  shaped,  or 
again  in  a  triangular  denudation  at  the  center.  In  all  cases  the 
lowest  lateral  remains  of  the  hymen  and  the  crest  of  the  rectocele 
are  the  landmarks  upon  which  the  denudation  is  based.  To 
open  the  sulci  and  make  the  lax  vaginal  tissues  taut  to  facilitate 
the  outlining  and  denudation,  the  rectocele,  crest  and  the 
sides  of  the  vagina    can  be   drawn  apart  by  traction  on   the 
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bullet  forceps  fixed  at  these  points.  Some  remove  the  tissue 
in  strips,  others  remove  in  one  entire  piece.  One  has  to  use  some 
care  in  order  to  save  the  rectum  from  a  perforation.  The  gloved 
finger  inside  of  that  viscus  insures  a  greater  degree  of  safety.  In 
incomplete  tears  it  is  best  to  begin  the  denudation  at  the  base, 
that  the  bleeding  may  be  less  troublesome.  It  may  be  said 
in  passing  that  all  do  not  remove  the  flaps  obtained  by  denuda- 
tion; Waldo  of  New  York  dissects  from  below  upward 
an  apron-shaped  flap  that  unites  the  two  sides  by  a  single  figure- 
of-eight  stitch  and  lets  the  flap  fall  back  in  place. 

In  cases  of  complete  tear,  where  one  wishes  to  turn  downward 
and  inward  flaps  to  fill  in  the  rectal  defect  and  to  protect  the 
wound  from  the  danger  of  rectal  infection,  the  denudation  should 
be  begun  at  the  top  or  sides.     Some  consider  it  advantageous  to 
work  with  the  operation  field  under  continuous  irrigation  to 
remove  the  blood.     It  sometimes  happens  that  a  bleeding  point 
will  need  to  be  caught  with  forceps  but  ordinarily  the  coapta- 
tion sutures  may  be  made  to  control  all  bleeding.     The  bared 
areas  extending  up  in  the  sulci  are  first  closed  by  suturing  with 
catgut  or  silkworm  gut,  the  ends  being  left  long  in  the  latter 
case,  and  the  sutures  secured  by  knotting  or  shotting.     In  in- 
troducing and  passing  these  sutures  they  should  take  a  V-shaped 
course,  the  point  of  the  V  being  downward  and  backward  at  the 
bottom  of  the  tear  so  as  to  include  in  their  grasp  muscle  and 
fascia  that  might  be  missed  in  case  they  went  directly  back- 
ward, parallel  with  the  plane  of  muscle  and  fascia.     After  the 
lateral  sutures  have  been  introduced  and  tied  the  crown  suture, 
so-called,  is  introduced.     It  should  enter  near  the  highest  point 
of  denudation  on  the  side,  pass  downward  to  the  bottom  of  the 
sulcus,  emerge  and  pass  through  the  tissues  in  front  of  the  rectum 
just  below  the  crest  of  the  rectocele,  enter  the  lateral  wall  of  the 
vagina  at  the  bottom  of  the  opposite  sulcus,  and  emerge  at  a 
point  opposite  that  of  entrance.     The   V-shaped  arrangement 
of  the  sutures  downward  and  backward  should  still  be  preserved. 
Two  or  three  more  sutures  should  be  introduced  from  side  to 
side,  and  perhaps  one  or  two  in  the  skin  over  the  new  perineum. 
The  sutures,  if  properly  placed,  will  in  most  cases  approximate 
a  sufficient  amount  of  muscle  and  fascia  to  secure  results  welt 
worth  the  while.     If  there  has  been  any  very  considerable  re- 
traction of  muscle  or  fascia,  the  retracted  tissues  can  be  drawn 
into  the  edge  of  the  wound  by  bullet  forceps  so  that  they  mav  be 
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included  in  the  grasp  of  the  Hgature.  The  Hne  of  suture  when 
completed  in  the  repair  of  the  incomplete  tear  is  like  the  capital 
letter  Y.  The  ends  of  the  nonabsorbable  sutures  are  usually 
left  long.  Some  bunch  them  together  and  turn  them  up  into 
the  vagina.  Others  secure  them  in  a  bundle  on  the  skin  of  the 
perineum  so  as  to  prevent  their  irritating  effect  on  the  vagina. 

When  the  rectal  sphincter  has  been  torn  asunder  the  defect 
in  the  rectal  wall,  if  there  is  one,  should  be  closed  by  turning 
down  a  flap  from  above  or  by  turning  in  flaps  from  the  sides 
and  uniting  by  buried  sutures,  or  the  edges  of  the  rent  can  be 
freshened  by  beveling  them  from  the  inside  and  then  uniting 
them,  or,  as  G.  H.  Noble  has  suggested  and  practised,  the  anterior 
rectal  wall  can  be  dissected  free  from  the  vagina  and  brought 
down  to  close  the  defect  and  protect  the  wound  from  rectal  in- 
fection. The  ends  of  the  sphincter  must  be  sought  out,  isolated 
and  united  with  buried  ten  or  twenty-day  chromicized  catgut. 
There  is  usually  a  little  pitting  or  corrugation  in  the  skin  which 
denotes  the  position  of  the  end  of  the  torn  and  retracted  sphincter. 
These  sutures  should  be  splinted  by  a  deeply  passed  suture  of 
silkworm  gut  and  then  the  tear  which  has  been  changed  from 
the  complete  to  the  incomplete  variety  can  be  repaired  in  the 
manner  before  described. 

In  inserting  sutures  into  skin  or  mucous  membrane  enter 
and  come  out  ver}^  near  the  edge  to  prevent  inversion,  but 
carr}''  the  needle  far  enough  back  beneath  to  get  a  good  bite  of 
tissue.  All  unabsorbable  sutures  used  should  be  counted  and  a 
record  made  of  the  number  in  order  that  when  the  time  for 
removal  comes  no  suture  may  be  left  behind. 

The  subject  of  after  treatment  in  cases  of  complete  tear 
is  one  of  great  importance.  Our  leading  authorities  differ 
widely  in  their  views  on  this  subject.  Some  at  first  com- 
mence the  administration  of  saline  purgatives  a  short 
time  after  operation  and  secure  daily  evacuations.  Others — 
perhaps  these  are  in  the  majority — wait  from  three  to 
five  days  and  then  give  a  purgative.  Kelle}"  practises 
a  modified  form  of  starvation  combined  with  the  locking 
of  the  bowels  from  twelve  days  to  two  weeks  or  longer.  I 
have  tried  this  method  in  several  cases  with  splendid  results. 
By  free  purgation,  scant  diet,  and  colonic  lavage  prior  to  opera- 
tion I  reduce  the  bowel  contents  to  a  minimum.  After  opera- 
tion a  small  amount  of  morphia  relieves  the  pain  and  removes 
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all  desire  to  evacuate  the  bowels.  For  thirty-six  hours  only 
water  is  given  by  mouth.  After  that  time  albumin  is  given, 
four  drachms  every  three  hours;  after  the  fourth  or  fifth  day 
the  amount  is  increased  to  six  drachms.  Albumin  should  be 
used  because  it  is  practically  all  digested  and  absorbed,  hence 
leaves  but  Httle  residue.  Other  forms  of  liquid  nourishment 
are  not  satisfacton^ — milk  is  perhaps  the  worst  food  of  all. 
It  forms  hard  scybalous  fecal  masses.  The  evening  of  the  four- 
teenth day  or  later  a  large  dose  of  liquorice  powder  is  given,  fol- 
lowed the  next  morning  by  a  pint  of  linseed  oil  slowly  and  care- 
fully thrown  into  the  bowel  through  a  large  soft  rubber  catheter 
which  has  been  gently  passed  through  the  sphincter.  The 
bowels  must  be  moved  with  the  patient  lying  on  the  side  in  Sims 
left  lateroprone  position.  A  kidne}^ -shaped  basin  can  be  pressed 
against  the  nates  to  receive  the  bowel  movement.  There  is 
no  doubt  but  what  it  requires  considerable  courage  in  a  patient 
to  undergo  the  above  outlined  regimen,  but  the  patient  who  is 
really  anxious  to  get  the  best  result,  and  who  has  the  efficient 
moral  support  of  her  doctor  and  nurse,  will  pass  through  the 
two  weeks  with  a  fair  degree  of  comfort.  At  first  most  patients 
will  beg  and  even  cry  for  solid  food,  and  it  reqmres  consider- 
able firmness  on  the  part  of  those  about  them  to  resist  their 
entreaties. 


DIFFICULTY   ENCOUNTERED   WITH    FETAL  ARMS   IN 
A  BREECH  LABOR.* 


BY 

FRANCIS  reder,  M.D.. 
St.  Louis. 


(With  one  illustration.) 


A  LABOR  in  which  the  breech  constitutes  the  presenting  part. 
may,  with  propriety,  be  considered  as  a  variety  of  manual 
labor,  although  such  labors  are  uniformly  placed  in  the  pre- 
ternatural class.  In  most  instances  the  woman  is  able  to  re- 
lieve herself,  the  exception  perhaps  being  a  first  child.  The 
risk  to  the  child  in  all  the  labors    whether  natural  or  artificial, 

*Read  at  the  nineteenth  annual  meeting  of  the  American  Association 
of  Obstetricians  and  Gynecologists,  Cincinnati,  September  20-22,  1906. 
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in  which  the  child's  body  is  first  delivered,  arises  from  the 
delay  in  the  deUvery  of  the  head  and  the  compression  of  the 
umbilical  cord.  For  this  reason,  such  labors  are  looked  upon 
as  hazardous.  The  number  of  still-bom  children  from  breech- 
labors  is  large  (30  per  cent.).  This  can,  to  some  extent,  be  ac- 
counted for  on  the  ground  that  breech  presentations,  being 
generally  classed  and  looked  upon  by  many  as  preternatural, 
impress  the  less  experienced  practitioner  with  the  idea  that 
such  cases  always  require  extrinsic  aid.  It  is  thus  by  ill-timed 
officiousness,  or  an  entire  ignorance  of  the  correct  rationale 
•of  such  cases,  that  the  earlier  stages  of  labor  have  been  dis- 
turbed. There  is  no  one  factor  that  so  largely  and  certainly 
contributes  to  divert  nature  from  her  proper  course  as  the 
belief  that  art  can  always  benefit  her.  It  seems  that  breech- 
labors  are  particularly  prone  to  invite  the  constant  employ- 
ment of  ill-directed  maneuvers  by  ignorant  accoucheurs  and 
midwives,  thereby  often  converting  a  simple  and  natural  case 
into  a  laborious  and  dangerous  one. 

I  may  be  permitted  to  relate  a  case  of  breech-labor,  where 
ever}^  indication  gave  the  assurance  of  a  speedy  and  happy 
termination. 

Mrs.  L.,  aged  28;  well  developed  and  in  excellent  health; 
married  two  years;  was  in  labor  with  her  first  child.  I  had 
examined  the  patient  in  the  seventh  month  of  her  pregnancy, 
"but  was  not  then  able  to  positively  determine  the  character 
of  the  presentation.  Subsequent  examinations,  however,  gave 
me  a  reasonable  assurance  that  the  breech  was  the  presenting 
part.  The  correctness  of  this  presentation  was  verified  when 
the  membranes  ruptured  during  labor.  The  position  of  the 
child  was  right-sacro-posterior,  the  right  ischium  correspond- 
ing to  the   right  acetabulum. 

The  nature  of  the  labor  was  normal,  and  had  my  attention 
not  been  called  to  the  severe  uterine  activity,  I  would  have 
felt  at  ease  with  its  progress.  As  it  was,  this  tempestuous  state 
kept  me  busy  in  my  efforts  to  retard  birth  by  holding  back  the 
body,  that  no  undue  delay  might  happen  with  the  head  at  the 
brim.  It  was  my  aim  to  maintain  as  good  a  degree  of  flexion 
of  the  head  as  was  possible.  No  interference  beyond  the  effort 
to  check  the  rapid  progress  and  the  freeing  of  the  cord,  which 
was  between  the  child's  eyes,  was  required.  As  the  breech 
•escaped    it    was   supported   and   carried   upward   to   the    axis 
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of^the  pelvis,  allowing  it  perfect  liberty  to  undergo  such  ro- 
tation as  the  mechanism  might  require.  In  this  case  the  ab- 
domen of  the  child  was  directed  forward.  During  the  descent 
ofjthe  body,  however,  it  turned,  so  that  the  belly  became  di- 
rected backward.  With  all  the  care  and  precautions  exercised 
during  this  labor,  I  found,  upon  introduction  of  my  hand  into 
the  vagina,  that  both  arms  were  stretched  upward,  with  the 
elbows  resting  upon  the  pelvic  brim.  The  head  was  extended 
and  uncomfortably  firm  at  the  superior  strait.  The  face  was 
looking  toward  the   left  sacroiliac  synchondrosis. 

iMy  success  in  bringing  down  the  elbows  below  the    brim, 
which  had  served  me  so  well  in  several  previous  cases,   en- 
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tirely  abandoned  me  here.  The  application  of  the  accepted 
methods  left  me  much  disappointed.  Traction,  rather  force- 
ful, upon  the  already  extended  head  in  the  hope  of  drawing  the 
elbow  into  the  pelvic  cavity  within  reach,  failed.  The  room 
affording  the  introduction  of  the  index  and  middle  fingers  of  the 
left  hand  over  the  back  of  the  child  to  the  shoulder  was  ample, 
especially  when  firm  pressure  was  made  upon  the  head  in  the 
suprapubic  region.  It  was,  however,  impossible,  in  the  crowded 
condition  on  the  superior  strait,  to  advance  the  fingers  so  that 
the  tips  might  reach  the  elbow.  Considerable  time  had  been 
consumed  in  the  hope  of  effecting  a  manipulation  whereby  the 
arm  could  be  brought  downward  in  the  vaginal  canal  without 
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accident.  During  this  time,  circulatory  changes  took  place, 
the  pulsations  in  the  cord,  our  best  evidence  as  to  the  necessity 
for  any  interference,  could  hardly  be  perceived.  My  anxiety 
for  the  safety  of  the  child  was  great,  and  unless  some  advance 
could  be  made,  death  would  result  in  a  short  time. 

In  my  next  attempt,  which  was  fraught  with  the  accident 
I  feared,  I  succeeded  in  bringing  down  the  left  arm.  To  ac- 
complish this,  I  introduced  index  and  middle  fingers  of  the 
left  hand  over  the  back  of  the  child,  and  locking  the  finger 
ends  over  the  shoulder,  with  the  palm  of  the  hand  pressed 
flat  against  the  tnmk,  I  forced  the  left  shoulder  downward  and 
as  much  toward  the  opposite  side  of  the  pelvis  as  was  possible. 
In  this  manner  I  succeeded  in  reaching  near  the  elbow,  and  by 
traction  liberating  the  arm.  The  force  that  was  exerted  frac- 
tured the  humerus  at  the  middle  third. 

Shoving  up  the  body  and  seizing  the  trunk  with  both  hands, 
and  by  rotation  expecting  to  accomplish  the  freeing  of  the  arm, 
was  a  manipulation  that  gave  me  little  advantage.  With  a 
uterus  firmly  contracted  over  the  child's  head,  making  rotation 
an  exceedingly  dangerous  procedure,  I  would,  under  existing 
circumstances,  rather  risk  breaking  the  child's  arm  in  its  lib- 
eration, than  have  recourse  to  rotation  with  its  dangerous 
sequelae  and  doubtful  advantages.  After  the  humerus  had 
been  broken,  the  bringing  down  of  the  arm  was  effected  without 
difficulty. 

The  most  critical  stage  of  labor  had  now  been  reached.  The 
pulsations  in  the  cord  had  ceased  and  the  right  arm  was  yet 
to  be  liberated.  After  an  unsuccessful  attempt  to  deliver 
the  right  arm,  it  became  imperative  that  labor  be  terminated 
without  further  delay.  I  was  wholly  unfamiliar  with  the 
practicability  of  applying  the  forceps  with  success  in  such 
cases,  yet  it  appeared  to  me  the  only  thing  to  do  under  the 
circumstances.  I  placed  the  patient  in  the  lithotomy  position, 
and  had  the  body  of  the  child  carried  over  the  mons  veneris,  as 
far  as  could  be  done  without  injury  to  its  neck,  and  supported 
there  by  an  assistant.  The  male  branch  of  the  forceps  was  then 
passed  to  the  left  side  of  the  pelvis  and  the  handle  depressed 
against  the  perineum.  The  female  blade  was  next  introduced 
and  made  to  correspond  with  its  fellow.  I  had  no  difficulty 
in  the  application  of  the  forceps,  nor  in  the  locking  of  the 
handles.     The  difficulty  I  encountered  was  in  the  application 
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of  the  tractive  force.  The  perineum  offered  a  great  liindrance, 
as  it  was  impossible  to  press  it  back  sufficiently  far  to  permit 
traction  in  the  axis  of  the  superior  strait.  To  overcome  this 
obstacle,  and  to  lessen  the  danger  of  severe  injury  to  the  ma- 
ternal parts  with  a  possible  tear  into  the  rectum,  I  incised, 
rather  extensively,  the  posterior  wall  and  introitus  of  the  vagina 
to  the  right  of  the  rectum.  With  this  additional  space  I'Vas 
able  to  deHver  the  head  and  right  arm  without  further  mishap. 
The  child  was  resuscitated  with  much  difficulty. 

In  deHvering  the  head  and  remaining  arm  by  the  appHcation 
of  the  forceps  I  fully  appreciated  the  gravity  of  the  procedure. 
To  apply  traction  upon  the  head  at  the  superior  strait  that  would 
tend  to  disengage  the  vertex  from  behind  the  pubes,  and  at  the 
same  instant  raise  the  'face  along  the  perineum  until  the  chin 
and  other  parts  of  the  face  would  successively  pass  through  the 
OS  externum,  proved  to  be  an  exceedingly  severe  task.*  One 
can  never  tell,  under  such  conditions,  that  a  forceps  will  securely 
grasp  the  head,  because  the  embrace  takes  place  more  in  the  per- 
pendicular diameter  of  the  child's  head,  instead  of  the  obHque, 
a  circumstance  of  great  consequence  to  the  success  of  the  opera- 
tion. Neither  does  the  locking  of  the  handles  without  difficulty 
give  absolute  assurance  that  the  forceps  will  not  slip,  for  the 
head  can  only  be  partially  embraced  in  this  position.  From 
these  considerations  only  one  inference  can  be  drawn,  and  that 
is  that  the  application  of  the  forceps  to  the  head  in  a  breech 
labor  is  an  emergency  procedure. 
4629  Cook  Avenge. 
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Meeting  of  November  13,  1906. 
The  President,  Brooks  H.  Wells,  M.D,,  in  the  Chair. 
Dr.  C.  G.  Child  presented  a  specimen  of 

TWIN    ectopic    PREGNAJSICY. 

Mrs.  A,  G.,  set.  35,  VI, -para  last  four  years  ago,  a  twin  birth, 
difficult,  but  followed  by  an  uneventful  convalescence.  No 
miscarriages.  Menstruation  began  at  thirteen  years;  always 
regular,  three  days  duration  and  of  small  amount.  Last  regular 
menstruation  on  May  20,  was  of  shorter  duration  than  usual, 
and  several  days  after  its  cessation  scant  and  irregular  hemor- 
rhages from  the  uterus  were  of  nearly  daily  occurrence,  until 
June  10,  when  severe  pain  of  spasmodic  character  suddenly 
developed  in  the  lower  abdomen  and  pelvis,  lasting  for  several 
days.  On  June  30  a  curettage  was  performed,  which  did  not 
relieve  to  any  extent  the  patient's  condition.  On  July  3,  at 
midnight,  a  sudden  attack  of  acute  abdominal  pain  developed 
accompanied  by  marked  symptoms  of  shock.  On  July  5,  at 
5  P.M.,  I  saw  the  patient  for  the  first  time.  She  presented  an 
extreme  degree  of  exsanguination  with  all  the  symptoms  of 
severe  internal  hemorrhage.  T.  100°,  P.  142,  R.  36,  with  a 
leucocyte  count  of  18,000.  The  abdomen  was  shghtly  dis- 
tended, tympanitic  on  the  right  side,  dull  on  the  left  from 
pelvic  brim  to  free  border  of  the  ribs.  The  uterus  was  enlarged, 
and  motion  much  restricted.  Examination  of  the  right  appen- 
dages was  negative,  and  the  left  were  found  enlarged  and  drawn 
up  out  of  the  pelvis.  Diagnosis,  ruptured  left  tubal  gestation. 
Operation  at  5:20  p.m.  Median-Hne  incision;  abdomen  and 
plvis  filled  with  fluid  and  clotted  blood.  Left  tube' ruptured 
in  two  places  and  bleeding  at  proximal  end,  one  fetus' attached 
by  umbilical  cord  to  distal  end  of  tube  and  a  second  fetus  lying 
free  on  the  infundibulo  pelvic  ligament.  Right  tube  chronic 
obliterative  salpingitis ;  both  ovaries  normal.  Left  tube,  with 
ovary,  removed.  Peritoneal  cavity  flushed  out  with  saline 
solution  and  one  liter  introduced  as  wound  was  closed.  Sub- 
sequent! infusion.  Exitus  twelve  hours  later,  T.  102®,  P.  170, 
R  40. 
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Dr.  Eugene  Boise,  of  Grand  Rapids,  Mich.,  read   (bv  in- 
vitation), a  paper  on 

THE    NATURE    OF    SHOCK.* 

Dr    George  E.  Brewer.— I  regard  it  a  privilege  to  be  here 
to-mght  and  hear  the  scholarly  paper  which  has  just  been  read 
and  m  which  Dr.  Boise  gives  a  critical  and  interesting  review  of 
the  present  theories  regarding  shock.     While  I  do  not  feel  in  a 
position  to  discuss  the  paper  on  account  of  absence  of  technical 
knowledge  of  the  physiological  processes  involved,  and  while  I 
have  not  performed  any  experimental  work,  at  the  same  time 
the  paper  seems  to  me  to  give  some  very  valuable  suggestions 
it  one  reviews  our  knowledge  of  shock  he  will  recognize^he  fact 
that  until   quite   recently   practically   nothing  was   known   re- 
garding  the    nature    of    shock.     The    condition,    however    has 
been   recognized   for  years,    and   even   centuries,    and   various 
methods  of  treatment  have  been  in  vogue.     Since  Goltz  tapped 
the  mesentery  of  a  frog  and  observed  the  greatlv  diminished 
output  of  blood  into  the  aorta,  many  have  instituted  experi- 
ments to  try  and  discover  the  essential  cause  of  shock      They 
discovered  many  years  ago,  that  an  important  factor  in  shock 
was  a  dimimshed  output  of  blood  into  the  arterial  system      This 
was   followed   by   the    observations   of   Eisemann'and    Fisher 
who  called  attention  to  the  fact    that  in  shock  there  was  aii 
engorgement  of  the  venous  system,  especially  in  the  splanchnic 
area      I  think  one   other  factor  has  not  been  emphasized  as 
much  as  it  should  m  the  consideration  of  the  theories  of  shock 
t.e.,  the  piston  action  of  the  diaphragm  in  sucking  the  blood 
from  the  veins  of  the  upper  and  lower  portions  of  the  body  and 
pounng  It  mechanically  into   the   right   auricle   of   the   heart 
Although  the  observations  of  Dr.  Boise  seem  to  us  ven^  logical* 
still   there    are    certain   conditions   which    Dr.    Crile    called   at- 
tentionto  which  should  not  be  lost  sight  of.     First,  he  observed 
that  stimulation  of  sensor\^  areas  was  accompanied  by  a  rise 
in  the  blood  pressure,  followed  bv  a  fall;   a  second  stimulation 
was  accompamed  by  a  slight  rise  and  followed  bv  a  greater 
tall;   and  finally,  when  the  stimulus  was  continued,  there  would 
be  no  rise,   but  a  depressed  condition,  untu   =t  constituted  a 
severe   or  even  fatal  shock.     This  strongly  suggests   that  the 
vasomotor  system  had  something  to  do  with  shock,  as  we  see 
it._    At  the  same  time  I  feel  that  more  work  must  be  done  on 
this  subject.     The  observations  and  experiments  of  Dr    Crile 
Dr     Howell    and    others    have    brought   forth    manv    practical 
and  important  points  regarding  the  treatment  of  shock      For- 
merly we   treated  shock  by  pouring  into  the   patient  cardiac 
stimulants;   but  Dr.  Crile  has  pointed  out  that  the  condition  of 
the  heart  itself  is  not  one  of  exhaustion,  because  when  we  give 
*  See  original  article,, page  i 
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the  heart  something  to  act  upon,  the  heart  muscle  would  act 
normally,  showing  conslusively  that  the  trouble  was  not  there. 
This  is  clearly  shown  when  we  introduce  into  the  veins  saline 
solution;  we  introduce  something  into  the  circulation  for 
the  heart  to  act  upon.  Those  experimenters  who  inqmre 
into  the  nature  of  shock,  it  seems  to  me,  have  brought  forth 
many  practical  results.  First,  they  have  demonstrated  the 
great  value  in  intravenous  injections;  secondly,  they  have 
found  that  the  ordinary  cardiac  stimulants  were  of  less  value; 
thirdly,  they  have  shown  that  the  use  of  adrenalin  is  ac- 
companied by  striking  results  in  many  cases,  particularly 
when  injected  into  the  venous  system  with  saline  solution. 
The  suggestion  has  been  made  regarding  the  ess'ential  cause  of 
shock,  that  it  is  due  to  a  continued  contraction  of  the  heart 
muscle  rather  than  any  breaking  down  of  the  vasomotor  mechan- 
ism; also  that  it  can  be  promptly  relieved  by  a  form  of  treat- 
ment different  from  what  has  been  tried,  and  these  are  very 
valuable  suggestions.  I  shall  certainly  await  with  interest 
further  experimentation  on  this  particular  subject. 

Dr.  J.  Riddle  Goffe. — I  really  do  not  feel  competent  ade- 
quately to  discuss  this  valuable  paper.  But  I  wish  to  say, 
that  when  Dr.  Boise  presented  his  theory  of  shock  five  years 
ago,  before  the  American  Gynecological  Society,  it  appealed 
to  me  strongly.  From  what  I  had  read  I  found  nothing  to  ex- 
plain the  condition  of  shock  so  satisfactorily  as  Dr.  Boise's 
presentation  of  it.  As  far  as  I  know,  it  is  absolutely  original 
with  him.  When  Dr.  Crile  appeared  before  this  society  three 
years  ago  and  read  his  paper  and  presented  his  apparatus  for 
applying  peripheral  pressure,  I  then,  in  the  discussion,  pre- 
sented this  theory  of  Dr.  Boise,  I  do  not  feel  that  Dr.  Crile  has 
answered,  satisfactorily,  the  argument  presented.  And  what 
he  would  say  if  he  were  present  to-night,  having  had  perhaps 
more  time  to  consider  the  matter  and  become  more  familiar 
with  it,  I  am  curious  to  know.  Dr.  Crile  is  a  good  observer. 
Regarding  the  phenomena  and  the  conditions  of  the  organs 
during  and  following  shock,  there  is  no  question.  These  are 
accepted  facts.  But  Dr.  Boise  has  taken  the  facts  as  presented 
by  Dr.  Crile,  and  by  his  interpretation  of  them  has  arrived  at 
an  entirely  contrary  conclusion,  viz.,  that  the  sympathetic  and 
special  nerve  centers,  instead  of  being  paralyzed,  are  in  a  state 
of  exalted  irritation  and  the  heart  and  arteries  powerfully  con- 
tracted. As  interpreted  by  Dr.  Boise,  his  theon,''  seems  to 
explain  the  phenomena  of  shock  most  satisfactorily,  viz.,  the 
livid  skin,  the  cold  perspiration,  the  involuntan^  movements 
of  the  bowels,  the  small  quick  pulse,  the  contracted  arteries,  and 
the  contracted  heart. 

Hitherto,  until  the  introduction  of  intravenous  infusion  of 
saline  solutions,  we  always  felt  that  the  sheet  anchor  against 
shock  was  morphine.     When  we  come  to  study  the  opinions 
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of  physiologists,  we  find  that  they  differ  in  regard  to  the 
effect  of  morphine;  some  claim  that  morphine  is  a  cardiac 
stimulant,  and  others  that  it  is  a  cardiac  sedative.  So  that  it  is 
difficult,  reasoning  back  from  therapeutic  effect  to  pathological 
conditions,  to  reach  any  definite  conclusions  from  the  therapeutic 
effects  of  morphine  as  to  whether  the  nerve  centers  were  par- 
alyzed   or   hyperirritated. 

Dr.  Brewer  has  emphasized  the  use  of  saHne  solution  and, 
so  far  as  I  know,  we  accept  its  use  as  being  the  most  efficient 
preventative  as  well  as  prompt  agent  for  the  reHef  of  the  con- 
dition of  shock  that  we  have  at  hand.  I  suppose  we  are  in- 
debted to  Dr.  Dawbam  for  the  practical  appHcation  of  saHne 
solutions  in  this  condition.  The  suggestions  that  Dr.  Boise 
has  given  us  in  the  use  of  veratrum  viride  are  certainly  of  value, 
and  it  seems  also  to  confirm  in  a  most  marked  way  his  theory 
of  the  condition  itself. 

Dr.  J.  E.  Janvrin. — I  should  like  to  ask  a  question.  The 
fact  that  saline  solution  has  been  used  a  great  deal  and  seems 
to  have  a  beneficial  effect  in  surgical  shock  makes  me  want  to 
have  some  one  explain  how  it  can  act  beneficially  when  the 
veins  are  overdistended  and  the  heart  unduly  contracted, 
I  cannot  see  the  physiology  of  it,  excepting  in  cases  in  which 
there  has  been  a  great  loss  of  blood  during  the  operation. 

Dr.  LeRoy  Broun. — I  feel  deeply  indebted  to  Dr.  Boise 
for  coming  on  here  and  giving  us  this  paper.  I  regard  it  as 
one  of  the  most  valuable  additions  to  the  literature  on  shock 
that  we  have  ever  had  presented.  When  Dr.  Crile  brought  out 
his  book  on  "Blood  Pressure  in  Surge r\", "  I  read  it  with  much 
enthusiasm  and  care.  So  enthusiastically  did  I  accept  the  de- 
ductions that  he  made  from  his  mass  of  splendid  experimental 
studies,  that  I  bought  for  the  hospital  one  of  his  rubber  suits 
for  the  purpose  of  carndng  out  his  teaching.  Unquestionably 
this  will  raise  a  decreasing  blood  pressure.  It  is,  however, 
clumsy  and  difficult  to  apply  in  abdominal  cases. 

The  practical  conclusions  Dr.  Crile  draws  towards  the  close  of 
bis  treatise  in  the  therapeutic  value  of  various  remedies  or- 
dinarily used  for  shock,  would  seem  to  bear  out  as  well  the  con- 
tention of  Dr.  Boise,  that  the  condition  is  one  of  cardiac  and 
arterial  spasm,  as  it  does,  Crile 's  own  conclusions,  that  the 
condition  is  one  of  vasomotor  exhaustion.  For  instance, 
Crile  states  that  in  extreme  shock,  digitalin  and  strychnia  are 
of  no  value,  in  fact,  distinctly  harmful.  This  would  be  as 
well  true  in  cardiac  and  arterial  spasm  as  in  vasomotor  ex- 
haustion. 

Again,  Crile  shows  that  morphine  naturally  lessens  the  shock 
attendant  upon  long  operations  under  ether  or  chloroform 
anesthesia.  This  established  fact  is  much  more  in  accord 
with  the  contention  of  cardiac  spasm  of  Dr.  Boise  than  that 
-of  vasomotor  exhaustion.     So,  in  the  words  of  a  former  speaker, 
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I  do  not  believe  that  the  last  word  has  been  said  upon  this 
subject.     Much  more  is  to  be  done  and  established. 

Concerning  the  use  of  intravenous  infusion  of  salt  solution, 
or  placing  it  under  the  tissues,  Crile  shows  that  this  is  only  of 
value  when  the  shock  is  associated  with  collapse  attendant  upon 
marked  loss  of  blood.  The  salt  solution  replaces  the  blood 
that  has  been  lost.  It  can  do  no  more ;  nor  can  it  exercise 
any  more  benefit.  A  continued  and  frequent  infusion  over- 
loads the  bloodvessels  and  causes  a  transudation  of  the  fluid 
into  the  tissues,  waterlogging  them.  The  main  value  of  the 
salt  solution  is  to  menace  the  activity  of  the  kidneys. 

Crile  finds  no  benefit  to  be  obtained  in  severe  shock  from 
any  means  other  than  adrenalin  and  external  pressure.  On 
account  of  the  uncertainty  of  the  action  of  adrenalin  (some 
dogs  dying  unexpectedly  under  its  use),  he  hesitates  to  advise 
its  use.  That  adrenalin  does  raise  the  blood  pressure,  even 
in  extreme  shock,  has  been  fully  demonstrated.  The  way 
in  which  this  was  done,  however,  I  did  not  know  until  Dr. 
Boise  explained  its  action  to-night.  The  explanation  of  its 
action  is  another  argument  in  favor  of  Dr.  Boise's  contention. 
He  states  that  the  drug,  contracting  the  coronary  arteries, 
causes  an  anemia  of  the  heart  muscle,  thus  relieving  the  spasm, 
and  permitting  the  blood  from  the  distended  veins  to  pass 
through  it. 

My  own  practice  has  been,  for  two  years,  to  use,  in  extreme 
shock,  morphine,  at  regular  and  frequent  intervals,  at  the 
same  time  using  external  pressure  upon  the  arms,  thighs 
and  legs.  This  is  done  by  Esmarch  bandages,  lightly  applied. 
I  use  hot  salt  solution  for  the  benefit  of  the  heart,  to  replace 
the  blood  lost  and  to  stimulate  the  kidneys;  but  not  without 
any  thought  that  it  will  act  favorably  upon  a  shock  due  to  the 
excessive  irritation  or  exhaustion,  as  it  may  be  of  the  nerve 
centers.     I  wish  again  to  thank  Dr.  Boise  for  his  paper. 

Dr.  R.  a.  Murray. — In  regard  to  the  use  of  adrenalin,  we 
know  that  it  is  a  very  efficient  agent  in  increasing  blood  pres- 
sure, and  a  powerful  one  in  the  treatment  of  asthma.  Here 
we  have  tonic  contractions  of  the  unstriped  muscular  fibers  of 
the  bronchioles,  accompanied  by  difficult  breathing.  Lately, 
quite  a  number  of  experimenters  have  used,  in  the  severer 
cases  of  asthma,  adrenalin,  with  an  immediate  effect  of  re- 
laxing this  spasm  of  the  bronchioles.  Since  the  heart  muscle 
is  of  the  same  character  as  that  of  the  bronchii,  adrenalin  should 
relax  that  muscle  as  well. 

The  reports  of  its  use  in  asthma,  and  also  in  cardiac  troubles, 
during  the  past  two  years  continue  to  be  very  flattering.  If, 
in  shock,  the  heart  is  in  tonic  s^'stolic  contraction,  as  Dr.  Boise 
states,  it  seems  logical  to  use  adrenalin  in  small  doses  to  relax 
this  tonic  contraction,  and  the  ventricles  filling  would  propel  the 
blood  to  the  system,  and  relieve  the  overdistended  veins,  thus 
restoring  the  circulation. 
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Dr.  George  Tucker  Harrison.— I  wish  to  add  a  few  re- 
marks, not  with  the  idea  Of  enhghtening  the  subject,  but  be- 
cause, in  discussing  such  an  important  subject,  it  is  well  for 
all  of    us  to  interchange  ideas. 

I  have  derived  a  great  deal  of  instruction  from  the  excellent 
paper  just  read,  and  it  has  given  me  many  subjects  for  future 
thought  and  study  I  have  always  had  the  view  enunciated 
by  Fischer,  Seabrook  and  others,  that  shock  was  a  paralysis  of 
the  vasomotor  centers  in  the  medulla  oblongata,  a  reflex  phenom- 
enon due  to  injury  of  the  sensory  nerves.  But  certainly,  as 
Dr.  Boise  has  explained,  the  experiments  of  Dr.  Crile  are  sus- 
ceptible of  another  explanation,  which  seems,  to  sav  the  least 
to  be  exceedingly  plausible. 

.    With  regard  to  the  value  of  saline  transfusion  and  infusion 
m  cases  of  shock,  it  is  my  opinion,  and  I  think  I  am  sustained 
by  the  opinions  of  many  surgeons,  it  is  of  great  value,  par- 
ticular y  when  the  shock  is  accompanied  by  great  loss  of  blood 
1  recollect  one  case  that  I  operated  upon  in  the  City  Hospital 
m   Rochester.     This  patient  had  a  myoma   of  the  uterus  'I' as 
large  a  one  as  I  ever  saw;    the  intestines  and  stomach  were 
adherent  to  it.     It  is  not  usual  to  have,  in  cases  of  myoma  of  the 
uterus,  such  extensive  adhesions  to  the  intestines  and  viscera 
as  m   ovanan   tumors;    but   I   never  saw  such  extensive   ad- 
hesions  as   presented   in   this    patient.     The    tumor  was   verv 
large  and  very  vascular    tremendously  so.     It  was  so  vascular 
that  when  I  removed  the  tumor  I  must  have  taken  away  a 
very  large  proportion  of  the  woman's  blood.     The  consequence 
was,  that  immediately  after  the  operation  we  had  to  deal  with 

fT  o°L  •'^T'^  T\'  °^  '^°^^  ^^^^  I  e^e^  saw.  When  closing 
the  abdominal  wall  the  assistant  said,  "We  might  as  well  stop 
the  woman  IS  dead."  One  of  my  assistants  was  all  the  time' 
using  injections  of  sahne  solution  into  the  breast.  I  finished 
the  operation  and  then  used  large  quantities  of  saHne  solution 
by  the  rectum,  and  this  woman  got  well.  In  this  case  I  think 
it  was  the  use  of  the  sahne  solution  that  saved  her  Hfe  Here 
I  could  explain  the  useful  effect  of  this  solution,  in  that  it  sup- 
phed  what  was  lost  by  hemorrhage 

Dr.  Andrew  FCuRRiER.-Before  Dr.  Boise  closes  the  dis- 
cussion I  should  hke   to  ask  him   to   tell  us  why  it  is  that  in 
cases    of    obstetnc    injury    the    effects    of    shock   seem    to  be 
more    severe  _    and    more    persistent   than   thev   are    in    other 
surgical  injunes  of    the    same  magnitude.     All'  have  observed 
m    cases  of  rupture     of    the     uterus,    or   severe    high    forceps 
operations,    or   severe    version    operations,   that    the   effect   of 
shock   is   exceedingly   prolonged    and,    in    many    cases,    fatal 
Inasmuch  as  experiments  seem  to  indicate  that  severe  iniuries 
ot_  whatever  nature  upon  the  uterus  have  Httle   effect  in   low- 
enng   the    blood    pressure,    they   are     not     in    harmony  with 
chnical  experience.  ^ 
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The  suggestions  made  regarding  the  use  of  veratrum 
viride  are  suggestive  and  interesting,  especially  as  obstetri- 
cians do  not  realize  that  in  the  condition  of  eclampsia  this 
drug,  above  all  others,  lessens  the  rapidity  of  the  heart's 
action  and  lowers  the  blood  pressure. 

Dr.  Herman  J.  Boldt.  When  Dr.  Boise  closes  the  dis- 
cussion I  should  like  him  to  give  us  the  differential  points 
between  shock  and  collapse.  Many  people  believe  that  shock 
exists,  when,  in  reality,  collapse  is  present. 

Dr.  Joseph  Brown  Cooke. — I  should  like  to  say  a  word  in 
regard  to  Dr.  Currier's  statement.  I  am  surprised  at  his  re- 
marks about  persistent  shock  following  high  forceps  and  version 
operations.  It  has  always  seemed  to  me  that  the  parturient 
woman  withstands  operations  of  that  kind  in  a  marvelous 
manner.  I  have  seen  a  great  number  of  such  cases  and  I  find 
that  these  women  stand  these  operations  with  great  fortitude, 
unless  they  become  septic  afterwards.  With  regard  to  rupture 
of  the  uterus,  that  is  another  thing,  because  this  opens  the  peri- 
toneal cavity,  and,  naturally,  causes  severe  shock  in  every  in- 
stance. 

Dr.  Ralph  Waldo. — I  did  not  think  that  I  would  discuss  this 
subject  to-night,  but  there  are  two  or  three  things  that  come 
to  me  after  listening  to  the  admirable  paper  just  read.  It 
seems  to  me  that  facts  bear  out  the  theory  that  has  been  placed 
before  us  to-night.  Those  of  us  who  have  had  occasion  to 
handle  a  large  number  of  patients  who  were  in  unquestionably 
severe  shock,  know  that  one  of  the  most  efficient  remedies  is 
nitrite  of  amyl;  this  agent  will  do  what  the  reader  of  the  paper 
suggested.  Again,  in  severe  and  prolonged  operations,  not 
where  much  blood  is  lost,  but  where  the  patient  has  been  sub- 
jected to  abdominal  irritation,  it  is  my  habit  to  discontinue  the 
use  of  the  ether,  or  to  continue  it  in  ver}^  small  q  antities,  and 
give  the  patient  a  hypodermic  injection  of  morphine.  This 
enables  them  to  come  out  with  less  shock.  More  recently 
I  have  performed  a  large  number  of  extensive  operations  per 
vaginam,  and  it  has  been  my  observation  that  we  can  do  lots 
of  work  there;  and  from  the  length  of  time,  and  similarity  of 
the  nature  of  the  operation,  there  is  less  shock  than  when  the 
abdominal  cavity  is  opened  from  above.  My  experience  has 
been  that  the  amount  of  shock  is  much  less.  It  seems  to  me 
that  these  few  observations  rather  give  support  to  the  theory 
which  has  been  presented  to  us  this  evening. 

Dr.  Dougal  Bissell. — I  can  recall  four  or  five  cases  in 
private  practice  of  collapse,  as  I  consider  them,  following  ob- 
stetric operations,  and  each  case  was  treated  differently.  The 
first  case  occurred  eight  or  ten  years  ago  and  was  one  that  ex- 
tremely unnerved  us,  because  it  occurred  in  the  family  of  the 
nicest  people.  A  consultation  was  called  for,  but  before  the  con- 
sultant   arrived    the    patient    recovered.     This     patient     was 
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treated  simply  by  intrauterine  hot  water  douches.  She  was 
thought  to  be  dead,  but  she  ralHed.  I  wondered  if  there  was 
anything  in  causing  a  contraction  of  the  uterus  and  emptying 
the  blood  into  the  general  circulation.  In  two  other  cases  I 
used  hot  enemata.  I  recall  another  case,  and  one  of  the  most 
eminent  of  our  profession  gave  this  case  up.  I  took  the  case 
and  threw  her  heels  over  my  shoulders  and  kept  her  in  this 
elevated  position  until  she  recovered.  This  case,  too,  was 
considered  to  be  practically  dead.  Now,  which  of  these  three 
methods  caused  the  patient's  recover}'  is  a  question. 

Collapsed  condition  after  high  forceps  operations  do  not 
occur  very  often,  and  I  do  not  consider  them  especially  danger- 
ous. 

Dr.  Florian  Krug. — I  should  like  to  ask  if  there  was  any 
severe  hemorrhage  in  these  cases. 

Dr.  Bissell. — No. 

Dr.  H.  N.  Vineberg. — I  should  like  to  emphasize  the  point 
Dr.  Boldt  brought  out,  that  there  is  a  great  difference  between 
real  shock,  a  condition  arising  after  severe  and  prolonged  op- 
erations, where  we  have  the  combined  effects  of  the  loss  of  blood, 
of  the  anesthesia,  and  other  conditions  which  go  along  with  the 
operation.  I  think  a  great  difficulty  arises  in  talking  of  shock 
in  not  having  a  proper  and  correct  definition.  Many  authorities 
on  shock  have  failed  to  give  us  a  good  definition  of  it.  Shock  is 
made  to  cover  a  great  many  things,  as,  for  instance,  loss  of 
blood  during  operations.  In  these  cases  salt  solutions  are  of 
particular  value.  In  my  own  experience  I  have  always  given 
saline  solutions  with  great  benefit  in  those  cases  where  I  have 
had  any  doubt  whether  the  patients  were  suffering  from  internal 
hemorrhage  or  shock.  But  in  real  true  shock  or  collapse  or 
exhaustion  from  prolonged  operations,  there  has  been  little  or 
no  effect.  In  some  cases  there  might  be  temporary  effect  from 
nitroglycerine.  In  some  cases  the  radial  pulse  cotdd  not  be 
felt;    after  nitroglycerine  the  pulse  could  be  perceived. 

Dr.  Boise,  in  closing,  said:  I  am  greatly  obliged  to  the 
gentlemen  for  their  discussion  of  my  paper.  The  use  of  saline 
solution  has  been  discussed  by  Dr.  Crile  in  his  essays  on  Siirgical 
Shock  and  Blood  Pressure  in  Surgery,  and  recommended  merely 
for  its  mechanical  effect.  As  Dr.  Crile  puts  it,  it  increases  the 
venous  pressure  by  increasing  the  volume  of  blood  and  thus 
aids  the  veins  to  unload  themselves  into  the  heart.  Dr.  Daw- 
barn  insisted,  when  he  presented  the  subject,  that  it  should  be 
given  at  a  high  temperature.  That  is  very  valuable,  but,  to  get 
its  ftdl  value,  it  should  be  given  intravenously,  as  it  thus  acts, 
not  merely  mechanically,  but  by  the  action  of  this  warm  solution 
on  the  contracted  heart  and  arteries,  they  become  more  or  less 
relaxed.  In  this  way,  saline  solution  is  most  valuable.  As 
mentioned  here  to-night,  it  is  of  especial  value  in  those  com- 
plicated by  hemorrhage. 
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It  is  rather  difficult  to  make  a  clear-cut  distinction  between 
collapse  and  shock,  because  loss  of  blood  often  attends  shock. 
The  acute  anemia  from  hemorrhage  renders  the  nerve  centers 
more  irritable  and  they  respond  more  readily  to  irritation  of 
sensory  nerves.  In  collapse  from  hemon^hage  there  is  the 
rapid  or  pulseless  condition;  but  the  condition  of  the  skin  is 
different.  If  it  is  uncomplicated  by  shock,  it  is  dry;  nor  is  it 
as  livid  as  in  shock.  In  shock  there  is  a  blueness  of  the  finger 
nails  and  lips  and  of  the  entire  surface,  because  of  the  general 
venous  congestion  or  stasis,  whereas  in  collapse  from  hemor- 
rhage or  exhaustion,  or  from  debilitating  discharges  (as  in 
cholera),  there  is  a  waxy  pallor  instead  of  the  livid  condition. 

As  to  Dr.  Crile's  pneumatic  suit,  it  is  simply  a  mechanical  af- 
fair, and  increases  venous  pressure  and  thus  forces  the  blood 
to  the  heart. 

With  regard  to  the  question  on  obstetrics,  I  cannot  say  very 
much.  It  had  not  occurred  to  me  that  shock  was  more  ob- 
stinate or  more  liable  to  occur  in  the  cases  mentioned.  I  have 
seen  it,  in  some  cases,  occurring  after  delivery,  but  this  per- 
sisted but  a  short  time,  and  I  think  was  from  vasomotor  ir- 
ritation. 

Dr.  J.  Riddle  Goffe. — I  would  like  to  make  a  motion  of 
thanks  to  Dr.  Boise.  The  doctor  has  presented,  not  only  a  very 
interesting  paper,  but  a  paper  which  is  most  scientific  and 
an  intrinsically  valuable  contribution  to  the  subject  of  shock. 
I,  therefore,  move  that  the  cordial  thanks  of  the  New  York 
Obstetrical  Society  be  extended  to  Dr.   Boise. 

Seconded  and  carried. 
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TRANSACTIONS   OF   THE 
OBSTETRICAL   SOCIETY   OF   LONDON. 


Meeting  of  November  7,  1906. 
The  President,  Dr.  Dakin,  in  the  Chair. 
A  short  communication  was  read  by  Mr.  Alban  Doran  on 

MYOMECTOMY    DURING    PREGNANCY    AND    LABOR    AT    TERM    IN    AN 
ELDERLY    PRIMIPARA,    WITH    NOTES    ON    SIMILAR    CASES. 

A  woman  ast.  35  underwent  myomectomy,  a  sessile  subserous 
fibroid  occupying  the  left  fornix,  being  removed.  The  operation 
was  performed  in  the  fourth  month  of  the  patient's  first  preg- 
nancy. The  patient  was  deHvered  at  term  of  a  living  child 
which  was  reared.  The  labor  was  rather  long,  owing  to  con- 
ditions not  associated  with  the  operation.  Reference  was 
made  to  some  other  cases  of  labor  in  elderly  primipara  after 
myomectomy,  reported  in  1906.  The  operation  did  not  appear 
to  prejudice  unfavorably  the  subsequent  course  of  the  preg- 
nancy nor  to  increase  the  perils  of  labor;  in  short,  elderly  primi- 
parag  bore  it  as  well  as  do  younger  subjects. 

The  President  asked  Mr.  Doran  what  the  indications  for 
operation  had  been  in  the  case  just  described. 

Dr.  Lewers  referred  to  a  case  in  which  he  had  performed 
myomectomy  at  the  fifth  month  of  pregnancy  for  a  subperi- 
toneal fibroid,  the  size  of  a  Tangerine  orange.  The  pregnancy 
was  not  interrupted,  and  the  patient  was  delivered  normally 
at  full  term.  He  had  operated  under  the  impression  that  the 
tumor  was  an  ovarian  dermoid. 

Mr.  Doran  in  his  reply,  observed  that  he  had  stated  in  his 
communication  the  reason  why  he  had  decided  to  operate. 
Ihe  diagnosis  was,  as  in  Dr.  Lewers 's  case,  not  quite  certain. 
He  did  not  approve  of  the  removal  during  pregnancv  of  fibroids 
ot  the  fundus,  or  of  any  part  of  the  uterus  above  the  pelvic 
bnm,  save  under  exceptional  circumstances. 

Dr.  Rivers  Pollock  read  a  paper  on 

EXTERNAL     VERSION,     ITS       PRESENT      POSITION     IN     OBSTETRICS, 

with  a  suggestion  of  a  new  method  of  performing  it. 

_    The  author  reviewed  the  present  position  of  the  operation 

m  ii^ngland,  America,   and  on  the   continent.     He   dealt  with 
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the  question  as  to  the  proper  time  for  performing  it,  and  he 
considered  in  detail  the  difficulties  to  be  overcome  in  order  to 
make  the  operation  more  generally  useful.  He  described  fundal 
external  version — the  way  to  perform  it,  and  its  advantages  and 
disadvantages  as  compared  with  bipolar  and  internal  version. 
The  essential  point,  according  to  Dr.  Pollock,  in  performing 
the  operation,  was  to  suspend  the  patient  by  the  feet  approxi- 
mately or  actually  in  the  vertical  position.  This  led  to  the 
disengagement  of  the  breech  from  the  pelvic  brim.  The  breech 
could  be  prevented  from  descending  again  by  pressure  of  the 
hand.  The  patient  could  then  be  placed  on  her  back,  and  the 
remainder  of  the  operation  completed  in  the  usual  way. 

Dr.  Champneys  said  that  all  would  be  glad  to  have  new 
methods  of  dislodging  the  fetus  from  the  pelvis  in  the  perform- 
ance of  external  version.  The  method,  adopted  with  success 
by  Dr.  Pollock,  seemed  to  him  to  require  some  explanation 
and  also  testing  against  other  methods.  As  regards  the  first, 
it  struck  him  that  the  position  of  the  legs  of  the  patient  was 
not  essential;  it  was  the  position  of  the  trunk,  and  especially 
of  the  pelvis,  that  mattered.  In  the  erect  position  the  brim  of 
the  pelvis  was  inclined  to  the  horizon  at  an  angle  of  some  sixty 
degrees.  In  the  inverted  position  it  would  be  still  inclined  at 
that  angle  to  the  horizon.  In  the  genupectoral  position,  how- 
ever, if  properly  arranged,  the  brim  of  the  pelvis  pointed  ver- 
tically downwards.  He  wanted  to  know,  under  these  circum- 
stances, why  the  inverted  position  (suspension  by  the  legs) 
was  superior  to  the  genupectoral  position.  In  the  second  place 
he  would  like  to  know  whether  it  was,  as  a  fact,  superior  to  that 
position. 

Dr.  Herman  asked  Dr.  Pollock  in  how  many  of  his  cases 
the  Trendelenburg  position  alone  had  not  been  enough,  and  he 
had  had  to  have  the  patients  raised  by  the  heels.  It  appeared 
to  him  that  in  the  Trendelenburg  position  the  long  axis  of  the 
uterus  was  horizontal;  and  therefore  he  should  not  have  ex- 
pected it  to  accomplish  what  Dr.  Pollock  wished  to  bring  about. 
Dr.  Herbert  Spencer  said  the  subject  of  external  cephalic 
version  of  breech  cases  had  interested  him  for  many  years. 
He  had  published  a  paper  on  the  subject  five  years  ago  in  the 
British  Medical  Journal,  in  which  he  recommended  the  oper- 
ation towards  the  end  of  pregnancy,  and  especially  at  seven 
and  a-half  months.  The  operation  at  that  period  was  usually- 
easy,  and  could  be  performed  sometimes  in  a  few  seconds, 
with  the  patient  in  the  dorsal  position.  After  this  date,  espe- 
cially in  primiparae,  the  operation  became  increasingly  difficult, 
and  was  usually  impossible  at  term  or  during  labor.  The 
raising  of  the  pelvis  certainly  seemed  from  the  remarkable 
series  of  cases  in  the  table  to  facilitate  the  operation  of  ex- 
ternal version,  but  Dr.  Spencer  noted  that  none  of  the  patients 
were  at  term,   and  he  asked  the  author  whether  he  believed 
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the  same  results  were  obtainable  at  term,  or  in  labor,  as  it 
was  then  that  the  real  difficulty  occurred.  Dr.  Spencer  did  not 
think  that  the  author's  method  could  be  said  to  be  altogether 
new.  Elevation  of  the  pelvis  and  legs,  and  cephaHc  version 
during  labor  were  recommended  by  Hippocrates,  and  in  the 
sixteenth  centur}^  shaking  or  rolling  movements  to  turn  the 
child  while  the  patient  was  in  this  position  were  recommended 
by  various  authorities. 

Dr.  Williamson  said  he  had  employed  the  method  in  a 
modified  form.  A  few  weeks  ago  he  saw  a  primipara  near  term, 
where  the  breech  was  presenting.  He  attempted  the  operation 
of  external  version  with  the  patient  in  the  dorsal  decubitus; 
the  attempt  failed  because  the  presenting  part  could  not  be 
dislodged  from  the  pelvis.  He  then  placed  the  patient  in  the 
Trendelenburg  position  over  the  back  of  a  chair.  In  this  posi- 
tion version  was  performed  easily.  Labor  ensued  a  fortnight 
later  and  the  child  presented  by  the  vertex. 

Dr.  Nepean  Longridge  said  he  had  performed  external 
version  in  numerous  breech  cases  in  primigravidae,  and  had 
employed  the  Trendelenburg  position  on  three  occasions.  In 
cases  where  the  hquor  amnii  had  drained  away,  he  asked  if  the 
position  advocated  by  Dr.  Pollock  would  not  allow  of  artificial 
liquor  amnii  being  poured  into  the  uterus  and  so  faciHtate  the 
version. 

Dr.  Pollock  replied,  and  said  that  he  had  tried  the  genu- 
pectoral  position  in  one  of  the  cases,  the  last  of  the  series,  as 
had  been  suggested  to  him  by  Dr.  Champneys,  but  the  lower  pole 
of  the  child  did  not,  in  that  attitude,  move  out  of  the  pelvis. 
Moreover,  it  was  most  difficult,  in  that  position,  to  get  at  the 
child  to  push  it  toward  the  fundus.  Dr.  Pollock  was  interested 
to  hear  how  old  was  the  method  of  shifting  the  mother's  attitude 
in  the  hope  of  changing  the  position  of  the  child.  In  the  fifteen 
cases  he  had  reported  there  was  no  tendency  for  the  child  to 
revert  to  a  breech  presentation. 
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A  Manual  of  Midwifery,  by  Thomas  Watts  Eden,   M.D., 
CM.,    Edinburgh,     F.R.C.P.,    London,     Assistant    Obstetric 
Physician  and  Lecturer  on  Practical  Midwifer}%  Charing  Cross 
Hospital;  Physician  to  Out-Patients,  Queen  Charlotte's  Lying- 
in  Hospital;  Physician  to  In-Patients,   Chelsea  Hospital  for 
Women;  Examiner   in    Midwifery  and    Diseases    of    Women 
at  the  Conjoint  Board  of  the  Royal  College  of  Physicians  and 
Surgeons;     late    Editor   of    the     Journal   of    Obstetrics    and 
Gynecology  of  the  British  Empire.    With  26  plates  and  233  illus- 
trations in  the  text.     London:  J.  &  A.  Churchill,  of  Great 
Marlborough  Street,   1906.     P.  Blakiston's  Son  &  Co.,  Pub- 
lishers,  1012  Walnut  Street,   Philadelphia.     Pp.   518.5 
The  object  of  the  author  has  beenHo[ provide  a  concise  manual 
of  obstetrics  without  omitting  anything  that  is  essential  either 
in   theory   or  in   practice.     He    has,   therefore,   excluded   such 
subjects  as  the  general  anatomy  of  the  pelvic  organs  and  mam- 
mary glands,  and  has  eliminated  unnecessary  discussion,  his- 
torical  references  and  procedures   of   doubtful   utility.     If   the 
anatomy  of  the  pelvic  organs  is  excluded  there  seems  to  be  no 
reason  why  the  author  did  not  eliminate  the  forty  pages  of 
embryology  and  anatomy  of  the  fetus  as  well.     Strictly  speaking, 
one  has  about  as  much  practical  value  as  the  other.     On  the 
whole,   however,  we  believe   the   author  has  accomplished  his 
intention  and  has  brought  forth  a  volume  of  much  value.      The 
contents  are  very  orthodox  in  character,  free  from  fads,  and  in 
most  respects  up  to  date.     Peter's  work  on  the  impregnation 
of  the  ovum  is  recognized;  the  recent  literature  of  chorio-epithe- 
lioma,  pathologically  and  clinically,  is  excellently  summarized; 
Hebotomy  is  described,  but  has  evidently  not  been  practised 
by  the  author;  the  Bossi  dilator  and  its  more  recent  modifications 
are  well  described  and  subjected  to  a  discerning  critique.     We 
miss,  however,  any  mention  of  the  Prochownick  diet  for  con- 
tracted  pelvis.    We    have    discovered   no   errors   in   the    work 
except  such  as  may  be  taken  from  the  purely  personal  view- 
point.    He   states  that  if  the   white   blood  count  in  a  case  of 
pelvic  exudate  is  25,000  and  there  is    a  high  eosinophile  count, 
the  presence  of  pus  is  probable.     Excluding  the  fact  that  it  is 
not  wise  to  depend  on  a  blood  count  for  the  presence  of  pus 
where  the  aspirating  syringe  is  far  more  certain,  this  dictum 
is  contrary  to  accepted  views,  which  say  that  the  eosinophile 
cells    usually   disappear  or  become    diminished   from   the   pe- 
ripheral circulation  in  the  presence  of  purulent  infection.     The 
illustrations  have  been  largely  taken  from  other  sources  and 
have   been  selected  with  excellent  judgment  *e.  m. 
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A  Text-book  of  the  Practice  of  Gynecology.     By  William 

Easterly  Ashton,    M.D.,    LL.D.,    Fellow  of  the   American 

Gynecological  Society,  Professor  of  Gynecology  in  the  Medico- 

Chirurgical  College  and  Gynecologist  to  the  Medico-Chirugical 

Hospital,  Philadelphia;  Formerly  Lecturer  on  Gynecology  at 

the  Jefferson  Medical  College,  Philadelphia,  etc.     With  1,057 

new  Hne    drawings   illustrating   the   text-book,   by  John   V. 

Altenger.     Third    Edition.     Revised    and    Enlarged.     Pp. 

1,097.     Philadelphia  and  London:  W.  B.  Saunders  Co.,  1906. 

In  December,  1905,  we  reviewed  the  first  edition  of  this  book, 

and  now,  only  thirteen  months  later,  the  third  edition  is  before 

us.     This  is  remarkable  as  showing  the  stress  and  hurn^  of  the 

times,  remarkable  as  an  example  of  exceptional  energy  on  the 

part  of  its  author,  for  it  is  a  real  revision,  and  remarkable  as 

showing  the  favor  with  which  the  book  has  been  received. 

It  was  inevitable  that  a  work  of  such  encyclopedic  scope 
should  show  some  errors  in  its  early  edition  and  should  need 
revision.  In  this  edition  the  metric  system  has  been  added 
and  appears  throughout  the  text  and  in  the  formulas.  Thirty- 
two  of  the  illustrations  have  been  redrawn,  eighty-two  new  ones 
added,  and  seventy-one  removed.  The  chapter  on  the  blood 
in  its  relation  to  surgery  has  been  thoroughly  revised  and 
especial  consideration  given  to  the  value  of  the  relative  per- 
centage of  polynuclear  cells  in  inflammatory^  and  suppurative 
lesions.  The  chapter  on  constipation  has  been  revised.  The 
treatment  of  vaginisums  has  been  ampHfied.  Recent  methods 
for  the  cure  of  cystocele  are  given.  The  operative  treatment 
for  chronic  retrodisplacements  has  been  rewritten.  The  chapter 
on  inversion  of  the  uterus  has  been  revised  and  additional  pro- 
cedures given  for  the  relief  of  chronic  cases.  A  section  has  been 
added  on  chorioepithehoma  of  the  uterus  and  on  passive  in- 
continence of  urine.  The  section  on  intestinal  anastomosis  has 
been  entirely  rewritten  and  simpler  devises  substituted  for 
the  compUcated  sutures  previously  employed. 

The  general  plan  and  scope  of  the  work  is  the  same  as  in  the 
first  edition;  it  takes  nothing  for  granted  in  describing  gyne- 
cologic disease  and  gives  directions  and  illustrations  so  explicit 
that  they  may  be  easity  and  intelligently  followed.  We  predict 
for  it  a  long  Hfe. 

A  Text-book  of  Obstetrics.     By  Barton  Cooke  Hirst,  M.D., 
Professor  of  Obstetrics  in  the    University  of   Pennsylvania. 
Gynecologist  to  the  Howard,  the  Orthopedic,  and  the  Phila- 
delphia   Hospitals.     Fifth    edition,     revised    and    enlarged, 
with    767    illustrations,    39    in    colors.     915    pages,    octavo. 
Philadelphia  and  London:  W.  B.  Saunders  Co.,  1906. 
It  is  a  pleasure  to  announce  the  appearance  of  the  fifth  edition 
of  Dr.  Hirst's  book.     Like  good  wine,  it  needs  no  bush.      The 
same   qualities  that  made  it  a  success  at  first  it  has  now  in 
greater  measure.     It  is  trustworthy,   readable,   practical,   and 
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polished.  The  most  important  revises  in  the  recent  edition 
are  those  relating  to  puerperal  infection  and  gestational  toxemia. 
The  general  arrangement  and  make-up  is  similar  to  preceding 
editions. 

Obstetrics  for  Nurses.     By  Joseph  B.  De  Lee,  A.M.,  M.D.. 
Professor    of    Obstetrics,    Northwestern    University    Medical 
School;    Obstetrician    to    Mercy,    Wesley,    Provident,    Cook 
County,    and   Chicago   Lying-in   Hospitals;   Lecturer   in   the 
Nurses'  Training    Schools    of    Same.     Second    Edition,    thor- 
oughly   revised    and    enlarged,     Philadelphia    and    London: 
W.  B.  Saunders  Company,  1906.     Pp.  510. 
Of   the    numerous   impressions    carried   back   by    the    many 
foreign  medical  visitors  that  have  come  to  our  shores  in  recent 
years,   none   have   been  so  profound  and  has  been  acclaimed 
with  such  enthusiasm  as  the  American  nurse.      It  is  safe   to 
say  that  nowhere  have  the  requirements  and  comforts  of  the 
sick  been  studied  with  such  detail  as  with  us.     This  can  be 
very  well  understood  after  a  study  of  this  book,  when  one  realizes 
how  much  our  obstetric  nurses  are  required  to  know. 

Very  commendably,  the  author  has  not  attempted  to  make 
trained  obstetricians  of  our  nurses  and  has  thus  eliminated 
detailed  discussion  of  the  various  fetal  positions,  diagnoses  of 
unusual  conditions,  difficult  methods  of  treatment  and  descrip- 
tions of  various  operative  methods.  He  always  assumes  that 
a  physician  is  in  charge,  and  the  points  where  the  nurse's  duties 
begin  and  end  are  defined  carefully.  On  the  other  hand,  in 
order  that  the  nurse  may  be  competent  in  emergencies,  the 
necessary  rules  of  procedure  in  such  instances  have  been  given. 
The  nurse  is  therefore  instructed  in  the  conduct  of  a  normal 
labor,  in  case  the  ph3^sician  has  not  yet  arrived.  An  excellent 
chapter  is  that  of  the  proper  preparation  of  the  patient  and 
room  for  all  the  obstetric  operations.  The  section  on  artificial 
infant  feeding  is  remarkably  clear.  The  differences  between 
hospital  and  home  nursing  are  discussed  in  a  separate  chapter, 
and  the  various  makeshifts  necessary  in  home  or  district  nursing 
are  indicated.  The  appendix  contains  a  dietary  and  a  glossary. 
The  book  is  printed  on  smooth,  glossy  paper  that  brings  out 
the  details  of  the  numerous  and  excellent  illustrations  very  well. 

E.  M. 

Practical  Text-book  of  Midwifery  for  Nurses.  Bv  Rob- 
ert Jardine,  M.D.,  Edinburgh;  M.R.C.S.,  Eng.,  F.  F.  P.  and 
S.,  Glasgow;  F.  R.  S.,  Edinburgh;  Professor  of  Midwifery  in 
St.  Mungo's  College,  Glasgow;  Senior  Physician  to  the  Glasgow 
Maternity  Hospital,  Glasgow;  Examiner  in  Midwifery  to  the 
Scottish  Conjoint  Board;  Formerly  Examiner  in  Midwifery  to 
the  University  of  Glasgow;  late  President  of  the  Glasgow 
Obstetrical  and  Gynecological  Society;  Author  of  Clinical 
Obstetrics.     With    fortv-nine    illustrations.     Third    Edition. 
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London:  Henry  Kimpton,  13  Furnival  Street,  Holborn,  E.  C. 
Glasgow:  40-42  University  Avenue,  1906.  W.  T,  Keener  & 
Co.,  Chicago.     Pp.  276. 

The  contents  of  this  work  are  based  on  a  series  of  lectures 
delivered  by  the  author  to  Glasgow  nurses.  With  the  exception 
of  a  few  expressions  peculiar  to  English  customs,  such  as  "the 
Higginson  sj^ringe,"  "carbolic  tow,"  "Soxhlet  apparatus," 
"Gamgee  tissue,"  "methylated  spirits,"  etc.,  the  book  may  be 
very  well  adapted  for  American  nurses.  The  author's  dscripe- 
tion  of  asepsis  and  antisepsis  is  very  complete,  but  the  large 
number  of  antiseptic  fluids  described  is  very  apt  to  confuse  the 
beginner.  In  particular,  the  use  of  carbolic  acid  in  obstetric 
practice,  we  believe,  should  be  abandoned.  The  illustrations  are 
mostly  wood  cuts,  in  some  instances  very  crude.  The  illustration 
on  page  118  representing  a  pelvic  examination  with  the  coat  slee- 
ves extending  to  the  wrist  should  be  eHminated  without  ceremony 
in  an^  obstetric  work.  The  style  is  easy  and  colloquial,  and 
there  is  no  reason  why  a  nurse  who  masters  the  contents  of  this 
book  should  not  prove  eminently  competent.  e.  m. 

A  Hand-book  for  Midwives  and  Maternity  Nurses.  By 
CoMYNs  Berkley,  B.A.,  M.B.,  B.C.,  Cantab.,  M.R.C.P. 
(London),  M.R.C.S.  (England),  Assistant  Obstetric  Physi- 
tion  to  the  Middlesex  Hospital  Medical  School;  Senior  Physi- 
cian to  Out-Patients  at  the  Chelsea  Hospital  for  Women; 
Examiner  in  Midwifery  to  the  Central  Midwife's  Board.  With 
fifty-eight  illustrations.  Chicago:  W.  T.  Keener  &  Co  ,  1006 
Pp.  283. 

The  book  is  very  simply  and  systematically  arranged.  The 
subject  is  discussed  under  the  six  main  headings  of  Anatomy, 
Pregnancy,  Labor,  Puerperium,  The  Infant,  and  House  Sanita- 
tion, Asepsis  and  Antisepsis.  Each  part  is  divided  into  the 
physiological  and  pathological  aspects;  the  necessary  sub- 
headings follow.  In  order  to  facihtate  memorizing,  cause, 
symptoms  and  physical  signs  are  tabulated  wherever  this  is 
possible.  The  book  is  very  compactly  written  and  the  respective 
provinces  of  the  midwife  or  nurse  and  the  physician  are,  on  the 
whole,_  well  defined.  Inasmuch  as  differential  diagnosis  may 
enter  into  the  province  of  the  midwife  we  are  surprised  that 
little  or  no  reference  is  made  to  this  topic.  We  have  noted 
no  errors  in  the  work  and  only  two  sins  of  omission :  there  is  no 
mention  of  extrauterine  pregnancy  or  of  Crede's  preventative 
method  for  ophthalmia  neonatoruni.  e.  m. 

A  CoMPEND  OF  Operative  Gyneology;  Based  on  Lectures 
in  the  Course  of  Operative  Gynecology  on  the  Cadaver  at 
the  New  York  Post-Graduate  Medical  School  and  Hospital, 
Delivered  by  W.  G.  Bainbridge,  M.D.,  Adjunct  Professor  of 
Operative  Gynecology  on  the  Cadaver,  New  York  Post- 
Graduate    Medical    School    and    Hospital;    Consulting    Gyne- 
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cologist  to  St.  Andrew's  Convalescent  Hospital,  New  York 
etc.  Compiled,  with  additional  notes,  in  collaboration  with 
Harold  D.  Meeker,  M.D.,  Instructor  in  Operative  Gynecology 
on  the  Cadaver,  New  York  Post-Graduate  Medical  School 
and  Hospital;  Assistant,  Department  of  Gynecology,  Van- 
derbilt  Clinic,  College  of  Physicians  and  Surgeons,  New  York. 
The  Grafton  Press,  New  York. 

Primarily  the  aim  of  this  book  has  been  to  serve  as  an  aid 
to  the  students  of  the  school  with  which  the  authors  are  con- 
nected, who  take  the  course  on  operative  gynecological  sur- 
gery on  the  cadaver.  As  such  it  undoubtedly  fulfills  its  function. 
In  a  limited  degree  the  book  may  also  serve  as  a  guide  to  such 
as  are  not  trained  in  routine  gynecological  technique.  The 
author  describes  only  the  more  frequently  practised  operations 
and  their  modifications.     There  are  no  illustrations.  e.  m. 

Medical  Record  Visiting  List  or  Physicians'  Diary  for  1907. 
New  Revised  Edition.  New  York:  WilHam  Wood  &  Com- 
pany. 

This  writing  Hst  appears  in  its  usual  attractive  and  useful 
garb  of  flexible  red  or  black  morocco  leather.  Besides  the  pages 
for  recording  professional  visits  it  contains  a  calendar,  tables  of 
weights,  measures,  and  dosage,  treatment  of  accidents  and  other 
useful  facts.  It  is  arranged  for  thirty  patients  a  week,  for  sixty 
patients  a  week,  and  for  ninety  patients  a  week;  can  be  had 
with  or  without  dates.  For  those  desiring  an  especially  elegant 
list,  genuine  seal  or  calf  skin  wallets  are  furnished  in  which  the 
lists  proper,  made  up  in  books  for  six  months  each,  can  be 
slipped.     Prices  range  from  $1.25  to  $4.00. 

Physician's  Visiting  List  for  1907.     Philadelphia:  P.  Blalds- 

ton's  Sons  &  Co.,  10 12  Walnut  Street. 

This  well-known  list  is  now  fift3"-six  years  of  age,  but  shows 
no  signs  of  decrepitude.  It  is  issued  for  twenty-five,  fifty, 
seventy-five  or  one  hundred  patients  a  week,  and  with  or  without 
dates.  It  is  complete  and  compact.  Its  dose  table  is  revised 
to  conform  with  the  Pharmacopoeia  of  1900.  Its  prices  range 
from  $1.00  to  $2.25. 

The  American  Illustrated  Medical  Dictionary.  A  New 
and  Complete  Dictionary  of  the  Terms  Used  in  Medicine, 
Surgery,  Dentistry,  Pharmacy,  Chemistry,  and  the  Kindred 
Branches,  With  Their  Pronunciation,  Derivation,  and  Defini- 
tion, Including  Much  Collateral  Information  of  an  Encyclo- 
pedic Character.  By  W.  A.  Newman  Dorland,  A.M.,  M.D., 
Assistant  Obstetrician  to  the  University  of  Pennsylvania 
Hospital;  Editor  of  the  American  Pocket  Medical  Dictionar}', 
Fellow  of  the  American  Academy  of  Medicine.  With  new 
and  elaborate  tables  of  arteries,  muscles,  nerves,  veins, 
bacteria,  ptomaines,  weights  and  measures,  eponymic  tables 
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of    diseases,    operations,    stains,    tests,    and   so    on.     Fourth 

Edition.     Revised  and  enlarged.     Philadelphia  and  London: 

W.  B.  Saunders  Co.,  1906. 

The  author  has  produced,  in  a  volume  of  convenient  size  and 
attractive  appearance,  an  up-to-date  medical  dictionary, 
which  has  been  popular  since  its  first  printing.  It  represents 
quite  fully  the  rapidly  increasing  vocabulary  of  medicine.  In 
this  edition  over  2,000  new  words  have  been  added.  Its  defin- 
itions are  in  general  excellent.  Its  spelling  may  in  some  in- 
stances be  criticised  and  is  not  uniform  enough  to  be  always 
held  as  authoritative.  In  general,  however,  the  work  merits  its 
popularity. 

Text-book  of  Histology.  By  Frederick  R.  Bailey,  A.M., 
M.D.,  Adjunct  Professor  of  Normal  Histology,  College  of 
Physicians  and  Surgeons,  Medical  Department,  Columbia 
University,  New  York  City.  Second  and  Revised  Edition. 
Pp.  497.  Profusely  illustrated.  New  York:  William  Wood 
&  Company,  1906. 

We  have  quite  recently  (December,  1904)  reviewed  the  first 
edition  of  the  text-book.  To  the  present  edition  the  same 
remarks  apply,  as  the  work  of  revision  has  consisted  chiefly 
in  the  correction  of  errors.  The  chapter  on  the  nervous  system 
still  occupies  an  important  portion  of  the  volume,  and  in  this 
chapter  most  of  the  changes  have  been  made.  The  excellent 
illustrations  of  the  former  edition  have  been  increased  in  number. 

A  Syllabus  of  Materia  Medica.  Compiled,byg,WARREN  Cole- 
man, M.D.,  Professor  of  CHnical  Medicine  and  Instructor  in 
Materia    Medica    and    Therapeutics    in    Cornell    University 
Medical    College;    Assistant    Visiting    Physician    to    Belle vue 
Hospital.     Third  Edition,  revised  to  conform  to  the  eighth 
decennial  revision  of  the  United  States  Pharmacopoeia.     New 
York:  William  Wood  &  Company,    1906.     Pp.   186. 
In  addition   to   the    adaptation   to   the   new  Pharmacopoeia, 
this  edition  differs  from  the  preceding  in  the  inclusion  of  all  the 
official  drugs.     On  the  other  hand,  all  unofficial  drugs  have  been 
excluded.     The  section  devoted  to  "Preparations"  in  previous 
additions  has  been  abolished  and  a  limited  number  of  official 
preparations  have  been  introduced  under  another  section.    This 
book  has  been  deservedly  popular  with  medical  students  for 
many  years.     It  affords  an  excellent  summary  of  materia  medica 
in  a  compact  and  handy  form.  e.  m 
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OBSTETRICS. 

Extrauterine  Pregnancy. — Charles  P.  Noble  (Penn.  Med.  Jour., 
Sept.)  has  operated  upon  ninety-one  cases  of  ectopic  pregnancy  in 
the  last  sixteen  years.  Of  these  eighty -nine  were  abdominal  sec- 
tions and  four  vaginal  sections ;  two  of  these  required  subsequent 
abdominal  sections.  In  this  series  one  tube  was  involved  as 
often  as  the  other.  In  twenty  cases  the  opposite  tube  showed 
evidences  of  inflammation.  He  believes  the  causes  of  ectopic 
pregnancy  are  mechanical,  due  either  to  infection  of  the  tube 
or  congenital  defects  or  to  mechanical  distortions.  Seven  of 
the  above  cited  cases  are  reported  as  unruptured,  fourteen  as 
ruptured,  and  seventy  as  tubal  abortions.  The  danger  of  hemor- 
rhage increases  in  the  ratio  that  the  point  of  rupture  approaches 
the  uterine  end  of  the  tube.  The  removal  of  the  tube  with  or 
without  the  ovary  by  abdominal  section  is  the  operation  in- 
dicated. When  rupture  has  occurred  immediate  operation  is 
demanded.  A  light  anesthetic,  rapidity  in  operation,  the 
ligation  and  removal  of  the  affected  part  and  of  the  larger 
masses  of  blood  clots  manually,  the  removal  of  a  portion  of 
the  free  blood  contained  in  the  abdomen  by  irrigation  with 
salt  solution  poured  into  the  abdomen  from  a  pitcher,  the 
dilution  of  the  remainder  by  leaving  the  abdomen  filled  with 
salt  solution,  and  the  rapid  closirre  of  the  abdomen  without 
drainage  are  the  procedures  which  will  give  the  patient  the  best 
chance.  A  correct  and  early  diagnosis  can  usually  be  made 
if  the  history  of  the  patient  is  carefully  elicited;  the  diagnosis 
depends  as  much  upon  the  history  as  upon  the  results  of  physical 
examination.  If  an  early  diagnosis  is  made,  the  patient  can 
be  operated  upon  while  still  in  good  condition,  with  the  result 
of  securing  a  high  percentage  of  recoveries. 

Pregnancy  Complicated  by  Ovarian  Cysts. — Charles  T.  Patton 
{Surg.  Gyn.  and  Obst.,  Sept.)  draws  the  following  conclusions 
from  the  study  of  over  300  cases.  Ovarian  cyst  is  not  an  un- 
common complication  of  pregnancy.  It  is  a  dangerous  com- 
plication; the  danger  varies  with  the  kind  of  treatment  insti- 
tuted for  its  relief.  Removal  of  the  cyst  by  laparotomy  before 
labor  yields  the  best  results  for  mother  and  child.  The  mortality 
of  this  operation  during  pregnancy  is  not  greater  than  in  the 
nonpregnant  state.  The  case  should  be  operated  as  soon  as 
the  diagnosis  is  made.  Dangerous  complications  are  more 
frequent  in  ovarian  cysts  with  pregnancy  than  when  pregnancy 
is  absent.  Ovarian  cysts  are  especially  dangerous  in  the  early 
puerperium.     Tapping  a  cyst  gives  only  temporary  relief,  is  not 
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curative,  and  is  a  dangerous  procedure.  It  should  only  be 
employed  in  those  cases  of  enormous  distention,  where  operation 
is  absolutely  refused.  If  not  removed  before  labor,  remove  as 
early  in  the  puerperium  as  possible. 

Treatment    of    Placenta  Praevia  by  Cesarean  Section. — A.   P. 

Condon  (Surg.  Gyn.  and  Obst.,  Sept.)  believes  that  in  placenta 
prcevia  centralis,  when  the  child  is  alive  and  viable,  the  pro- 
cedure indicated  is  Cesarean  section.  The  life  of  the  unborn 
babe  is  as  much  to  be  thought  of  as  that  of  the  mother.  The 
operation  of  Cesarean  section  can  be  done  more  quickly  than 
dilatation,  version,  and  extraction.  The  danger  of  a  ruptured 
uterus  and  uncontrollable  hemorrhage  can  be  better  overcome 
by  section.  An  obstetrician  should  not  attempt  a  version 
unless  he  is  capable  of  doing  a  Cesarean  section.  Vaginal 
Cesarean  section  should  not  be  done  on  account  of  the  great 
danger  of  hemorrhage. 

Lithopedion. — S.  C.  Beede  (Stirg.  Gyn.  and  Obst.,  Sept.) 
reports  the  removal  of  a  lithopedion  from  a  woman  50  years 
old.  She  gave  a  history  of  impregnation  dating  back  more 
than  nineteen  years.  The  history  establishes  the  existence  of 
pregnancy  in  the  latter  months  of  1886,  the  crisis  of  rupture 
of  the  ectopic  cyst  in  December,  the  rupture  probably  being 
into  the  folds  of  the  broad  ligament,  the  development  of  the 
fetus  in  this  situation,  its  death  after  five  or  six  months,  and 
false  labor  at  least  twelve  months  after  impregnation  on  Novem- 
ber I,  1887. 

Choice  of  Methods  for  Dilating  the  Gravid  Uterus. — Edward 
P.  Davis  (Surg.  Gyn.  and  Obst.,  Sept.)  advises  for  those  con- 
ditions which  arise  earty  in  pregnancy  and  necessitate  the 
emptying  of  the  uterus,  that  the  proced-ure  be  done  as  a  siu-gical 
operation,  under  anesthesia.  Dilate  by  graduated  metal 
bougies,  aided  by  broad  dilators  and  followed  by  curetting  and 
packing.  The  presence  of  albumen  in  considerable  quantities 
and  of  casts  in  the  urine,  with  symptoms  of  nephritis,  does 
not  indicate  a  rapid  emptying  of  the  uterus.  When,  however, 
there  is  altered  pulse  tension,  nervous  disttrrbances  of  toxemia, 
constipation,  and  evidences  of  disintegration  of  the  blood, 
the  uterus  should  be  emptied  as  soon  as  possible.  For  these 
cases  the  hand  is  the  instrument  of  choice  should  the  cervix 
prove  unmanageable  b}'  the  fingers.  Bossi's  dilator  one- 
half  or  two-thirds  its  full  capacity  during  thirty  to  forty- 
five  minutes  ma}'  be  employed.  In  acute  toxemia  with  threat- 
ened eclampsia,  he  believes  bags,  bougies,  and  abdominal 
Cesarean  section  are  contraindicated.  In  placenta  previa 
the  hand  is  far  superior  to  any  instrument;  Bossi's  dilator  is 
an  exceedingly  dangerous  instrument  in  this  condition.  In 
premature  separation  of  the  normally  implanted  placenta, 
immediate  delivery  is  demanded  and  Cesarean  section,  vaginal 
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or  abdominal,  is  demanded.  In  patients  with  cardiac  lesions, 
and  occasionally  phthisical  patients,  impending  death  demands 
immediate  delivery.  In  these  cases  vaginal  Cesarean  section, 
incision  of  the  cervix,  or  dilatation  by  the  fingers  may  be  chosen. 

Mitral  Stenosis  and  Pregnancy. — Herbert  French  and  H.  T. 
Hicks  (Jour.  Ohst.  and  Gyn.,  Sept.)  do  not  deny  that  pregnancy 
may  cause  serious  and  even  fatal  cardiac  failure  in  cases  of 
mitral  stenosis,  but  they  believe  that  the  danger  is  overesti- 
mated. They  have  analyzed  the  obstetric  histories  of  three 
hundred  women,  who  had  mitral  stenosis  with  or  with- 
out other  lesions.  They  conclude  that  comparatively  few 
cases  with  mitral  stenosis  are  sterile,  that  they  are  not  espe- 
cially liable  to  abort,  and  that  the  majorit}^  bear  children  well. 
When  heart  failure  develops  in  relation  to  pregnancy  it  is  very 
often  not  with  the  first  pregnane}^  but  after  several  pregnancies. 
The  treatment  should  be  the  same  as  for  a  nonpregnant  patient 
with  mitral  stenosis.  It  is  not  just  to  absolutely  negative 
marriage  in  all  women  with  mitral  stenosis.  She  should  not 
have  successive  children  rapidly.  If  she  has  survived  the  age 
of  twenty  with  good  cardiac  compensation  the  likelihood  that 
pregnancy  will  hasten  heart  failure  is  overestimated. 

Labor  Complicated  by  Organic  Heart  Disease. — Percy  Ingram 
and  C.  Nepean  Longbridge  (Jour.  Obsi.  and  Gyn.,  Sept.)  have 
collected  fifty  cases  of  labor  complicated  by  organic  heart  dis- 
ease. Four  of  the  cases  terminated  fatalh%  while  in  the  hos- 
pital two  were  primiparae  and  two  multiparas.  In  this  series 
there  were  19  primiparae  and  31  multiparas.  Among  the  primi- 
paras  there  was  an  infant  mortality  of  five,  while  the  multiparas 
had  the  same  number  of  deaths.  The  average  parity  of  the 
multiparas  was  five  apiece.  There  was  a  history  of  previous  mis- 
carriage in  only  six  instances.  Premature  labor  took  place  in 
five  primiparae  and  eleven  multiparas.  Cardiac  compensation 
before  labor  was  good  in  35  cases,  poor  in  8  and  bad  in  7.  Albu- 
men was  present  in  15  of  the  cases,  while  in  8  there  were  no 
notes.  Labor  took  place  without  assistance  in  1 1  primiparae 
and  22  multiparas. 

Premature  Separation  of  the  Placenta  from  Its  Normal  Posi- 
tion.— Wm.  R.  Nicholson  (Univ.  of  Perm.  Med.  Bu'.,  Sept.), 
in  considering  the  etiolog}'  of  premature  separation  of  the 
placenta  believes  there  is  little  doubt  that  all  cases  traced 
to  their  source  are  dependent  upon  a  lesion  existing  in  the 
decidua,  in  other  words,  a  basic  pathological  lesion  of  the  endo- 
metrium is  demanded,  excepting  the  instances  of  actual  fatal 
traumatism  to  the  mother.  There  are  two  symptoms  which, 
while  neither  are  diagnostic,  should  be  considered  suspicious 
whenever  met  with.  These  are  pain  and  bleeding  from  the 
genitalia  encountered  at  any  time  during  pregnancy.  It  is 
wrong  to  attach  great  importance  to  shock  as  a  means  of  diag- 
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nosis,  as  the  diagnosis  should  be  made  before  this  occurs. 
Another  sign  is  the  peculiar  and  rapid  enlargement  of  the  uterus, 
In  the  cases  of  complete  concealment,  pain  is  the  most  im- 
portant symptom.  The  pain  in  these  cases  is  described  as 
bursting  in  character,  or  as  severe  pain  with  a  feeling  of  great 
distention.  In  treating  these  cases  when  labor  is  in  progress, 
rupture  of  the  membranes  ma}'  be  strongly  indicated,  but  in  the 
absence  of  true  contractions  it  is  evidently  futile  to  depend 
upon  excitation  due  to  the  escape  of  the  liquor  amnii.  It  is 
to  be  remembered  that  the  intrauterine  pressure,  if  preserved, 
may  act  as  a  possible  means  of  reducing  bleeding.  The  tampon 
has  no  place  in  the  treatment  of  this  condition.  In  severe  cases 
in  the  presence  of  considerable  bleeding,  with  a  cervix  either 
dilated  by  the  presence  of  actual  labor  or  dilatable  the  indi- 
cations are  to  complete  the  dilatation  by  the  use  of  rubber  bags, 
the  dilator  of  Bossi,  or  by  manual  dilatation,  the  actual  delivery 
being  secured  by  forceps,  version,  or  craniotomy.  It  is  a  good 
rule  to  perform  craniotomy  upon  relatively  slight  indications 
in  these  cases.  In  cases  with  an  unobliterated  and  rigid  cervix 
with  grave  symptoms  it  is  best  to  dilate  by  the  method  of  Bossi 
until  a  diameter  of  6  cm.  is  attained  and  then  perform  vaginal 
Cesarean  section,  the  operation  of  version,  craniotomv,  or  forceps 
being  employed  as  indicated.  Under  unfavorable  circumstances 
it  might  be  found  advisable  to  perform  Cesarean  section  and 
deliver  at  once.  The  writer  reports  three  cases:  in  one  the 
cervix  was  dilated,  the  child  being  delivered  by  forceps;  in 
another  it  was  necessary  to  use  Bossi 's  instrument  after  which 
twins  were  removed;  both  these  cases  recovered.  In  the  other 
case  bags  were  used  to  dilate  the  cervix,  the  indications  not 
being  urgent  at  first ;  later  they  became  urgent  and  version  was 
tried  and  failed;  craniotomy  was  performed,  but  the  bodv  could 
not  be  delivered  until  the  fetal  abdomen  had  been  punctured, 
as  it  was  found  much  distended  by  fluid.  Fetus,  after  birth, 
was  found  grossly  deformed.  The  patient  died  shortlv  after 
labor. 

Hemorrhages  in  Pregnancy  Due  to  Changes  in  the  Decidua 
Reflexa.— W.  A.  Mendels  {Zent.  f.  Gyn.,  Oct.  20,  1906)  savs 
that,  according  to  most  authors,  the  decidua  reflexa,  after  the 
sixth  month,  gradually  becomes  thinner  and  thinner,  until  it 
disappears  entirely  and  leaves  the  decidua  vera  and  the  chorion 
in  direct  contact.  His  examination  of  a  large  number  of  pla- 
centas has  led  him  to  believe  that  this  is  not  always  the  case, 
but  that  a  small  portion  of  the  decidua  reflexa  persists  gen- 
erally between  the  chorion  and  the  decidua  vera.  During  the 
first  months  of  pregnancy  the  decidua  mav  also  disappear  and 
the  result  is  hemorrhage.  The  usual  causes  of  hemorrhage  are 
death  of  the  fetus,  formation  of  a  uterine  mole,  placenta  prsevia, 
polypoid  endometritis,  premature  detachment  of  the  placenta 
when  normally  located,  and  abortion.     In  case  of  hemorrhage 
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caused  by  anomaly  of  the  decidua  reflexa  there  are  no  other 
symptoms  of  abortion.  The  fetus  is  always  living,  the  hemor- 
rhage begins  early  in  the  pregnancy,  and  extreme  anemia 
results.  The  author  considers  that  such  severe  anemia  justifies 
the  interruption  of  pregnancy  artificially.  When  the  placenta 
is  examined  after  the  detachment  of  the  ovum  in  such  cases 
there  is  found  a  layer  of  fibrinous  coagulum  between  it  and  the 
uterine  wall,  and  the  hemorrhage  escapes  between  the  two. 

Treatment  of  Accidental  Hemorrhage. — Adam  H.  Wright 
{Brit.  Med.  Jour.,  Dec.)  believes  the  serious  condition  in  most 
cases  is  shock  from  traumatism,  and  not  collapse  from  loss  of 
blood.  When  this  is  true  the  most  urgent  requirement  is 
proper  treatment  for  such  shock,  and  not  emptying  the  uterus. 
In  a  large  proportion  of  cases  of  the  combined  internal  and  ex- 
ternal hemorrhages,  the  introduction  of  the  vaginal  plug,  with 
the  application  of  an  abdominal  binder,  appears  to  be  a  very 
safe  and  effectual  plan  of  treatment.  In  a  small  percentage  of 
cases,  especially  during  labor,  puncture  of  the  membranes  is 
beneficial.  Forcible  dilatation  of  a  rigid  cervix  is  never  jus- 
tifiable. The  best  operative  procedure  would  appear  to  be  some 
form  of  vaginal  section. 

Does  Danger  to  the  Sight  Caused  by  Pregnancy  Justify  Abor- 
tion or  Premature  Labor? — Th.  Germann  {St.  Petersburg  med. 
Woch.,  No.  36,  1906)  divides  e^^e  troubles  incident  to  pregnancy 
into  two  groups:  functional  disturbances  and  organic  changes 
in  the  eye,  and  their  results.  The  causes  are  changes  in  the 
blood  and  in  the  circulation.  The  absolute  quantity  of  the 
blood  is  increased  in  pregnancy  and  hence  it  becomes  more 
watery  and  poorer  in  red  blood  corpuscles,  albumin  and  salts; 
that  is  it  is  hydropic.  The  lessening  of  hemoglobin  may  amount 
to  as  much  as  eight  per  cent.  The  chloranemia  passes  away 
as  soon  as  labor  is  accomplished.  The  nourishment  of  the 
nervous  svstem  may  suffer  from  the  anemia.  Autointoxication 
is  another  factor  in  the  eye  symptoms.  The  slight,  functional 
defects  occur  in  the  first  half  of  pregnancy  and  the  prognosis 
is  good.  They  are  accommodation  defects,  muscular  paralysis, 
retinal  asthenopia,  light  flashes,  and  ocular  neuralgia.  The 
severe  conditions  come  on  in  the  second  half  of  pregnancy  or 
near  its  end.  They  are  disturbances  of  sight  van-ing  from 
slight  amblyopia  to  complete  amaurosis;  edema  of  the  optic 
nerve, retinitis  albuminurica,  hemorrhages  into  the  nerve,  retro- 
bulbar neuritis,  perineuritis,  choked  disc,  and  atrophic  changes 
in  the  nerve — most  of  these  conditions  being  the  result  of 
neuritis.  Embolism  and  metastasis  occur  in  the  ocular  region; 
iritis,  iridochoroiditis,  and  cyclitis.  These  latter  generally 
occur  in  the  puerperal  condition.  Severe  ulcerative  keratitis 
occurs  in  ven^  weak  and  anemic  women  during  pregnancy  and 
clears  up  only  with  the  termination  of  the  pregnancy,  and  the 
stopping  of  lactation.     There  is  no  doubt  among  accoucheurs 
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that  the  severer  forms  of  autointoxications  producing  eye 
diseases  justify  a  rapid  termination  of  pregnancy  by  artificial 
means,  but  the  author  beHeves  that  the  keratitis  that  has  been 
spoken  of  also  justifies  termination  of  labor,  since  it  ends  in 
blindness,  and  he  believes  that  a  seeing  mother  is  of  more  value 
than  a  living  child.  The  keratitis  begins  during  the  last  months 
of  pregnancy,  is  absolutely  unresponsive  to  treatment  until 
labor  is  over,  and  ends  in  ulceration  and  a  thick  leukoma  that 
leaves  only  perception  of  light,  or  a  phthisis  bulbi.  The  ulcer 
is  painless  and  remains  open  until  the  patient's  physical  con- 
dition can  be  improved  by  labor  or  by  stopping  lactation  if  that 
is  going  on.  The  ulceration  is  thoroughly  indolent  and  there  is 
very  little  injection.  The  author  describes  a  number  of  inter- 
esting cases.  His  conclusion  is  that  eye  complications  dan- 
gerous to  sight  justify  the  production  of  abortion  or  induction 
of  premature  labor,  with  the  object  of  saving  as  much  sight  as 
possible  to  the  mother.  After  such  an  eye  complication  has 
once  taken  place  the  danger  to  sight  increases  with  each  succeed- 
ing pregnancy.  These  complications  are  better  known  to  the 
oculist  than  to  the  family  physician,  hence  the  author  thinks 
it  very  important  that  the  general  practitioner  should  become 
acquainted  with  their  nature  and  the  indications  of  the  con- 
dition. 

Instrumental  Premature"  Lab  or  in  Practice. — 0.  Polano  (Munch, 
med.  Woch.,  Sept.  i8,  1906)  speaks  of  the  experience  of  the 
clinic  in  Wiirzburg  with  induction  of  labor.  Among  1,952  cases 
of  labor,  with  119  contracted  pelves,  there  have  been  18  cases 
of  induction  of  premature  labor.  He  gives  the  comparative 
value  of  the  three  methods,  bougies,  rupture  of  the  membranes, 
and  metreurysis.  The  sterilized  bougie,  introduced  between 
the  membranes  and  the  uterus  is  most  frequently  used,  but  it 
is  very  uncertain,  after  two  weeks'  trial  having  proved  useless. 
There  is  danger  of  infection  and  of  hemorrhage  from  separation 
of  the  placenta.  Rupture  of  the  membranes  is  sure  in  the  ma- 
jority of  cases,  but  fails  in  some.  It  is  relatively  slow,  taking 
from  seventy-seven  to  eighty  hours  to  produce  the  desired 
effect.  This  delay  is  hard  for  the  operator.  The  introduction 
of  an  inflated  rubber  balloon  between  the  membranes  and  the 
uterus  is  the  best  method,  according  to  the  author's  views. 
The  balloon  is  steriHzed,  introduced  with  forceps,  and  then  in- 
flated. In  the  Wiirtzburg  hospital  the  operation  is  done  only 
for  contracted  pelvis,  or  for  general  diseases  threatening  the 
life  of  the  mother.  In  order  to  obtain  natural  pains  quickly 
it  is  best  to  use  alternate  pressure  and  relaxation,  by  letting 
the  contents  of  the  bag  out.  When  the  balloon  is  forced  out 
the  mouth  of  the  uterus  may  reclose,  or  there  may  be  an  entire 
failure  of  contractions.  After  any  one  of  these  methods  the 
uterus  will  usually  expel  the  child  without  assistance,  after  the 
membranes    have    been    ruptured.     The    author    believes    that 
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the  last  method  is  far  better  than  those  in  which  the  patient 
must  He  for  hours  and  days  waiting  for  deHver}\ 

Twin  Pregnancies. — Cyrille  Jeannin  {La  Presse  Med.,  Sept. 
26  and  Oct.  10,  1906)  says  that  there  are  many  variations  to 
the  envelopes  in  twin  pregnancies,  which  give  a  clue  to  the  sort 
of  impregnation  w^hich  produced  the  twin  ova.  Either  each 
ovan^  has  furnished  an  ovum  or  one  ovary  has  furnished  two 
ovules.  In  biovarian  twins  each  ovum  is  entirely  distinct 
and  has  a  separate  placenta  and  membranes.  This  explains 
the  occurrence  of  twins  in  a  uterus  didelphus.  In  monovarian 
twins  there  may  be  two  separate  ovules  from  two  separate 
Graafian  follicles,  or  two  from  one  follicle.  If  there  are  two 
Graafian  follicles  involved  there  will  be  a  separate  placenta 
for  each  child,  and  each  is  enveloped  by  three  membranes. 
But  if  one  follicle  produces  two  ova  the  separation  may  be 
perfect  at  first,  and  later  some  layers  may  be  absorbed,  there 
being  still  two  distinct  placentas.  In  biovarian  and  monovarian 
bifollicular  twins  the  two  ova  are  impregnated  by  different 
spermatozoa  at  different  periods,  and  labor  may  come  on  for 
one  child  and  be  delayed  for  the  other.  For  this  sort  of  super- 
fetation  it  is  necessary'  that  there  should  be  a  route  open  through 
the  uterus  for  the  second  spermatozoon  and  an  ovisac  must 
mature  during  pregnancy.  If  pregnancy  is  unifollicular  there 
may  be  one  ovisac  with  two  o\niles.  In  the  first  case  the 
discus  proligerus  contains  two  ovules  fecundated  simultaneously 
by  two  spermatozoa.  They  become  fixed  in  a  single  fold  of 
the  mucous  membrane,  and  there  is  a  single  placenta,  each 
fetus  having  his  own  amnion  and  chorion,  there  being  four 
layers  of  membrane  between  the  fetuses.  There  is  a  common 
decidua.  The  circulation  of  each  fetus  is  entirely  distinct.  In 
uniovular  twins  both  are  derived  from  one  ovule.  This  form 
is  quite  rare.  There  is  a  single  placenta  and  there  is  no  separa- 
tion between  the  areas  for  the  two  children.  There  are  two 
amnions,  but  one  chorion  and  one  decidua.  There  are  but  two 
layers  between  the  children,  the  two  amnions.  There  are  many 
anastomoses  between  the  vessels  derived  from  the  placenta  and 
the  cords  are  inserted  at  the  opposite  edges  of  the  placenta. 
The  two  children  are  always  of  the  same  sex.  One  may  de- 
velop poorly  and  the  other  well.  The  ovule  may  have  been 
fecundated  by  two  spermatozoa,  or  by  one  with  two  nuclear 
masses.  These  pregnancies  occur  in  very  young  or  ven*  old 
women,  and  in  alcoholic  subjects.  The  rarest  form  is  that  of 
monamniotic  twins.  There  are  two  fetuses  in  a  single  amniotic 
sac.  In  triple  pregnancy  two  fetuses  may  have  one  amnion 
and  the  third  a  separate  amnion.  As  each  fetus  should  be  de- 
veloped in  its  own  amnion  this  form  is  true  monstrosity  of 
pregnancy.  It  results  from  a  perturbation  of  development  of 
the  fetal  annexa  in  the  first  days  of  intrauterine  life.  According 
to  some  there  are  at  first  two  amnions,  and  later  the  lavers 
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become  absorbed.  According  to  others  it  is  due  to  faulty 
closure  of  the  ovum.  The  placenta  is  single,  there  are  a  single 
decidua,  a  single  chorion,  and  a  single  amnion,  and  the  fetuses 
are  not  separated  but  lie  in  the  same  sac;  they  are  always  of  the 
same  sex.  There  are  many  vascular  anastomoses,  and  the 
cords  are  inserted  near  together.  The  prognosis  for  the  infant 
is  bad;  the  labor  is  generally  premature,  or  abortion  occurs. 
Accidents  are  frequent,  twisting  or  prolapse  of  the  cords,  or 
there  are  congenital  malformations.  In  eleven  per  cent,  of 
such  pregnancies  one  fetus  is  a  monster. 

Retention  of  the  Membranes. — Paul  Rissmann  {Monatsschr.  f. 
Geb.  u.  Gyn.,  Nov.,  1906)  tells  us  that  on  account  of  the  danger 
of  sepsis,  the  prolongation  of  the  puerperal  period,  the  late 
involution  of  the  uterus,  and  the  danger  of  hemorrhage  which 
ma}^  be  caused  by  retention  it  is  always  necessar}'  to  see  that 
the  secundines  are  removed  after  labor.  They  may  be  removed 
frequenth'  by  firm  pressure  on  the  uterus.  When  twenty-four 
hours  have  elapsed  after  the  birth,  if  the  membranes  have  not 
been  entirely  removed  this  should  be  done  instrument  ally. 
When  a  portion  of  the  membranes  is  left  behind  the  lochia 
becomes  fetid,  fever  may  ensue,  and  true  sepsis  set  in.  The 
involution  is  then  much  slower  and  less  perfect  than  in  normally 
delivered  cases.  Retention  of  the  membranes  has  in  some  cases 
produced  severe  hemorrhages.  That  physician  who  does  the 
best  for  his  patient  is  the  one  who  removes  such  fragments  at 
once,  without  waiting  for  nature  to  take  care  of  them.  The 
uterus  may  be  massaged  until  contraction  is  good,  and  then 
pressure  kept  up  by  a  sand-bag  or  ice-bag  for  from  six  to  twenty- 
four  hours.  When  energetic  rubbing  will  not  detach  the  frag- 
ments they  must  be  removed  with  instruments.  Retention  is 
less  frequent  when  the  third  stage  of  labor  is  allowed  to 
be  prolonged.  When  Crede's  method  is  used  it  is  apt  to 
occur. 

Vaginal  Cesarean  Section  for  Eclampsia. — John  F.  Moran 
(Amer.  Med.,  Nov.)  reports  two  cases  of  vaginal  Cesarean  section 
for  eclampsia,  both  of  w^hich  recovered.  In  cases  calling  for 
operative  interference,  in  which  the  cervical  canal  is  intact, 
vaginal  Cesarean  section  is  indicated.  This  operation  fulfils  all 
indications  of  accouchement  forc6  and  has  the  additional  ad- 
vantage of  not  being  restricted  by  the  limitations  of  the 
other  methods. 

Ligation  of  the  Pelvic  Veins  in  the  Pyemic  Form  of  Puerperal 
Fever. — Georg  Friedmann  (Munch.  Med.  Woch.,  Sept.  11,  1906) 
recalls  the  two  methods  of  treating  puerperal  fever:  destroying 
the  cause  of  the  poisoning  by  silver,  or  serums,  and  the  surgical 
means  which  are  curettement  in  septic  endometritis,  and  total 
extirpation.  When  thrombi  form  the  ligation  of  the  pelvic 
veins  is  the  best  treatment.     The  spermatic  vein  and  the  hypo- 
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gastric  veins  are  both  at  fault,  and  all  four  must,  in  the  worst 
cases,  be  ligated,  causing  severe  edema  of  the  external  genitals. 
The  septic  condition  attacks  not  only  the  inner  surface  of  the 
veins,  but  affects  the  connective  tissue  surrounding  them. 
Ligation  of  the  veins  prevents  peritonitis,  metastases,  endocar- 
ditis and  pulmonary  embolism.  The  author  details  a  successful 
case,  in  which  the  patient's  condition  was  very  serious  at  the 
time  of  operation.  The  general  condition  was  very  bad  and 
there  were  extensive  bed  sores.  Laparotomy  was  performed 
and  both  veins  on  the  right  side  were  ligated,  only  the  spermatic 
on  the  left.     A  good  recover}'  was  made. 

Uterine  Myomata  Complicating  Pregnancy. — E.  E.  Mont- 
gomery (Jour.  Am.  M.  A.,  Dec.)  gives  the  conditions  which 
justify  interference  during  gestation,  as  follows:  (i)  Persistent 
and  more  or  less  continuous  pain  over  the  abdomen;  (2)  such 
rapid  growth  of  the  combined  tumors  and  uterus  that  life  is  in 
danger  from  pressure  on  vital  organs;  (3)  such  a  situation  of 
the  growth  as  will  make  it  a  positive  obstruction  on  the  com- 
pletion of  pregnancy;  (4)  indications,  hemorrhagic  and  other- 
wise, that  abortion  or  premature  labor  is  impending.  Hyster- 
ectomy either  complete  or  partial  affords  the  best  chances  to 
the  mother,  but  as  it  absolutely  dooms  the  other  life  and  pre- 
cludes all  hope  for  offsprings,  it  should  be  accepted  only  where 
there  is  no  hope  for  the  continuance  of  pregnancy,  or  where 
alternative  measures  are  contraindicated.  Prior  to  the  fifth 
month  the  existence  of  pregnancy  does  not  form  a  bar  to  nuclea- 
tion  of  growths;  on  the  contran,',  the  distinction  of  the  pregnant 
uterus  renders  the  demarcation  of  the  gro\\i:h  more  distinct 
and  its  enucleation  more  readily  accomplished.  The  manipula- 
tion of  the  uterus  required  for  the  removal  of  the  growth  and 
repair  of  the  wound  does  not  seem  to  increase  the  tendency 
to  expulsion  of  the  uterine  contents.  Operation  does  not  un- 
favorably influence  subsequent  parturition. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Use  of  the  Pessary. — H.  A.  Slocum  (A\  Y.  Med.  Jour.,  Sept.) 
advocates  the  use  of  the  pessary  in  all  cases  of  uncomplicated 
retroversion  when  the  uterus  can  be  brought  forward,  especially 
in  young  women  and  in  cases  of  recent  origin.  It  may  also  be 
used  temporarily  before  or  after  operation  as  in  cases  requiring 
a  preliminary  curettage  or  other  treatment,  also  in  cases  of 
subinvolution.  With  an  anteverted  uterus  the  pessary  will 
retain  the  uterus  in  place  while  treatment  is  applied  to  reduce 
the  organ.  After  hysteropexy  a  pessary  may  be  used  tem- 
porarily to  retain  a  heavy  uterus  in  place.  After  childbirth, 
in  cases  predisposed  to  retroversion,  a  pessary  inserted  from 
the  seventh  to  foiu-teenth  day  will  often  give  ver}'  satisfactory 
results.     Lastlv,  it  mav  be  used  to  cure  sterilitv. 
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laparotomy  for  diseases  of  the  adnexa,  fibroids,  carcinoma,  and 
many  less  severe  operations.  The  action  of  the  scopolamin 
takes  place  before  the  lumbar  puncture  is  made.  There  may  be 
unrest,  even  hallucinations,  thirst  and  dilatation  of  the  pupils, 
but  none  of  them  in  a  very  marked  degree,  so  that  the  author 
feels  that  he  has  seen  no  bad  results  of  the  use  of  these  drugs. 
The  patient  is  in  better  condition  after  operation  than  with 
ether  anesthesia.  In  very  fat  women  the  injections  are  con- 
traindicated  on  account  of  the  difficulty  of  making  the 
puncture. 

Injections  of  Hydrogen  Peroxide  and  Colloidal  Silver  or  Per- 
manganate of  Potash. — H.  Futh  {Zent.  f.  Gyn.,  Sept.  i,  1906) 
says  that  colloidal  silver  acts  as  a  katalysator  and  in  contact 
with  hydrogen  peroxide  causes  the  evolution  of  much  free  oxygen, 
without  itself  being  changed.  Permanganate  of  potash  with 
hydrogen  peroxide  has  the  same  effect.  The  author  recom- 
mends the  use  of  injections  of  the  two  solutions  from  different 
vessels  with  a  double  catheter,  so  that  they  become  mixed  when 
they  reach  the  diseased  area,  and  a  large  amount  of  free  oxygen 
is  evolved.  Such  treatment  results  in  immediate  deodoriza- 
tion  of  the  foulest  surface  or  cavity. 

Symptoms  of  Cancer  of  the  Uterus. — John  G.  Clark  {Jour. 
Am.  Med.  Ass'n.,  Dec.  8)  gives  the  suggestive  signs  which  should 
be  investigated  by  an  exhaustive  examination  in  any  woman 
between  22  years  and  the  climacteric  period  as  follows:  (i) 
Any  deviation  of  the  menstrual  discharge  in  the  way  of  an  ex- 
cess or  an  intermenstrual  discharge — (a)  A  mere  show  after 
slight  exertion,  defecation  or  coitus;  (b)  increasing  length 
of  the  period,  even  if  only  one  day.  (2)  An  exacerbation  in 
amount  or  change  in  character  of  the  discharge  in  a  woman 
who  may  have  had  a  simple  leucorrhea  for  months  or  years.  Of 
these  changes  a  free  aqueous,  acrid,  or  blood-tinged  discharge 
is  especially  portentous.  (3)  A  leucorrheal  discharge  in  a 
patient  who  has  never  had  it  before.  (4)  Ever}'  atypical  dis- 
charge in  a  woman  after  the  menopause.  These  cases  are 
especially  liable  to  cancer  and  should,  if  possible,  be  even  more 
exhaustively  examined.  (5)  Pelvis  pain  of  more  than  a  few 
days'  duration  should  always  be  an  urgent  reason  for  exami- 
nation. 

Operative  Treatment  of  Cancer. — Emil  Ries  {Jour.  Am. 
Med.  Ass'n.,  Dec.  8)  believes  good  results  from  operation  de- 
pend on  early  diagnosis,  extensive  operations,  and  the  pre- 
vention of  contamination.  Examination  before  the  abdomen 
is  opened  is  utterly  unable  to  reveal  the  condition  of  the  glands. 
The  size  and  hardness  of  the  glands  prove  nothing  as  to  their 
invasion  bv  cancer,  one  way  or  the  other.  Glands  can  be 
invaded  whether  the  broad  ligaments  are  cancerous  or  not. 
Glands  of  one  side  can  be  invaded  while  the  broad  ligament 
of  the  same  side  is  free,  and  the  broad  ligament  of  the  other 
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is  cancerous.  The  size  of  the  primary  growth  in  the  uterus  is 
without  any  correlation  to  the  glandular  involvement.  Can- 
cerous glands  can  remain  quiescent  for  a  long  time  and  then 
give  rise  to  recurrence.  The  following  points  should  help  us  in 
deciding  the  type  of  operation:  Even.'  cancer  not  completely 
removed  kills.  The  more  we  follow  up  cancer  along  its  ir- 
regular and  incalculable  course,  the  greater  the  chance  of  re- 
moving it  all.  It  is  worth  while  to  risk  a  severe  operation  when 
the  alternative  is  a  lingering  and  disgusting  disease. 

Prof.  Alfons  von  Rosthorn  {Jour.  Am.  Med.  Ass'n.,  Dec.  8) 
finds  the  abdominal  operation  the  most  rational  for  the  treat- 
ment of  carcinoma  of  the  cervix.  The  glands  are  involved 
early  and  should  be  removed  in  all  cases.  It  is  our  duty  to 
operate  on  cases  of  recurrence  which  have  not  advanced  too 
far.  On  this  account  alone  it  is  important  to  examine  all  cases 
at  frequent  intervals  after  operation. 

Trypsin  for  the  Cure  of  Cancer. — ^William  J.  Morton  {Med. 
Rec,  Dec.  8)  reports  two  cases  of  facial  cancer,  which  have 
apparently  been  cured  by  the  use  of  tr\^psin.  A  remarkable 
process  of  retrogression  by  degeneration  and  atrophy  of  a  car- 
cinomatous breast  gland  to  final  and  curative  obliteration,  has 
been  microscopically  demonstrated  in  one  of  his  cases.  In 
29  cases  amelioration  in  the  progress  of  the  disease  has  been 
observed.  In  four  cases  it  was  demonstrated  that  the  in- 
jections produced  local  reaction  in  the  tumor,  indicated  by 
swelling,  heat,  pain,  or  increased  discharge.  In  five  the  in- 
jections produced  rigors,  fever,  pain  in  the  back,  sense  of  weak- 
ness, and  drowsiness;  these  symptoms  were  of  short  duration. 
In  two  cases,  enlarged  glands  rapidly  diminished  in  size  under 
tn^psin  treatment.  Rigors  and  increased  temperature  follow- 
ing within  a  few  hours  of  the  injections  are  an  encouraging 
sign,  since  they  indicate  that  the  cancer  has  been  attacked  by 
the  trA'psin.  Trypsin  has  a  decided  effect  in  reducing  cancer 
cachexia,  and  improving  the  general  health.  In  two  cases 
of  severe  cancer  of  the  uterus,  the  disease  was  brought  to  a 
halt,  temporarily,  at  least.  The  writer  believes  that  large 
doses  should  be  used,  from  twenty  to  thirty  minims  daily,  for 
from  four  to  six  weeks,  and  then  resort  to  amylopsin.  Dr. 
Morton  believes  this  treatment  should  be  given  further  trial; 
but  he  reserves  an  opinion  until  he  can  speak  from  a  larger 
experience. 

Etiology  of  Cancer. — ^Wm.  H.  Dieffenbach  {Med.  Rec,  Dec. 
8)  finds  that  neoplasms  are  due  to  interference  with  normal 
cell  production,  induced  by  trauma,  pressure,  severe  inflam- 
mation, or  constant  irritation.  These  interfere  with  the  proper 
action  of  the  trophic  nerves  supplying  the  part,  and  invite 
abnormal  cell  growth.  The  bacterial  and  parasitic  theories  as 
to  the  origin  of  cancer  he  believes  to  be  unfounded.     He    be- 
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lieves   all   traumatism    should   be    looked    after   carefully    and 
without   delay. 

Fibromata  in  Uteri  of  Defective  Conformation. — Andrea 
Boni  (Arch.  Ital.  di  Gin.,  July  31,  1906)  reviews  59  cases  of 
fibroids,  which  he  finds  in  literature,  one  of  them  observed 
by  himself.  He  finds  that  fibroids  in  uteri  of  defective  con- 
formation occur  most  often  in  a  uterus  bicornis  unicollis,  be- 
cause this  is  the  most  frequent  anomaly.  They  are  most 
frequent  in  the  septum  between  the  two  divisions,  rare  in  the 
cervix.  They  are  not  often  of  large  size.  The  symptoms 
do  not  differ  from  those  of  fibromyoma  in  any  other  uterus, 
and  in  many  cases  the  diagnosis  of  anomaly  of  the  uterus  is 
not  made  until  operation  takes  place,  unless  there  is  some 
abnormality  of  the  external  genitals,  or  the  vagina.  In  the 
author's  case  there  were  a  double  vagina ,  single  cervix,  and  double 
fundus.  Both  fundi  were  affected  b}"  separate  fibromata, 
that  on  the  left  being  a  large  ovoidal  tumor,  covered  only 
by  the  peritoneum.  On  the  right  the  fundus  showed  two 
tumors.  The  right  tube  was  changed  into  a  cyst  communi- 
cating with  an  ovarian  cyst  of  the  right  ovary.  The  right  uterus 
was  smaller  than  normal,  while  that  of  the  left  side  was  large. 
The  left  tube  and  ovary  were  enlarged.  The  diagnosis  of  the 
anomaly  was  not  made  until  the  operation  took  place.  There 
was  a  peritoneal  ligament  which  led  from  the  rectum  to  the 
bladder,  inserted  at  the  point  of  union  of  the  two  fundi.  The 
question  of  the  cause  of  this  anomaly  must  be  left  in  abeyance 
in  most  cases,  asserting  only  that  it  is  some  unknown  force 
that  prevents  the  union  of  the  two  ducts  of  Miiller  in  early 
intrauterine  life 

Primary  and  Remote  Results  of  the  Modern  Myoma  Op- 
erations.— O.  Sarwey  {Arch.  f.  Gyn.,  Vol.  79,  2d  part)  gives 
the  results  obtained  in  360  cases  operated  on  at  the  clinic  at 
Tiibingen  for  uterine  myomata,  to  which  he  adds  70  from  pri- 
vate practice,  making  430  cases  in  all.  In  198  cases  the  myoma 
was  extirpated  by  the  vaginal  route;  in  178  cases  total  extir- 
pation was  done.  There  were  232  abdominal  operations,  with 
149  total  extirpations,  and  62  supravaginal  amputations.  There 
were  41  consecutive  operations.  Four  weeks  after  the  op- 
eration the  patient  was  well  in  413  cases.  There  were  17  deaths, 
ten  of  them  in  complicated  cases.  Degeneration,  in  some  form, 
had  taken  place  in  57  cases.  In  four  of  the  conservative  op- 
erations there  was  a  recurrence  of  myomata.  The  author 
draws  the  following  conclusions  from  his  experiences:  The 
mortality  of  the  modern  operation  is  from  four  to  five  per  cent. ; 
that  of  the  vaginal  is  higher  than  that  of  the  ventral  operation. 
Complicated  cases  are  much  more  dangerous  to  life  than  simple 
ones,  and  the  harmless  cases  of  myoma  are  rare.  The  ces- 
sation of  growth  and  shrinking  after  the  menopause  are  in- 
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frequent,  and  in  elderly  women  degeneration  generally  takes 
place.  The  best  results  are  obtained  when  the  ovaries  are  re- 
moved with  the  tumor  by  total  extirpation.  When  the  ovaries 
are  left  behmd,  secondary  swelling  and  changes  in  them  are 
apt  to  take  place.  The  conservative  operation  is  open  to  the 
objections  of  a  possible  return  of  the  growth,  and  rupture 
at  the  pomt  of  enucleation.  The  radical  operation  should  be 
done,  except  in  cases  in  which  there  is  a  great  desire  for  preg- 
nancy. Long  palliative  treatment  of  myomata  is  not  iusti- 
nable.  -^ 

Myomata  of  the  Pelvic  Connective  Tissue.— K.  Hugel  {Zent. 
f.  Gyn.,  Oct.  20,  1906)  describes  three  cases  of  myoma  of  the 
pelvic  connective  tissues  observed  by  him,  two  of  which   were 
diagnosticated  as  myoma  of  the  uterus,  while  the  location  of 
the   third   was   discovered  before   the   operation.     The   author 
states  that  these  growths  are  not  exceedingly  rare,  and  that 
any  small,   hard  growth  of  the   pelvic  region  should  be  sus- 
pected   of    being    such.     The    retroperitoneal    location    of    the 
tumor  can  be   diagnosticated  by  palpation;    all  parts   of  the 
pelvic  entrance  and  the  location  of  the  great  vessels  can  be 
palpated    through    the    vagina.     Myomata    of   the    connective 
tissue,  which  arise  from  the  small  pelvis  are  movable  and  may  be 
confused  with  ovarian  myomata.     Myomata  of  the  abdominal 
walls    may    be    of   mixed  structure,    that  is,  rhabdomyomata, 
while  those  of  the  pelvic  connective  tissues  are  leiomyomata! 
Transplantation    of   Human    Ovaries.— H.     Cramer    (Munch, 
med.  Woch.,  Sept.   25,   1906)  says    that  experiments  on  trans- 
plantation of  the  ovaries  in  the  lower  animals  have  given  some 
encouragement  to  work  in  this  line  in  the  human  race.     In 
guinea  pigs,  in  which  the  ovaries  of  the  same  animal  had  been 
transplanted,    the    ovaries    became    attached    and    performed 
their   functions   without    atrophy   for   some    months.     In   two 
cases   of  Knauer's,   after  resection  of  the  adnexa,   a  piece   of 
normal  ovary  was  implanted  in  the  tube.    Pregnancy  occurred 
m  these  cases  after  some  months,   showing  that  the   ovarian 
substance  had,  to  all  appearances,  undertaken  normal  growth. 
Other  authors  have  transplanted  ovaries  into  other  portions 
of  the  pelvic  organs,  as  the  uterus  and  broad  ligament,  without 
success.     The     author  transplanted  the    ovaries   from   women 
suffering  from  osteomalacia,  but  in  whom  the  ovaries  were  in 
normal  condition,  into  patients  in  whom  there  was  atrophy  of 
the  ovaries.     The  ovaries  were  kept  in  warm  normal  salt  solu- 
tion until  they  were  ready  to  be  implanted.     In  the  first  case 
there  was  atrophy  of  uterus  and  ovaries  in  a  woman  23  years 
of  age,  with  amenorrhea,  for  a  year  or  more.     The  two  patients 
were  operated  on    simultaneously.     The    atrophied   ovsltv  was 
split  and  the  normal  ovary  of    the  osteomalacic  patient  placed 
m  the  cleft  and  sewed  in,  so  that  it  was  enclosed  by  the  cortical 
substance  of  the  atrophied  ovary.     Healing  was  perfect.     The 
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patient  menstruated  normally  twice,  with  tenderness  of  the 
breasts  and  colostrum  in  the  glands.  Eight  weeks  after  op- 
eration the  uterus  had  grown  from  two  and  one-half  centimeters 
to  seven  centimeters  in  length.  The  next  menstrual  period 
was  absent  and  one  month  later  an  abortion  took  place  at 
about  six  weeks.  In  the  second  case  the  transplanted  ovary- 
underwent  atrophy  and  disappeared. 

Relations  of  Tetanus  to  the  Female  Genital  Organs. — E. 
Gross  {Munch,  med.  Woch.,  Aug.  14,  1906)  tells  us  that  preg- 
nancy, labor,  and  the  puerperium  are  sometimes  complicated 
with  tetanus,  in  such  a  way  that  the  convulsions  appear  to  be  a 
reflex  effect  of  the  uterine  contractions.  These  cases  are  some- 
what uncommon.  In  them,  whenever  contraction  of  the  uterus 
takes  place,  the  tetanic  spasms  are  excited,  and  when  con- 
traction ceases,  they  also  cease.  This  effect  is  sometimes  seen 
at  the  menstrual  period  in  so-called  chronic  tetanus.  In  cases  of 
tetanus  with  pregnancy,  the  experience  may  be  repeated  at  the 
next  pregnancy.  Pregnancy  seems  to  predispose  to  tetanic 
spasm,  or  else  these  are  cases  of  chronic  tetanus,  in  which 
pregnancy  has  taken  place.  Tetanus  generally  occurs  in  the 
last  half  of  pregnancy,  when  uterine  contractions  have  begun. 
In  lactation  tetanus  is  sometimes  provoked  b}*  the  uterine 
contractions  that  accompany  suckling.  Weaning  the  child 
puts  an  end  to  the  disease.  In  a  patient  seen  by  the  author, 
tetanus  occurred  in  a  verv^  anemic,  strumous  subject,  after 
the  early  interruption  of  a  pregnancy,  and  again  the  following 
year,  after  septic  endometritis  without  pregnancy.  The  spasms 
were  the  reflex  result  of  the  uterine  contractions.  According 
to  most  observers,  the  pregnancy  is  only  the  determining  cause 
of  the  outbreak  in  a  person  already  affected  by  tetanus. 

Ovarian  Conditions  in  Osteomalacia. — Lajos  Goth  (Monat- 
sschr.  f.  Geh.  u.  Gyn.,  Oct.,  1906)  calls  attention  to  the  pre- 
vailing opinion  that  osteomalacia  is  benefited  by  removal  of  the 
ovaries,  without  any  exact  knowledge  of  the  manner  in  which 
this  procedure  effects  its  good  results.  It  is  believed  that  this 
disease  is  due  to  a  change  in  the  internal  secretion  of  the  ovaries. 
Yet,  there  are  cases  that  go  on  becoming  worse  after  castration. 
An  endeavor  has  been  made  to  discover  the  anatomical  changes 
that  occur  in  the  ovaries  in  osteomalacia.  Several  observers 
have  found  h^-aline  changes  existing  in  the  blood-vessel  walls, 
in  the  cortex  and  medullar}'  region  of  the  gland,  and  in  the 
connective  tissue  framework.  Still  this  form  of  degeneration 
exists  in  other  diseases  of  the  genital  organs,  as  in  uterine 
fibroids,  and  angiodystrophies  of  the  ovaries.  The  author 
describes  a  case  of  deformed  pelvis  of  the  osteomalacic  type 
occurring  in  a  woman  who  had  never  been  able  to  walk  on  ac- 
count of  a  severe  form  of  club  foot.  In  her  fourth  confinement, 
the  pelvis  had  become  so  deformed  that  the  child  could  be 
delivered  only  after  perforation,  and  then  in  a  macerated  con- 
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dition.  The  mother  died  soon  after.  She  was  very  badly 
nourished,  had  lordosis,  osteomalacic  deformity  of  the  thorax, 
chronic  lumbar  myelitis,  cystitis,  pyelonephritis,  and  chronic 
dysentery.  The  left  side  of  the  pelvis  was  much  contracted,  and 
the  promontory  so  much  pushed  forward  that  the  head  could 
not  be  delivered.  A  careful  examination  of  the  ovaries  was 
made.  The  follicles  were  few  in  number  in  the  cortex,  and 
there  was  follicular  atresia.  The  arterial  walls  were  thick- 
ened, and  showed  hyaline  degeneration.  There  was  also 
hyaline  alteration  in  the  connective  tissue  about  the  vessels, 
and  in  that  of  the  cortical  stroma,  in  the  old  corpora  fibrosa, 
and  in  the  follicles.  At  the  same  time  such  degeneration  is 
by  no  means  peculiar  to  osteomalacia.  Some  believe  that  this 
hyaline  degeneration  is  only  a  secondar}^^  phenomenon,  which 
occurs  in  other  forms  of  bone  alteration.  That  we  cannot 
draw  any  deductions,  as  yet,  from  the  facts  that  have  been 
ascertained  as  to  the  true  causation  of  osteomalacia,  is  the 
conclusion  of  the  author. 

Kraurosis  Vulvae. — M.  F.  Jayle  (La  Presse  Med.,  Sept.  19, 
1906)  tells  us  that  kraurosis  vulvae  is  an  affection  of  the  vulva 
characterized  by  progressive,  sclerotic  atrophy  of  the  muco- 
cutaneous coverings  of  the  vulva,  with  a  disappearance  of  the 
labia  minora,  small  size  of  the  labia  majora,  atrophy  of  the 
clitoris,  retraction  of  the  vestibular  and  hymeneal  region,  and 
stenosis  of  the  vaginal  orifice.  It  should  be  distinguished  from 
leukoplakia  of  these  regions,  which  is  confined  to  the  skin  and 
may  or  may  not  exist  with  kraurosis,  consisting  in  the  develop- 
ment of  white  patches  on  the  mucocutaneous  surfaces.  Elrau- 
rosis  is  essentially  a  lesion  of  the  derma,  while  leukoplakia  in- 
volves the  epidermis  alone.  There  is  an  absence  of  specific 
anatomical  lesions  in  kraurosis  vulvae.  Retraction  of  the  skin 
of  this  region  is  not  rare,  and  takes  place  under  the  most  different 
circumstances.  We  may  have  stenosis  of  the  vaginal  orifice 
combined  with  prolapsus  uteri.  It  is  therefore  a  clinical  syn- 
drome arising  from  different  causes,  not  a  morbid  entity.  There 
are  several  varieties.  In  the  white  form  there  is  a  pale  color 
of  the  retracted  labia  majora,  retraction  of  the  posterior  com- 
missure, atrophy  of  clitoris  and  glans,  and  disappearance  of  the 
labia  minora.  Symptoms  are  priu-itus  and  painful  tightness 
of  the  skin.  There  is  a  chronic  inflammation  of  the  epidermis 
and  subepidermal  tissues.  This  variety  may  be  of  syphilitic 
origin.  The  surface  of  the  vulva  may  be  red  instead  of  white, 
there  being  an  abnormal  development  of  the  superficial  vessels, 
accompanied  by  intense  congestion  and  suppuration  of  the 
follicles  of  the  vestibule  and  orifice  of  the  vagina.  It  may  also 
occirr  as  a  senile  atrophy,  or  a  post -operative  sequela,  especially 
after  castration.  Kraurosis  occurs  under  many  different 
circumstances  and  its  pathology  is  by  no  means  clear. 
The  acute  inflammatorv  conditions  are  not  associated  with  it. 
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Syphilis  and  castration  are  the  most  frequent  causes.  The 
author  beHeves  that  castration  has  an  influence  of  a  reflex 
natiire  caused  by  the  absence  of  the  ovar}^  Kraurosis  may 
occur  in  females  in  whom  there  is  atrophy  of  the  ovaries.  Krau- 
rosis is  in  a  considerable  number  of  cases  complicated  with  cancer, 
though  we  cannot  say  just  what  is  its  relation  to  that  disease. 
Treatment  often  involves  that  of  an  accompanying  metritis. 
It  consists  of  the  use  of  soothing  washes,  alkaline  diuretics,  and 
bladder  washing  when  the  urine  is  irritating,  and  cauteriza- 
tion of  the  inflamed  points  with  strong  permanganate  of  potash 
solution.  This  should  be  passed  into  the  crypts  of  the  glands 
with  a  small  stylet.  When  there  is  dyspareunia  removal  of  the 
sclerosed  tissues  may  be  necessary. 

Anomaly  of  the  Entrance  of  the  Vagina. — Leonardo  Tran- 
chida  {II  Policlinico,  Oct.,  1906)  says  that  complete  or  incom- 
plete atresia  of  the  vagina  may  be  either  congenital  or  acquired. 
When  congenital  it  is  the  result  of  an  anomal}^  of  development, 
or  a  pathological  condition  existing  in  intrauterine  life.  The 
period  at  which  this  is  liable  to  take  place  is  from  the  eighth 
to  the  twelfth  week  of  intrauterine  life.  At  the  end  of  this 
period  the  septum  which  separates  the  two  sides  of  the  genital 
canal,  formed  by  the  union  of  the  two  ducts  of  Miiller,  has  en- 
tirely disappeared.  Acquired  atresia  may  be  the  result  of 
local  pathological  processes  or  infections  of  the  infant  or  adiilt, 
such  as  typhoid,  diphtheria,  etc.;  severe  obstetrical  injuries; 
caustics  used  in  medication;  or  puerperal  septic  processes. 
Such  injuries  are  confined  to  the  lower  one-third  of  the  vagina 
and  leave  behind  fibrous  scars  or  cords  the  result  of  the  scar 
formation.  The  congenital  forms  may  have  various  causes 
hidden  in  the  early  weeks  of  intrauterine  life ;  anomalies  of 
development  of  the  nature  of  arrest,  circulatory  changes  due 
to  trauma,  twisting  of  the  cord,  infection,  intoxications,  etc. 
Any  one  of  these  may  cause  a  hemorrhage,  active  congestion 
or  nutritive  distirrbance ,  on  which  may  depend  a  trophic  altera- 
tion of  growth.  Other  causes  are  new  growths,  or  overgrowth 
of  neighboring  organs,  producing  pressure  on  the  growing 
genitals.  Hyperplastic  activity  of  the  young  epithelium  may 
lead  to  fusion  of  the  two  vaginal  walls  in  contact.  Patho- 
logical changes  that  may  cause  atresia  in  the  child  after  birth 
or  in  the  adult,  are  severe  catarrhal  vaginitis  and  metritis, 
croupous' or  diphtheritic  inflammation  of  the  vagina,  purulent 
vaginitis,  and  phlegmonous  vaginitis.  The  author  cites  a  case 
observed  by  himself  in  which  atresia  was  the  result  of  congenital 
malformation,  there  being  a  single  vagina  divided  at  its  lower 
portion  by  a  thick  cord  running  anteroposteriorly  and  partially 
closing  the  vagina.  There  had  never  been  any  inflammatory 
lesion  of  the  vagina. 

Treatment  of  Pelvic  Abscess. — Neil  Macphatter  {Am.  Gyn.  and 
Ped.,  Sept.)  advises  abdominal  section  in  the  ordinary  run  of 
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cases  of  pyosalpinx.  But  in  chronic  cases  of  such  condition' 
where  distention  has  been  great  and  where  the  abscess  fills  up 
considerably  one  or  other  iliac  region,  where  adhesions  are  great, 
it  can  easily  be  opened  by  the  vaginal  method.  If  the  abscess 
is  attached  to  the  abdominal  wall  it  may  be  opened  at  this  point. 
If  the  abscess  has  formed  between  the  folds  of  the  broad  ligament 
adjacent  to  the  uterus  the  cervix  may  be  drawn  down  and  an 
incision  three-quarters  of  an  inch  long  made  across  the  cervix 
near  the  fornix.  The  index  finger  is  insinuated  into  this  cut 
and  the  capsule  separated  and  the  finger  passed  up  the  side  of 
the  uterus  to  the  abscess  cavity.  The  cavity  can  then  be 
washed  and  packed  if  necessary.  When  the  abscess  is  adja- 
cent to  the  ileum  and  in  the  broad  ligament,  we  can  make  an 
incision  one  inch  below  the  anterior  superior  spine  and  pass  the 
finger  between  the  fascia  of  the  iliacus  muscle  and  the  peritoneum. 

Utilization  of  the  Broad  Ligaments  in  Complete  Descent  of 
the  Uterus. — E.  C.  Dudley  {Jour.  A.  M.  A.,  Nov.  17)  proposes 
an  operation  for  procidentia,  the  essential  feature  of  which  is 
an  end-to-end  approximation  of  broad  ligaments.  The  struc- 
tures are  stripped  back  from  the  uterus  and  a  portion  of  the 
broad  ligaments  severed  and  sutured  together  in  front  of  the 
uterus;  by  this  means  he  hopes  to  hold  up  not  only  the  uterus, 
but  also  the  rectum,  vagina,  and  bladder.  The  cystocele  must 
be  adequate^  excised.  To  give  greater  strength  to  the  floor 
of  the  pelvis  he  advocates  not  only  bringing  the  broad  ligaments 
but  also  the  round  ligaments  and  adjacent  parametria  in  front 
of  the  cervix.  He  gives  the  advantages  of  end-to-end  approxi- 
mation after  hysteromA'omectomy  as  follows:  The  broad  liga- 
ments in  the  anatomic  sense  take  the  place  of  the  excised  uterus 
and  form  a  pouch  posteriorly  like  the  cul-de-sac  of  Douglas,  and 
anteriorly  a  depression  that  answers  to  the  uterovesical  pouch, 
thus  conforming  to  the  normal  anatomy.  The  ligaments  thus 
brought  together  prevent  the  descent  of  the  remaining  pelvic 
structures,  also  the  intimate  union  of  the  rectum  and  bladder. 
The  operation  is  more  quickly  performed  than  by  the  transverse 
sutm-ing  of  the  wound.  There  is,  after  closiu-e,  much  less  intra- 
peritoneal traumatism  and  consequently  less  danger  of  sepsis, 
adhesions,  and  secondary''  hemorrhage.  The  mortalit}'"  is  not 
above  one  per  cent. 

Tuberculosis  of  the  Kidney. — Arthtu-  Dean  Bevan  {Jour. 
A.  M.  A.,  Oct.  6)  in  making  a  differential  diagnosis  of  this  con- 
dition from  other  kidney  lesions  adopts  the  following  line  of 
procedtire.  Several  A;-rays  are  obtained  and  if  no  stone  is  found 
it  may  be  excluded  as  a  probable  factor;  the  percentage  of  error 
in  negative  cases  is  about  3  per  cent.  The  urine  is  next  examined 
for  tubercle  bacilli,  and  if  not  found  after  a  week's  careful  search, 
tuberculosis  is  not  excluded,  as  he  has  failed  to  find  the  bacilli 
in  about  one-half  of  his  cases.  The  bladder  is  examined,  and  if 
the  tubercle  bacilli  have  been  found  the  ureters  are  catheterized 
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to  determine  whether  the  process  is  Hmited  to  one  side.  In  cases 
where  the  x-Tclj  is  negative  and  urine  negative  as  to  bacilH,  and 
when  an  enlarged  kidney  exists,  the  diagnosis  of  hypernephroma 
is  most  probable.  A  cryoscopic  examination  of  the  blood 
shows  a  normal  freezing  point  when  the  process  is  limited  to 
one  kidney.  If  both  kidneys  are  involved  and  insufficiency 
exists,  the  cryoscopic  examination  will  show  0.60  or  above.  By 
following  the  above  methods  he  has  been  able  to  make  a  correct 
diagnosis  in  fifty  cases  out  of  sixty.  In  90  per  cent,  or  more 
the  process  is  an  infection  through  the  circulation  and  limited 
to  one  side.  In  these  cases  nephrectomy  is  called  for.  If  an 
immediate  nephrectom}'"  is  not  advisable  a  nephrotomy  with 
drainage  should  be  made  simply  as  a  palliative  measure  to  be 
followed  by  the  radical  operation  of  nephrectomy  as  soon  as 
possible.  When  both  kidneys  are  involved  the  treatment  must 
be  nephrotomy  and  drainage  when  large  abscesses  are  present 
in  conjunction  with  the  fresh-air  and  out-door  treatment. 

Trans- Ureter 0- Ureteral  Anastomosis. — Nowelle  Wallace  Sharpe 
(Ann.  of  Surg.,  Nov.)  has  found  that  the  blood  supply  of  the 
ureter  is  ample,  of  which  probably  the  periureteral  arterial 
plexus  is  the  most  essential  factor.  Operative  procedures 
which  conserve  the  blood  supply,  in  particular  the  periureteral 
arterial  plexus,  are  ordinarily  satisfactory.  When  the  integrity  of 
the  ureter  is  impaired,  restitutional  rather  than  destructive  surgi- 
cal measures  should  be  followed.  Of  these  measures  the  various 
methods  of  uretero-irreteral  anastomosis  are  recommended. 
Intraperitoneal  trans-uretero-ureteral  anastomosis  is  an  anatom- 
ical possibility;  it  is  also  a  physiologic  success.  Retroperitoneal 
trans-utero-ureteral  anastomosis,  whether  anterior  or  posterior 
to  the  aorta  and  vena  cava,  is  an  anatomic  possibility.  It  is 
probable  that  this  method  impairs  the  ureteric  blood  supply 
less  than  any  other  method  in  vogue. 

Descensus  Ovariorum. — Frederic  J.  Shoop  {B'kl'n  Med.  Jour., 
Nov.),  is  of  the  opinion  that  the  nonadherent  ovary  merely 
displaced  with  the  uterus  is  usually  cured  by  correcting  the 
uterine  deviation.  The  adherent  ovary  should  be  released  from 
its  adhesions  by  manipulations  as  by  operation.  The  slightly 
displaced  ovary,  nonadherent,  not  tender  and  causing  no  trouble, 
should  be  let  alone,  but  the  patient  warned  that  it  may  give 
trouble  later.  A  moderately  displaced  ovary,  tender  but  not 
enlarged,  may  be  cured  by  nonsurgical  means;  but  in  many 
instances,  perhaps  the  majority,  relapse  occurs  after  so-called 
cures,  and  later  operation  is  required  A  badly  prolapsed  ovary 
more  or  less  painful  and  enlarged,  is  a  diseased  ovaryTand  is 
never  cured  except  by  resection  or  extirpation. 
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DISEASES    OF    CHILDREN. 

Weight  of  the  Viscera  in  Infancy. — David  Bovaird,  Jr.,  and 
Matthias  NicoU,  Jr.  (Arch,  of  Ped.,  Sept.,  1906)  have  tabulated 
the  weights  of  the  viscera  in  571  cases  observed  at  autopsy 
upon  children  from  birth  to  five  years  of  age.  The  weight  of 
the  heart  is  directly  proportionate  to  the  length  of  the  child 
and  its  state  of  nutrition,  that  is  to  the  bulk  of  its  bodv.  A 
constant  relation  between  the  weights  of  the  more  important 
viscera  and  the  heart  was  observed.  The  weight  of  the  liver 
averages  seven  times  that  of  the  heart ;  that  of  the  spleen  averages 
one-tenth  that  of  the  liver,  and  that  of  the  kidne}-  one-ninth 
that  of  the  liver.  The  weight  of  the  thymus  gland  as  commonly 
given  is  excessive,  owing  to  the  acceptance  of  pathological  glands 
as  the  standard  for  normal  conditions.  Tabulation  of  the 
weights  of  495  thymus  glands  shows  the  average  weight  of  this 
structure  to  be  approximately  6  grams.  There  is  no  evidence 
of  a  growth  of  the  thymus  after  birth  under  ordinary  conditions, 
but  under  special  conditions  the  gland  may  grow  and  even 
hypertrophy  enormously. 

Slight  Deafness  in  Children. — Macleod  Yearsley  (Brit.  Join. 
Child.  Dw.,  Sept.,  1906)  pleads  for  as  careful  an  examination  of 
the  ears  of  school  children  as  of  their  eyes.  Many  cases  usually 
considered  to  be  inattention  or  lack  of  interest  are  really  due 
to  slight  deafness.  Such  children  fall  below  others  in  the  class 
unless  exceptionally  bright. 

Lymphatic  Leukemia  in  Childhood. — T.  R.  C.  Whipham  and 
A.  N.  Leathem  {Lancet,  Aug.  11,  1906)  describe  two  cases  of 
anemia  in  children  aged  respectively  two  years  and  four  years 
and  eight  months,  as  tending  to  support  the  view  that  an  acute 
lymphemia  may  occur  without  marked  leukocytosis.  Clinically 
the  signs  were  consistent  with  this  diagnosis:  early  general  in- 
volvement of  lymph  nodes,  enlargement  of  the  spleen  and  liver, 
progressive  anemia  and  cachexia,  and  a  tendency  to  hemorrhages, 
followed  by  an  early  death.  Although  the  leukocytosis  in 
neither  instance  at  any  time  exceeded  25,000,  the  percentage 
of  mononuclear  cells  at  one  time  reached  97.2  and  98.4  in  the 
two  cases  respectively.  Of  these  the  majority  were  large  lym- 
phocytes. A  few  eosinophiles  and  myelocytes  were  found  in 
both,  with  an  occasional  basophile  in  the  second  case.  The 
writer  considers  it  a  point  of  great  importance  in  acute  lym- 
phemia that  there  may  be  a  marked  general  enlargement 
of  the  lymph  nodes  or  on  the  other  hand,  little  or  no  such  en- 
largement. The  cases  in  which  there  is  no  increase  in  size  of 
the  lymphnodes  may  show  an  enormous  increase  in  the  number 
of  lymphocytes,  generally  of  the  large  variety,  sometimes  of- 
the  small;  while  cases  in  which  well-marked  glandular  enlarge 
ment  is  present  may  show  only  a  comparatively  mild  leukocytosis, 
the  diagnosis  in  such  cases  depending  largely  on  the  high  per- 
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centage  of  lymphocytes  and  being  confirmed  post-mortem  by 
the  condition  of  the  marrow.  It  seems  highly  probable  that 
the  condition  of  the  blood  is  dependent  chiefly  upon  the  extent 
and  degree  of  marrow  changes  rather  than  upon  lymphatic 
hyperplasia. 

Spastic  Diseases  of  Infancy. — P.  Haushalter  and  R.  Gollin 
(Ann.  de  Med.  et  Chit.  Inf.,  Aug.  15,  1906)  says  that  the  ex- 
pression spasmodic  diseases  of  infancy  is  applied  to  affections 
characterized  by  persistent  spastic  troubles,  combined  with  an 
alteration  of  pyramidal  tracts  occurring  during  development. 
They  should  not  be  so  considered  in  cases  arising  before  the 
fourth  year,  since  at  that  time  the  development  of  these  tracts 
is  complete.  Clinically  there  are  five  groups:  i.  Infantile  hemi- 
plegia, monoplegias  with  contracture,  and  spasmodic  segmen- 
tary facial  paralysis.  2.  Spasmodic  bilateral  hemiplegia.  3. 
Double  athetosis  and  congenital  chorea.  4.  Pure  spasmodic 
rigidity  and  the  same  in  the  congenital  form.  5.  Spasmodic, 
familial  affections.  Etiology  is  unsatisfactory;  premature  labor, 
severe  labors,  etc.,  are  included,  as  factors.  The  lesions  of  the 
pyramidal  tracts  are  primary  or  secondary  In  most  cases  the 
primary  lesions  are  encephalic.  D^jerine  has  published  two 
cases  in  which  the  lesions  were  primitive  medullary  ones.  En- 
cephalic lesions  almost  always  involve  the  anterior  cerebrum. 
The  nature  of  the  lesion  is  various:  there  may  be  sclerosis  or 
atrophy,  meningo-encephalitis,  porencephaly,  hydrocephalus, 
softening  or  histological  alterations  without  macroscopic  lesions. 
Of  secondary  lesions  that  reach  the  motor  cortical  fibers  there 
may  be  sclerosis,  agenesia,  dysgenesia  and  degeneration.  The 
motor  cells  of  the  anterior  horns  and  those  of  the  spinal  ganglia 
are  always  intact.  Thus  there  are  two  forms,  cerebral  and 
spinal,  and  they  are  not  to  be  differentiated  by  the  symptoms. 
Secondary  to  them  are  lesions  that  are  the  essential  element  in 
contracture.  There  is  always  a  lesion  of  the  pyramidal  tract, 
whether  its  origin  be  cortical  or  not.  Spasmodic  contracture 
in  infants  is  always  associated  with  an  intact  reflex  arc.  The 
necessary  lesion  is  one  of  sufficient  intensity  to  cause  destruction 
in^'the  spinal  portion'of  the'^pyramidartract. 

'Hydatid  Cysts  of  the  Brain  in  Children. — M.  L.  Babonneix  {Rev. 
Mens,  des  Mai.  de  I'Enf.,  Sept.,  1906)  says  that  hydatid  cysts  of 
the  brain  are  somewhat  common  in  children.  The  association 
of  the  child  with  dogs  and  the  presence  of  traumatisms  pre- 
dispose to  cysts  of  the  brain.  They  are  generally  single  and 
may  be  located  in  the  substance  of  the  brain,  on  the  meninges, 
or  on  the  bones  of  the  skull,  and  in  any  portion  of  the  brain 
or  skull  cavity.  When  deep  seated  they  progress  toward  the 
surface  as  they  grow.  The  germ  of  the  tenia  may  be  dissem- 
inated into  the  blood  in  operation  on  some  other  part  of  the  body. 
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as  they  often  occur  with  simultaneous  cysts  of  the  liver  or  other 
organs,  their  dissemination  being  embolic.  The  first  symptoms 
of  the  cyst  are  those  of  general  cerebral  compression  LaS 
come  those  of  localization,  motor  or  sensory  troubles  Thev 
frequently  cause  chorea  and  cutaneous  eruptions.  Xsthey  press 
umo?  wv'.'^^"  '^''''  appears  a  pulsatile,  fluctuating!  tende? 
tumor  which  gives  a  tympanitic  percussion  note,  due  ti  a  sort 
of  putrefaction  of  the  contents  with  the  formation  of  gas  In 
most  cases  the  evolution  of  the  cyst  is  fatal,  death  occiS-rine  in 
coma,  or  from  some  intercurrent  infection.  The  duration  of 
the  cysts  may  be  severa   years,  and  they  may  cause  meningitis 

IhJnK^TfA  ''"f '^^  '?^°'  ^^  ^^^^  by  the  usual  symptoms 
That  of  hydatid  is  favored  by  frequency  of  mental  symptoms' 
intensity  of  ocular  troubles,  diffuse  character  of  the  s™toms 
of  localization,  general  failure  of  health,  and  eosinophil  a     ThTv 

Sr^hs'  ^i^fff^'f'^  '^""^  tuberculosis,  gumma^ta  and  new 
growths.  Tuberculosis  occurs  at  from  three  to  five  years  of 
age,  begins  with  convulsions,  increases  slowly,  with  presence  of 
other  foci  of  the  disease  and  ends  in  tubercular  Ln  ng^is 
Syphihs  IS  recogmzed  by  the  history,  cicatrices,  periosteal 
troubles,  and  ocular  manifestations.  Encephaloid  cinder  g?ows 
more  rapidly.  Cysts  of  the  dura  mater  are  accompanieTb^ 
severe  headache.  The  only  possible  treatment  is  ^operative^ 
and  the  results  are  generally  bad.  ^pt^iciiive, 

Enuresis  in  ChUdren.— In  the  treatment  of  inveterate  cases 
of  incontinence  of  urine  in  which  no  definite  local  cause  can  be 
discovered  and  corrected,  C.  G.  Kerley  (Bast.  Med.  andS.ir^ 
yo^r.  Aug.  16,  1906)  finds  the  following  methods  most  succesf^ 
11  ?  an  mstance  of  nocturnal  incontinence  the  child  is 
allowed  all  the  water  it  wishes  at  4  p.m  but  no  fluid  after  th  s 
time,  except  a  little  milk  on  the  cereal  at  supper.  This  meal 
is  given  not  later  than  6  p.m..  and  consists  of  such  articleras 
cereals  with  butter  and  sugar,  ice  cream,  milk  toast,  blanc  mange 
raw  or  stewed  fruit,  jelly,  and  bread  and  butter.  Meat  eg|s' 
and  heavy  foods  are  excluded  from  this  meal.     It  mav  be  neces- 

f<fi!'%i°  A  ^  1?"^  °  T?^^^  °^  ^'^^  °^  ^a^er  at  first  and  to  dimin- 

ish this  gradually.  Urination  on  retiring  and  again  when  the 
adults  go  to  bed,  light  bed  covering  and  sleeping  on  the  s  de 
or  abdomen  are  important.  A  towel  fastened  around  the  waist 
with  a  knot  m  the  back  will  ensure  this  position.  Atropine  is 
the  drug  relied  upon.  It  is  given  at  4  and  7  p.m.,  beginning  with 
gr.  1-500  and  increasing  alternatelv  one  of  the  two  doses  dailv 
by  the  same  amount  until  the  child  is  receiving  at  each  of  these 
hours  not  more  than  gr.  1-500  for  each  year  of  its  age.  Thus 
a  child  SIX  years  of  age  would  be  given  increasing  doses  until 
tne  limit  of  gr.  6-500  was  received.  Bv  emploving  a  solution 
of  one  gram  of  atropine  in  one  ounce  of  water  each  drop  mven 

^riltT    v^vfT^^^f  ^-'   ^-    ^-5°°-     The    dosage   must   bl  in- 
creased with  the  above  restrictions  until  phvsiological  effects 


134  BRIEF    OF    CURRENT    LITERATURE. 

shown  by  slight  dilatation  of  the  pupils,  are  obtained.  Treat- 
ment should  be  continued  until  bed-wetting  has  ceased  for  at 
least  two  weeks,  the  dosage  then  being  gradually  reduced.  In 
weak  children,  str3^chnine,  iron,  and  oil  are  valuable  adjuvants. 
If  incontinence  is  diurnal  fluids  need  not  be  restricted  unless 
excessive,  the  atropine  should  be  given  after  breakfast  and 
luncheon  and  strychnine  should  always  be  given.  Prolonged 
incontinence  may  cause  vesical  contraction. 

G.  Carriere  and  L.  Caudron  {Le  Nord  Med.,  July  15, 
1906)  recognize  hyperacidity  of  the  urine  in  children  as  a  cause 
of  enuresis.  This  acidity  is  often  due  to  oxalates.  The  authors 
report  two  cases  which  were  entirely  cured  by  the  use  of  alkaline 
medication,  continued  for  a  considerable  period.  The}^  used 
bicarbonate  or  phosphate  of  soda.  Frictions  of  the  skin  and 
general  massage  are  useful  adjuvants  to  the  alkaline  treatment. 
Treatment  should  last  for  five  or  six  months. 

E.  von  Vietinghoff-Scheel  {St.  Petersburg  med.  Woch  , 
Sept.  15,  1906)  reminds  us  that  the  etiology  of  enuresis  is 
not  established,  there  being  many  theories  as  to  the  causa- 
tion of  the  flow  of  urine.  It  is  variously  referred  to  disease 
of  the  kidneys,  to  atony  of  the  bladder,  to  spasm  of  the 
detrusor  vesicae,  to  reflex  influences,  etc.  Hence  there  are 
as  many  methods  of  treatment  as  there  are  etiological  factors, 
and  all  are  more  or  less  unsatisfactory.  Prophylaxis  includes 
education  of  the  young  child  to  regular  habits  of  urination, 
drinking  little  water  before  retiring,  the  use  of  firm  and  not  too 
warm  beds  and  coverings,  the  habit  of  lying  on  the  side,  and 
elevation  of  the  foot  of  the  bed.  Next  come  hygienic  measures 
and  the  use  of  tonics  to  establish  good  general  health.  Massage 
and  electricity  meet  with  success  in  some  cases.  When  spasm 
of  the  detrusor  is  suspected  sedative  medicines  are  in  order. 
Zander  advocates  mechanical  stimulation  of  the  spinal  cord. 
The  author  has  used  vibration  applied  to  the  reflex  center  for 
the  muscles  of  the  bladder,  the  point  of  application  being  the 
first  four  sacral  vertebrae.  Two  cases  have  been  cured  in  this 
way,  and  the  author  hopes  that  others  will  experiment  on  this 
method  of  treatment,  that  we  may  obtain  more  data  with  refer- 
ence to  its  results. 

Stenosis  of  the  Upper  Respiratory  Organs  Secondary  to  Trache- 
otomy and  Intubation. — Carlo  Comba  (Rivista  Cliu.  di  Fed., 
Aug.  1906)  treats  of  the  mechanical  causes  which  prevent 
extubation  after  tracheotomy  and  intubation  in  infants.  He 
considers  tracheotomy  separately.  Primary  stenosis  is  due  to 
swelling  of  the  tissues,  filDrinous  exudate,  and  reflex  spasm  of 
the  glottis.  When  the  diphtheritic  process  extends  deeply  it 
may  produce  destruction  of  tissue  and  ulceration,  even  peri- 
chondritis and  chondritis  with  cicatricial  contraction.  Such 
stenosis  is  the  direct  result  of  the  disease.     Another  cause  is  a 
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chronic  infiltration  of  the  hypoglottic  region,  which  prevents 
removal  of  the  tube.  Exuberant  granulation  of  the  tracheotomy 
wound  may  result  in  formation  of  a  cicatrix  which  contracts. 
These  granulations  may  come  from  pressure  of  the  cannula, 
bad  form  of  tube,  or  long  retention  of  it.  The  superior  and  in- 
ferior angles  of  the  wound  are  especially  liable  to  granulation. 
The  marked  granulation  may  be  due  to  the  severe  type  of  the 
disease,  to  the  presence  of  staphylococci  or  streptococci,  or  to  a 
mixed  infection  with  scarlatina.  In  very  young  babies  it  is 
marked.  Cricotracheotomy  produces  it  more  frequently  than 
pure  tracheotomy.  If  the  stenosis  is  at  the  upper  part,  the  air 
is  observed  to  pass  in  small  quantities  from  the  mouth.  If  at 
the  lower  angle,  as  soon  as  the  cannula  is  removed  the  child 
is  attacked  with  inspiratory  dyspnea,  and  on  reintroducing  the 
tube  the  mucus  is  tinged  with  blood  from  injured  granulations. 
If  the  granulations  are  on  the  posterior  wall  of  the  trachea  there 
is  aphonia  and  difficult  respiration  on  pressing  on  the  outer  end 
of  the  tube.  If  the  granulations  are  absorbed  the  result  is  good. 
Otherwise  a  persistent  cicatrix  results.  The  treatment  is  prophy- 
lactic ;  superior  tracheotomy  is  to  be  preferred  and  the  cricoid 
avoided;  well  shaped  cannulse,  not  too  large,  are  to  be  used,  and 
for  as  short  a  time  as  possible.  Granulations  should  be  scraped 
away  and  cauterized,  and  any  cicatrix  dilated  gradually.  The 
trachea  may  be  deformed  b}^  the  tube  and  cicatrices  result. 
The  remedies  are  similar  to  this  form  of  cicatrix.  In  intubation 
the  ulcerations  are  due  to  too  large  or  heaw  tubes,  unskillful 
introduction,  too  long  presence  of  the  tube.  In  some  cases 
decubitus  comes  on  at  once,  due  to  the  severity  of  the  diphtheritic 
process,  or  a  mixed  infection  may  give  rise  to  rapid  decubitus. 
Diagnosis  is  made  by  laryngoscope  when  possible,  by  pain,  bloody 
sputum,  repeated  expulsion  of  the  tube,  stenosis  immediately 
after  attempts  at  reintubation,  and  the  presence  of  black  spots 
or  concretions  on  the  tube.  Prognosis  of  complete  stenosis  is 
grave.  In  the  lighter  forms  persistent  dilatation  results  in  a 
cure.  The  tube  should  be  used  for  as  short  an  interval  as 
possible,  and  secondary  tracheotomy  should  be  done  when  the 
child  cannot  breathe  without  it  after  a  few  days.  Some  operators 
have  covered  the  tube  with  a  film  of  gelatin  impregnated  with 
alum,  iodofoim,  or  other  drug,  with  good  results.  When  slow 
dilatation  with  sounds  does  not  succeed  divulsion  with  forceps 
may  be  done. 

Cerebrospinal  Meningitis. — In  view  of  the  success  which  at- 
tended the  treatment  of  traumatic  tetanus  with  large  and 
frequent  doses  of  tartar  emetic  by  Bross  in  Costa  Rica,  David 
St.  John  (Jottr.  Med.  Soc.  N .J .,Sept.,  1906)  has  employed  the  same 
method  in  four  cases  of  this  affection,  three  of  whom  recovered. 
On  account  of  these  favorable  results  and  the  similarity  of  the 
muscular  contraction  in  cerebrospinal  meningitis,  he  has  treated 
four  cases  of  the  latter  in  the  same  way.     All  recovered.     In 
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two  of  these,  aged  ten  and  sixteen  years  respectively,  the  dosage 
was  gr.  1-6  every  three  hours,  increased  in  the  younger  patient 
to  gr.  1-4  every  two  hours  before  relief  of  symptoms  was  ob- 
tained. A  child  of  three  years  was  given  gr.  1-24  every  three 
hours,  diminished  after  ten  days.  Sodium  bromide  also  was 
given  in  all  cases,  but  in  small  doses.  One  patient  became  ra- 
tional at  intervals  after  twelve  hours'  treatment  with  tartar 
emetic,  and  sat  up  on  the  ninth  day  of  medication.  These  cases 
are  presented,  though  few  in  number,  in  order  to  encourage 
further  investigation.  The  writer  does  not  attempt  to  decide 
whether  the  apparently  favorable  effect  of  the  drug  is  due  to 
direct  action  upon  toxins,  or  to  increased  elimination,  or  to 
diminishing  reflex  excitability^  and  thus  preventing  exhaustion 
by  the  spasms  before  the  body  has  had  time  to  throw  oft'  the 
poison. 

Sodium  Salicylate  in  Scarlatinal  Arthritis. — Ralph  Stockman 
(Ed.  Med.  and  Surg.  Jour.,  Sept.,  1906)  reports  sixteen  case's 
of  arthritis  occurring  during  scarlet  fever,  in  eleven  of  which 
sodium  salicylate  was  given.  The  results  were  no  more  favor- 
able than  in  the  five  cases  in  which  the  drug  was  not  admin- 
istered. 

Diagnostic  and  Therapeutic  Value  of  Lumbar  Puncture  in 
Epidemic  Cerebrospinal  Meningitis. — Artuor  Primavera  {Gior. 
Internaz.  delle  Sci.Med.,  Oct.  15,  1906)  gives  the  conclusions 
reached  as  a  result  of  his  treatment  of  four  cases  of  epidemic 
cerebrospinal  meningitis  with  lumbar  puncture.  The  puncture 
should  be  made  early  in  the  disease,  before  lesions  have  taken 
place  that  will  prevent  recovery.  The  treatment  at  once  relieves 
pain,  calms  the  nervous  symptoms,  lessens  cerebral  tension  and 
the  toxic  condition  of  the  cerebrospinal  fluid,  and  helps  the 
organism  and  the  nervous  system  to  react  against  the  poison  of 
the  disease.  He  believes  its  value  is  more  than  palliative  or 
symptomatic ;  it  is  curative.  It  is  also  of  diagnostic  value  in  that 
the  examination  of  the  fluid  removed  will  show  the  presence 
of  more  or  less  polynucleosis,  which  separates  it  from  the 
chronic  inflammatory  form'^of  meningitis,  in  which  this"]condition 
is  not  present. 

Cytodiagnosis  of  the  Cerebrospinal  Fluid. — Gioacchino  Maiella 
{Gior.  Internaz.  delle  Set.  Med.,  Oct.  31,  1906)  describes  the 
cerebrospinal  fluid  as  a  secretion  of  the  meninges  not  of  lym- 
phatic origin.  A  simple  change  of  color  will  show  whether 
there  is  an  acute  or  a  chronic  lesion  of  the  meninges.  In  all 
chronic  affections  of  the  nervous  system  there  is  no  difference 
between  this  fluid  and  that  of  a  normal  individual,  while  an 
acute  condition  causes  it  to  become  turbid.  A  red  color  may 
indicate  cerebral  hemorrhage,  hematoma  of  the  dura  mater, 
•cerebral  contusion  and  fracture  of  the  skull,  or  an  acute  cerebro- 
spinal meningitis.     The  chemical  composition  of  the  fluid  varies 
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with  the  disease.  Chlorides  vary  without  any  regularity  and 
albumin  increases  in  meningitis  from  one  to  four  parts  per 
thousand.  Albumin  is  most  increased  in  tubercular  meningitis. 
In  normal  conditions  lymphocytes  are  rarely  found,  while  there 
may  be  a  few  polynuclear  and  mononuclear  leukocytes.  In  acute 
diseases  of  the  brain  these  elements  are  much  increased  in  num- 
ber. An  alteration  in  the  normal  cytological  formula  indicates 
an  organic  lesion  of  the  nervous  system  accompanied  by  menin- 
gitis. When  there  is  an  acute  process  there  is  a  polynucleosis, 
followed  by  a  mononuclear  leukocytosis,  and  then  a  lympho- 
cytosis. In  chronic  cases  there  is  a  lymphocytosis,  especially 
when  syphilis  is  present.  In  neurosis,  peripheral  neuritis,  and 
cerebral  tumors,  there  is  no  meningeal  reaction,  and  lympho- 
cytosis is  absent.  In  tubercular  meningitis  cells  are  present, 
mainly  lymphocytes.  Acute  tubercular  meningitis  may  be 
distinguished  from  that  produced  by  the  pneumococcus,  meningo- 
coccus or  streptococcus  by  this  fact,  that  in  the  former  there  are 
polynuclear  leukocytes  with  some  red  blood  corpuscles  and 
lymphocytes.  The  evolution  of  the  cytological  formula,  and 
the  succession  of  polynucleosis,  and  mononucleosis  constitutes 
a  regular  series  of  changes  that  occur  in  all  acute  meningeal 
affections.  In  tabes  and  paralysis  there  are  numerous  lympho- 
cytes and  some  mononucleated  leukocytes.  In  syphilis  without 
nervous  symptoms  the  lymphocytes  are  absent,  while  meningeal 
involvement  produces  lymphocytosis  that  passes  away  under 
treatment.  Lymphocytosis  is  the  most  delicate  indication  of 
meningeal  reaction  and  indicates  the  need  of  fiirther  examination 
of  the  nervous  system.  Cerebral  focal  lesions  cause  no  changes 
in  cytological  phenomena,  and  the  same  is  the  case  with  neuralgia, 
peripheral  neuritis,  epilepsy,  and  mental  diseases.  The  author's 
researches,  clinical  and  experimental,  show  that  cerebral  ab- 
scesses of  slow  coiirse  and  seated  in  the  white  substance  cause 
no  cytological  changes,  but  when  the  cortex  is  reached  polynu- 
cleosis begins,  and  as  soon  as  the  meninges  are  involved  the 
same  changes  occur  as  in  any  other  meningitis.  In  meningitis 
produced  by  the  injection  of  pyogenic  organisms  these  menin-, 
geal  changes  are  very  marked. 

Bacteria  in  Scarlatinal  and  Normal  Throats. — Gustav  F. 
Ruediger  (Jour.  Amer.  Med.  Assn.,  Oct.  13,  1906)  has  ex- 
amined cultures  from  51  normal  and  103  diseased  throats.  He 
says  that  streptococcus  pyogenes  is  constantly  found  in  great 
abundance  on  the  tonsils  of  patients  suffering  from  tonsillitis 
and  scarlet  fever  before  the  inflammation  of  the  throat  has 
subsided.  These  organisms  rapidly  decrease  in  numbers  with 
the  subsidence  of  the  throat  symptoms.  Streptococcus  pyo- 
genes cannot  be  considered  a  normal  inhabitant  of  all  healthy 
throats,  although  it  was  found  in  small  numbers  in  58  per  cent, 
of  the  normal  throats  in  this  series.  Pneumococci  of  low  viru- 
lence were  found  in  135  of  this  series  of  154  throats.     A  large 
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group  of  organisms  which  Hes  between  the  typical  streptococcus 
pyogenes  and  pneumococcus  was  found  in  all  normal  throats 
and  in  nearly  all  diseased  throats.  These  organisms  have  very 
little  virulence  for  rabbits,  and,  as  they  are  found  in  great  abun- 
dance in  practically  all  throats,  they  appear  to  be  normal  in- 
habitants of  the  throat.  Streptococcus  pyogenes  from  normal 
throats  appear  to  have  a  slightly  greater  virulence  for  rabbits 
than  these  organisms  from  scarlatinal  throats. 

Portals  of  Entry  and  Sources  of  Infection  in  Tuberculosis  of 
Children. — David  Bovaird  (N.  Y.  State  Jour.  Med.,  Sept.,  1906) 
says  that  glandular  tuberculosis  (cervical  lymph  nodes)  may  be 
produced  either  by  inhalation  or  ingestion  of  the  bacilli — prob- 
ably most  often  by  inhalation.  Tuberculosis  of  the  bronchial 
lymph  nodes  or  lungs  is  regularly  an  inhalation  tuberculosis. 
Tuberculosis  of  the  meninges  or  bones  and  joints  in  the  great 
majority  of  cases  (9-10)  has  its  primary  focus  in  the  bronchial 
nodes  or  lungs,  and  is  therefore  probably  an  inhalation  tubercu- 
losis. Tuberculosis  of  the  alimentary  tract  is  primary  {i.e., 
produced  by  the  ingestion  of  the  bacilH)  in  a  very  small  per- 
centage of  cases.  He  is  convinced  that  the  part  played  by 
bovine  tuberculosis  in  infection  of  man  is  a  minor,  and  for  the 
present,  unimportant  one.  The  reasons  for  this  belief  are  (i)  the 
rarity  of  primary  intestinal  tuberculosis  in  children;  (2)  the 
paucitv  of  cases  in  which  the  development  of  tuberculosis  in 
children  can  be  reasonably  referred  to  the  ingestion  of  the  milk 
of  tuberculous  cattle;  (3)  the  investigations  of  Biedert  in  Upper 
Bavaria  and  Ganghofner  in  Bohemia.  These  have  carefully 
compared  the  numbers  of  tuberculous  cattle  and  of  deaths 
from  tuberculosis  in  man  in  various  districts.  They  could 
discover  no  relation  between  the  factors,  and  both  conclude 
that  while  transmission  of  bovine  tuberculosis  to  man  is  possible, 
it  does  not  occur  to  an  important  extent.  The  source  of  the 
bacilli  which  convey  the  disease  is,  therefore,  the  dried  and  pul- 
verized sputum  of  other  cases  of  human  tuberculosis. 

Therapeutic  Value  of  Tuberculin. — J.  Darier  (Ann.  de  Med.  et 
Chir.  Inf.,  Sept.,  1906)  tells  us  that  injections  of  tuberculin 
do  not  merit  the  discredit  into  which  they  have  fallen.  Used 
prudently,  in  minimum  doses  in  the  beginning  and  increasing 
gradually  in  amount,  they  may  be  of  some  service,  although 
alone  thev  will  not  cure  the  disease.  Tuberculin  acts  as  an 
adjuvant  to  the  means  ordinarily  used.  It  is  necessary  to 
carefullv  select  the  cases  and  to  be  prudent  in  the  dosage,  since 
this  will  prevent  any  unfortunate  happenings.  Krause  con- 
siders it  one  of  the  best  tonics  for  the  tuberculous  patient. 
The  tuberculosis  should  be  treated  before  there  is  any  open  focus 
of  disease,  or  before  the  appearance  of  bacilli  in  the  sputum,  and 
while  the  patient  is  free  from  fever.  When  there  is  secondary 
infection  it  should  not  be  used.  Local  reactions  should  be 
moderate,  and  we  should  avoid  general  reactions.     It  is  immu- 
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nization  against  tuberculosis  that  should  be  sought.  The  in- 
jections may  be  used  for  two  months,  then  omitted  for  three, 
and  the  same  process  repeated.  Unna  believes  that  it  is  im- 
possible to  cure  lupus  by  tuberculin  alone.  The  author  has 
used  tuberculin  in  skin  diseases  with  success  in  some  cases. 
In  most  cases  he  has  found  no  beneficial  results.  He  believes 
that  it  is  useful  in  superficial,  soft  lupus,  such  as  the  vegetating 
and  ulcerating  forms.  Nodules  of  tubercular  lupus  are  amenable 
to  its  use,  also  subcutaneous  sarcoid  growths,  whose  volume 
is  reduced. 

Pathology   of   Chorea.— A   most   interesting  contribution   on 
this  subject  is  made  by  F.  J.  Poynton  and  G.  M.  Holmes  {Lancet, 
Oct.  13,  1906),  who  add  three  more  to  the  recorded  observations 
of  the  presence  of  a  diplococcus  in  the  pia  mater  of  cases  that 
have   proved  fatal  while   suffering  from   chorea.     In  addition, 
this  microorganism  was  demonstrated    in  the  brains  of  these 
cases  lying  in  the  perivascular  spaces  and  connective  tissue. 
They  have  demonstrated  that  in  a  case  of  chorea  which  occurred 
in  a  first  pregnancy  lesions  were  present  similar  to  those  that 
were  found  in  the  rheumatic  cases.     The  study  of  the  central 
nervous  system  has  shown  that  the  pathological  changes  which 
form  the  morbid  anatomy  of  the  disease  are  composed  of  (i) 
vascular    and    inflammatory    changes    in    the    central    nervous 
system  and  its  membranes;  and  (2)  changes  in  the  nervous  tissue 
itself,  consisting  of  destructive  lesions  secondary  to  the  vascular 
changes  and  of  alterations  in  the  morphological  characters  of 
the  nerve  cells.     The  most  prominent  vascular  change  in  all 
three  cases  was  the  great  hyperemia  of  all  parts  of  the  brain 
and  the  presence  of  thrombosed  vessels.     Whether  the  thrombi 
were  primary  or  secondary  to  embolism  is  impossible  to  say, 
but  no  emboli  were  seen  in  the  sections  which  were  studied. 
In^  Case  i  patches  of  softening  were  found  associated  with,  and 
evidently  a  result  of,  these  vascular  occlusions,  but  they  were 
very  infrequent  and  rarely  pronounced  in  degree  in  Cases   2 
and  3.     But  more  constant  in  all  three  cases  was  the  evidence 
of  inflammatory  reaction  shown  by  the  presence  of  perivascular 
small  round  cell  infiltration  and  serous  exudation  around  the 
vessels.     The    changes   in  the   nerve   cells   are   those    described 
by  the   term  chromatolysis ;  partial   solution  of  the   stainable 
substance  of  the  cell  and  slight  alteration  in  the  appearance 
or  even  position  of  the  cell  nucleus;  in  some  of  the  cortical  cells, 
especially  in  Case  3,  the  changes  had  advanced  further,  and 
both  the  bodies  and  nuclei  of  the  cells  stained  deeply  and  homo- 
geneously as  though  they  had  undergone  coagulation  necrosis. 
These   changes  represent  a   vital  reaction  of  the   cell  to  some 
abnormal    influence.     Chromatolysis    is    found    in    cells    which 
have  been  subjected  to  overwork,  but  the  possibility  of  over- 
activity being  the  cause  in  these  cases  may  be  rejected,  for  the 
cell  changes  were  universal  throughout  the  brain  and  brain- 
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stem,  that  is,  they  occurred  in  some  groups  of  cells  which  it  is 
groundless  to  assume  were  overactive.      In  the  cells  of  the  motor 
area,  however,  and  especially  in  the   Betz  cells,    overactivity 
may  have  had  a  part  in  the  pathogenesis  of  the  changes.    They 
were  certainly  not  the  result  of  pyrexia,  for  the  pyrexia  in  these 
cases    was  not  considerable,  with  the  exception  of  the  last  few 
da3^s  of  life  in  the  case  of  chorea  of  pregnancy.     The  assumption 
that  the  changes  described  are  due  to  the  action  of  bacterial 
toxins,  on  the  other  hand,  is  suggested  by  the  frequent  asso- 
ciation  of    chorea    with    the    undoubtedly    infective    condition 
known  as  rheumatism,  and  by  the  discovery  of  microorganisms 
in  the  central  nervous  and  vascular  systems.     The  assumption 
of  a  bacterial  toxin  (whether  specific  or  not  matters  not)  ex- 
plains also  the  local  vascular  disturbances,  which  may  be  re- 
garded as  a  reaction  to  its  presence,  and  the  presence  of  degenera- 
tion products  in  the  walls  of  the  vessels  and  the  evidence  of  the 
slight  chemical  change  in  the    medullated    fibers    of    Case  3. 
If  chorea  is  cerebral  rheumatism  in  the  sense  that  it  is  produced 
by  the  same  bacterial  poisons  which  give  rise  to  the  symptoms 
of  ordinary  acute  rheumatism,  is  it  necessary  that  there  should 
be  infection  of  the  brain  and  its  membranes  by  the  bacteria, 
or  is  it  sufficient  that  the  toxins  should  be  carried  by  the  blood 
and  lymph  from  some  other  seat  of  manufacture  ?     The  presence 
of  bacteria  in  the  brains  of  the  three  cases  examined  suggests 
that  its  affection  depends  on  the  direct  invasion  of  it  by  the  bac- 
teria.    The  occurrence  of  hemichorea  also  makes  a  local  infection 
probable,  as  unilateral  s3^mptoms  can  be  scarcely  attributed  to  a 
general  infection;  it  is  also  supported  by  the  previous  demon- 
stration of  the  diplococcus  rheumaticus  in  all  the  other  important 
lesions  it  produces.     On  the  other  hand,  it  must  be  borne  in 
mind  that  similar  changes  in  the  brain  cells  may  be  the  result 
of  tuberculous  toxemia  without  bacterial  infection  of  the  brain, 
and  after  the  experimental  injection  of  toxins  alone.     The  toxin 
causing  chorea,  though  probably  specific  in  the  sense  that  it  is 
constantly  the  product  of  a  single  variety  of  bacteria,  has  cer- 
tainly no  special  action  on  any  part  of  the  central  nervous  system 
in  the  sense  that  it  affects  these  and  spares  the  others,  for  both 
the  vascular  and  nerve  cell  changes  were  found  in  every  region 
of  the  brain  and  brain-stem.     The  explanation  of  the  predomi- 
nant affection  of  the  motor  system  in  chorea  is  probably  that  its 
symptoms  are   always  the   most  apparent  and  that  it  is  the 
system  which  reacts  most  easily  to  excitation.     The  writers  are 
led  to  the  conclusion  that  the  causation  of  chorea  is  to  be  found 
in  the  action  of  bacterial  poisons  on  the  brain.     The  available 
evidence  points  to  the  occurrence  of  a  local  infection  to  which 
the  widespread  changes  in  the  nervous  system  are  due.     Finally, 
thev  believe  that  this  infection  is  of  a  rheumatic  nature.     The 
complete  recovery  that  so  frequently  occurs  in  chorea  is  not 
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infrequently  brought  forward  as  an  argument  against  its  rheu- 
matic origin.  It  is,  however,  clear  that  acute  rheumatism  is  a 
disease  to  which  there  is  great  resistance,  for  it  is  rarely  fatal; 
and  it  is  also  evident  that  the  various  tissues  resist  the  poisons 
with  different  degrees  of  success.  The  heart  often  recovers 
partially,  but  is  usually  maimed;  the  joints  often  recover  com- 
pletely, pleurisy  generally  leaves  adhesions,  but  the  subcutaneous 
nodules  and  cutaneous  eruptions  disappear.  The  renal  inflam- 
mation is  usually  transitory.  Chorea  is  to  be  grouped  among 
the  more  transitory  of  the  rheumatic  lesions,  for  although  there 
is  no  doubt  that  some  cases  may  last  for  many  years  the  an- 
atomical lesions  are  clearly  recoverable,  as  shown  from  the 
pathological  changes  in  these  cases.  The  single  case  of  chorea 
in  pregnancy  has  enabled  the  writers  to  show  the  presence  of  a 
diplococcus  in  the  nervous  system  and  heart  valves  and  to 
demonstrate  that  the  morbid  changes  in  the  brain  are  essentially 
similar  to  those  in  rheumatic  chorea. 

Blood  Changes  in  Mumps. — I.  S.  Wile  (Arch,  of  Ped.,  Sept., 
1906)  has  examined  the  blood  in  twenty  consecutive  cases  of 
mumps  and  finds  a  relative  and  absolute  lymphocytosis  to  be  a 
constant  symptom.  It  is  noted  on  the  first  day,  no  matter  how 
small  the  tumor  may  be,  and  continues  until  all  swelling  has 
disappeared.  It  is  more  marked  when  the  involvement  is 
bilateral  than  when  unilateral.  It  is  most  marked  in  children 
at  puberty  and  less  accentuated  in  cases  in  adults.  Eosinophiles 
are  slightly  decreased  in  the  beginning  of  mumps,  but  rise  to 
normal  or  above  diiring  convalescence.  They  are  higher  in 
bilateral  than  unilateral  involvement.  The  basophiles  are  not 
affected.  The  polynuclear  neutrophiles  vary  inversely  with  the 
lymphocytes.  With  orchitic  complications,  the  polynuclears 
tend  to  increase  relatively,  though  there  may  be  no  absolute 
leukocytosis.  Hyperleukoc3'tosis  does  occur  in  mumps,  but  is 
not  of  high  degree.  There  is  no  secondary  anemia.  Lympho- 
cytosis differentiates  mumps  from  adenitis  in  cases  involving 
only  the  submaxillary  or  sublingual  glands. 

Recurrences  in  Diphtheria. — Gino  Menabuoni  {Riv.  di  Clin. 
Ped.,  Oct.,  1906)  finds  that  there  have  been  39  cases  of  re- 
currence of  diphtheria  out  of  2,300  seen  at  the  Children's  Clinic 
at  Florence  since  1892,  that  is,  1.7  per  cent.  All  cases  were 
confirmed  bacteriologically.  No  child  is  allowed  to  leave  the 
hospital  until  a  culture  clear  of  bacilli  has  been  obtained,  and 
the  author  finds  that  the  germs  remain  present  from  one  to 
thirty  days  after  the  membrane  has  cleared  from  the  throat. 
All  these  patients  had  been  free  from  germs  for  from  forty  days 
to  some  months  before  the  recurrence  took  place.  The  pre- 
disposing causes  of  recurrence  are  the  antomical  conditions 
existing  in  the  naso-pharynx,  the  occurrence  of  other  infections, 
such  as  scarlatina  or  measles  and  the  presence  of  some  form  of 
respiratory  disease  of  slight  or  severe  type.     In  general  it  was 
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found  that  the  second  attack  was  mild.  There  were  only  three 
deaths  in  recurrences;  one  from  asphyxia  due  to  diphtheritic 
nvolvement  of  the  larynx;  and  two  from  complicating  scarla- 
tina and  measles.  The  author  believes  that  the  mildness  of 
the  attack  is  due  not  to  the  lack  of  virulence  of  the  bacilli, 
since  they  proved  virulent  to  experiment  animals,  but  to  the 
resistance  developed  by  the  child's  organism  to  the  poisons 
of  the  disease. 

Pathogenesis  and  Clinical  Forms  of  Infantile  Dysentery  of 
Bacillary  Origin. — M.  B.  Auche  and  M.  Campana  (Arch,  de  Med. 
des  Enf.,  Sept.  and  Oct.,  1906)  have  made  bacteriological  and 
clinical  observations  in  ninety  cases  of  dysenter}^  seen  in  the 
Infants'  Hospital  at  Bordeaux  Out  of  these  cases  the  bac- 
teriological tests  were  positive  in  thirty-three  cases.  In  five 
others  the  serum  reaction  was  positive.  Hence  the  dysenteric 
nature  of  the  disease  was  demonstrated  in  thirty-eight  cases. 
The  authors  believe  that  true  dysentery  is  much  more  frequent 
among  children  than  is  ordinarily  thought.  In  14  cases  the 
bacillus  of  Shiga  was  present;  in  17  cases  the  bacillus  of  Flexner; 
in  7  that  of  Strong  was  found.  Hence  there  are  three  types  of 
germ  and  there  are  some  general  differences  in  the  symptoms 
produced  by  the  three.  There  were  serum  reactions  of  agglu- 
tination of  each  type  of  bacillus  for  the  cases  produced  by  the 
same  bacillus,  but  not  for  the  other  types  of  germ.  The  agglu- 
tinines  of  the  sera  of  Shiga  and  Flexner  are  different  and  their 
behavior  to  sugars  is  different;  that  of  Shiga  is  without  action 
on  mannite  and  maltose,  while  that  of  Flexner  causes  fermen- 
tation in  them.  Their  pathogenic  power  is  different.  The 
bacilli  of  Shiga  and  of  Flexner  are  the  representatives  of  two 
races  of  a  single  and  similar  germ,  and  not  of  two  specifically 
different  germs.  The  bacillus  of  Flexner  and  that  of  Strong 
are  differentiated  by  a  single  biological  characteristic:  Flexner's 
ferments  maltose.  Strong's  does  not.  The  authors  conclude 
that  dysentery  in  infants  may  be  caused  by  any  one  of  these 
three  germs.  The  clinical  characteristics  of  these  three  types 
differ  very  little  and  not  sufficiently  for  us  to  describe  three 
different  types  of  disease.  The  only  means  of  diagnosis  is  the 
demonstration  of  the  kind  of  germ  and  the  agglutination  reaction. 
The  germs  and  the  characteristics  of  the  disease  arc  the  same 
as  in  adults.  In  the  disease  as  produced  by  Shiga's  bacillus  the 
onset  is  marked  by  intestinal  symptoms;  with  that  of  Flexner 
the  gastric  symptoms  are  more  marked  at  first.  Fever  is  about 
the  same  in  the  three  forms,  and  has  a  relation  solely  to  the 
severity  of  the  disease.  The  same  is  the  case  with  the  colic 
and  tenesmus.  The  Shiga  bacillus  always  produces  the  char- 
acteristic symptoms  of  dysentery,  muco-sanguinolent  stools, 
colic  and  tenesmus,  with  moderate  fever.  That  of  Flexner 
may  not  give  the  characteristic  stools,  and  the  disease  is  some- 
what shorter.     That  of  Strong  acts^the  same  as  that  of  Flexner. 
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The  Shiga  bacillus  seems  to  attack  younger  children  than  that 
of  Flexner.  That  of  Shiga  is  truly  contagious,  and  often  epi- 
demic. That  of  Flexner  is  epidemic,  there  being  often  several 
cases  in  the  same  ward. 

Tuberculous  Osteitis. — Do  not  expect,  says  W.  C.  Schoen- 
ijahn  {Bklyn.  Med.  Jour.,  Oct.,  1906),  in  examining  for  spinal 
caries,  to  find  tenderness  on  pressure  over  the  spinous  processes. 
Bear  in  mind  that  the  disease  is  in  the  bodies  of  the  vertebrae. 
Exceptions  to  this  occtu  in  adults,  but  in  children  the  test  is  un- 
reliable. Look  upon  all  cases  of  Pott's  disease  as  cases  of 
broken  back,  and  fix  the  spine  thoroughly  even  in  mild  cases; 
remembering  that  deformity  occurs  not  only  from  destruction 
of  bone  by  tubercular  disintegration,  but  also  by  the  pressure 
of  contiguous  healthy  vertebrae  falling  one  against  the  other 
and  maintained  in  this  unnatural  position  by  muscular  spasm, 
a  shortening  of  fibrous  structures,  etc.  In  cervical  and  dorso- 
cervical  disease  we  must  relieve  the  suffering  vertebrae  from 
the  weight  of  the  head,  and  this  involves  not  only  upward 
traction,  but  can  be  assisted  by  tilting  backward  of  the  head 
enough  to  throw  the  weight  upon  the  transverse  processes. 
Consider  that  the  disease  itself  extends  over  a  period  of  from 
three  to  five  years,  and  that  even  for  a  longer  period  it  is  wise 
to  continue  support  to  avoid  compensating  deformities.  The 
use  of  the  swing  and  plaster  cast  affords  the  best  agent  for  the 
general  practitioner,  incorporating  the  jury  mast  in  the  cast 
where  such  an  appliance  is  indicated.  Complications  are,  as 
a  rule,  to  be  treated  expectantly,  avoiding  the  opening  of  cold 
abscesses.  Aspiration  gives  the  best  results.  Climate,  hygienic 
surroundings,  tonics,  nutrients  in  abundance  should  be  continued 
throughout  all  treatment. 

Salt-free  Treatment  of  Epilepsy. — The  use  of  a  salt -free  diet 
in  twenty-seven  cases  of  epilepsy  has  convinced  Alfred  Gordon 
{N.  y.  Med.  Jovir.,  Oct.  20,  1906)  that  sodium  chloride  plays 
an  important  role  in  the  chemistry  of  the  organism.  The  sup- 
pression of  alimentary  salt  in  the  diet  of  epileptics  has  a  favorable 
effect  on  epileptic  seizures  inasmuch  as  it  reduces  their  frequency 
and  their  severity.  It  is  of  the  same  value  in  the  treatment  of 
epilepsy  as  the  strict  observance  of  dietetic  and  hygienic  rules. 
Both  factors  combined  aid  considerably  in  reducing  and  con- 
trolling the  seiziires.  Reduction  or  complete  removal  of  sodium 
chloride  from  the  diet  gives  better  result  while  bromides  are 
taken  than  while  they  are  not  taken. 

Sodium  Citrate  in  Infant  Feeding. — A.  C.  Cotton  {Jour.  Anter. 
Med.  Assn.,  Oct.  6)  speaks  favorably  of  the  use  of  sodium  citrate 
in  the  modification  of  milk.  He  says  that  in  the  strength  of 
.25  per  cent,  or  more  it  retards,  while  very  high  percentages 
inhibit,  coagulation  The  presence  of  hydrochloric  acid  hastens, 
while  dilution  retards  coagulation  Gruels  appear  to  have 
little   or  no  more  effect  than  water  in  retarding  coagulation 
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when  sodium  citrate  is  used.  The  coagula  of  citrated  milk  are 
softer,  smoother  and  more  jelly-like  or  more  flocculent  than 
those  of  milk  not  thus  treated. 

Epidemic  of  Lingual  Desquamation  Associated  with  Excoria- 
tions of  the  Lips. — M.  E.  Weill  and  Favre  Gilly  (Ann.  de  Med. 
et  Chir.  Inf.,  June)  describe  an  epidemic  form  of  lingual  desqua- 
mention  occurring  in  a  home  for  destitute  girls,  associated  with 
fissures  of  the  corners  of  the  mouth.  The  authors  consider  it 
the  only  observed  example  of  this  combination  in  epidemic 
form.  An  interesting  fact  was  the  transmission  of  the  two 
affections  to  the  same  subjects,  the  desquamation  alwaj^s  pre- 
ceding the  fissures.  There  were  fissures  of  the  anterior  portion 
of  the  tongue  which  came  from  the  same  cause  as  those  of  the 
lips.  There  were  twenty -three  cases  in  girls  from  ii  to  20 
years  of  age,  who  when  they  came  to  the  asylum  were  all  more 
or  less  run  down,  having  been  arrested  on  the  streets  as  homeless 
and  committed  to  the  institution.  Most  of  the  cases  were  very 
light,  but  in  one  there  was  so  much  swelling  and  pain  of  lips  and 
tongue  that  the  patient  could  not  talk  or  eat.  At  first  the  spread 
of  the  epidemic  was  very  slow;  then  the  cases  began  to  appear 
in  groups.  Each  patient  had  separate  washing  utensils,  but 
they  drank  from  the  same  glasses  and  sometimes  kissed  one 
another.  Microscopic  examination  showed  very  variable  re- 
sults, so  that  no  specific  microorganism  could  be  isolated. 

Treatment  of  Acute  Purulent  Otitis  Media  and  Mastoiditis 
by  Induction  of  Hyperemia. — Bier's  method  of  treating  these 
cases  is  to  put  the  patients  to  bed,  after  performing  paracentesis, 
with  a  rubber  slightly  elastic  bandage,  one  to  one  and  a  half 
inches  in  width  (one-half  inch  in  children),  about  the  neck. 
The  pressure  is  sufficient  to  cause  only  a  slight  cyanosis  of  the 
face,  not  to  cause  pain  in  the  congested  region,  which  should  be 
warm  to  the  touch.  The  bandage  must  be  watched  and  tightened 
if  it  becomes  stretched.  It  remains  in  place  for  twenty -two 
hours  and  after  an  interval  of  two  hours  is  replaced.  This 
method  has  been  employed  by  S.  J.  Kopetzky  {N.  Y.  Med.  Jour., 
June  16)  in  six  cases  of  acute  purulent  otitis  media  with  mastoid 
involvement.  All  were  distnictly  operative  mastoid  cases.  All 
were  completely  cured  except  one,  the  membrana  tympani  being 
normal  in  from  five  to  six  days.  The  bacterial  findings  gave  no 
key  to  the  results  obtained ;  mixed  infections  yielded  as  readily 
as  staphylococcus  cases.  The  writer  believes  that  this  treat- 
ment, applied  early  in  cases  of  acute  purulent  otitis  media  with 
or  without  mastoid  involvement,  will  give  good  results  in  cases 
selected  among  young  and  healthy  patients. 
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It  is  a  fact  well  recognized  by  all  operators  that  the  injured 
bowel  in  all  hernia  and  obstruction  operations  may  be  divided  into 
three  groups  as  soon  as  the  operation  has  progressed  to  the  stage 
where  it  can  be  inspected.  First,  those  cases  in  which  it  is  clearly 
evident  that  a  resection  is  unnecessary ;  second,  those  cases  in 
which  it  is  positively  certain  that  resection  must  be  performed; 
third,  a  group  in  which  the  surgeon  is  in  doubt  as  to  the  vitality 
of  the  injured  portion  of  bowel.  It  is  to  the  treatment  of  this 
uncertain  condition,  whether  it  occurs  in  internal  obstruction, 
or  in  incarcerated  bowel  in  a  strangulated  hernia,  that  the 
writer  wishes  to  call  attention.  He  has  devised  a  means  which 
has  proved  eminently  satisfactory  in  a  number  of  cases.  It  is 
simple  in  its  application  and  harmless,  if  perchance  it  should 

*Read  at  the  Nineteenth  Annual  Meeting  of  the  American  Association  of 
Obstetricians  and  Gynecologists,  held  at  Cincinnati,  September  20-22, 1906. 
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even  be  unnecessary,  and  protects  the  patient  from  the  dangers 
attending  the  sudden  perforation  which  sometimes  occurs  in  these 
doubtful  cases  three  or  four  days  after  the  operation.  He  has 
not  seen  it  mentioned  in  any  textbook  or  medical  journal. 
If  any  one  else  is  using  it,  he  has  no  knowledge  of  it-.  He  has 
employed  this  method  in  several  instances  and  is  convinced 
that  it  cannot  endanger  the  patient  in  any  way,  and  he  be- 
lieves that  it  places  in  the  hands  of  the  surgeon  the  means  by 
which  he  can  save  lives  that  would  otherwise  be  lost. 

The  method  is  not  appHcable  in  all  kinds  of  bowel  injury,  and 
is  advised  only  with  certain  definite  conditions  and  surround- 
ings. Almost  all  operators  can  recall  cases  operated  upon  for 
hernia  or  obstruction  in  which  there  was  but  a  small  area,  per- 
haps not  larger  than  a  nickel  or  a  quarter  of  a  dollar,  about 
which  they  were  in  doubt  or  that  gave  them  only  slight  anxiety, 
yet  they  decided  not  to  do  a  resection  on  account  of  the  sur- 
roundings. While  most  of  these  cases  recover  without  a  bad 
symptom,  occasionally  perforation  occurs  at  the  injured  point 
and  the  patient  dies  within  three  or  four  days  after  the  op- 
eration, the  perforation  taking  place  when  he  is  convalescent, 
so  far  as  the  operation  is  concerned.  In  fact,  this  has  oc- 
curred so  often  after  the  operation  for  hernia  that  the  students 
in  clinics  often  say,  "The  operation  was  a  success,  but  the 
patient  died."  It  is  in  these  uncertain  cases  in  which  the 
suspected  area  is  of  very  limited  extent,  and,  especially  follow- 
ing the  operation  for  hernia,  that  the  method  is  most  likely 
to  be  necessar}^  and  appears  to  be  best  adapted.  The  writer 
has  employed  it  in  five  cases  after  hernia  operations,  and  has 
never  seen  any  ill  effects  following  its  use.  He  has  also  used 
it  in  four  cases  of  obstruction  in  which  the  abdomen  was  opened, 
one  of  the  patients  having  a  perforation,  which  occurred  on  the 
third  day  after  the  operation. 

The  method  consists  in  employing  a  single  layer  of  iodoform 
gauze  about  three  inches  broad,  placing  it  against  one  side  of 
the  mesentery'  and  carr\'ing  it  over  the  diseased  bowel  until  it 
rests  upon  the  mesenter\'  upon  the  opposite  side,  extending  a 
couple  of  inches  beyond  the  bowel  of  doubtful  vitality  upon  each 
side,  and  placing  this  loop  of  bowel  surrounded  Vjv  the  gauze 
just  inside  of  the  abdomen.  The  wound  is  dressed,  if  it  is 
intraabdominal,  by  leaving  one  or  two  stitches  untied;  if  a 
hernia  operation,  as  an  open  wound,  in  cither  case  leaving  the  end 
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of  the  gauze  surrounding  the  bowel  projecting  out  of  the  wound 
a  foot  or  more,  so  that  there  is  no  danger  of  losing  it  inside. 

It  is  a  fact  that  those  will  recall,  who  have  used  gauze  or 
gauze  pads  in  intraabdominal  work,  that  after  they  remain 
a  few  minutes  in  contact  with  the  peritoneum  they  are  more  or 
less  adherent. 

In  any  portion  of  the  intestinal  tract  that  is  manipulated 
to  any  extent,  especially  any  portion  that  has  been  subjected 
to  pressure  or  strangulation,  the  peristalsis  is  suspended  for 
several  hours  or  longer,  perhaps  for  days.  This  condition 
favors  this  method  of  treatment  because  the  gauze  will  not 
become  displaced  if  there  is  no  peristalsis.  Immediately  after 
operation,  the  peritoneum  commences  the  process  of  walling 
of?  the  gauze  which  fixes  it  by  adhesive  inflammation,  and  by 
the  end  of  three  or  four  hours  it  is  thoroughly  walled  in  with 
a  layer  of  lymph.  The  perforation  is  not  likely  to  occur  for 
three  or  four  days  or  later.  By  that  time  the  gauze  is  thoroughly 
walled  off,  and,  if  leakage  of  gas  or  feces  occurs,  there  is  a  ready 
exit  for  it  along  the  strip  of  gauze  through  the  open  wound,  and 
a  temporar}^  artificial  anus  is  established.  Within  a  day  or  so 
after  this  occurs,  the  gauze  can  be  removed  by  a  little  care, 
without  using  force,  and  a  small  soft  rubber  drainage  tube 
may  be  used  in  its  place,  to  remain  as  long  as  necessary.  There 
are  three  conditions  in  which  the  method  may  be  used  to  ad- 
vantage. The  writer  will  report  one  case  in  each  group  as  il- 
lustrating its  use:  First,  in  case  of  hernia  in  which  a  resection 
has  not  been  done ;  second,  in  cases  of  hernia  in  which  resection 
has  been  performed;  third,  in  certain  cases  in  which  the  ab- 
domen has  been  opened. 

Case  I. — This  method  was  first  suggested  to  the  waiter  when 
he  was  asked  to  see  a  patient  at  her  home  in  the  country  in  the 
night  time,  June  14,  1900.  The  patient  had  been  ill  for  forty- 
eight  hours,  and  after  twenty-four  hours  her  doctor  suspected 
that  she  had  intestinal  obstruction.  It  was  found  that  she  had 
a  small  femoral  hernia,  though  she  was  not  conscious  of  its 
existence.  It  was  decided  at  once  to  operate,  believing  that 
this  was  the  cause  of  her  symptoms.  Upon  opening  the  sac  a 
small  knuckle  of  intestine  was  found  incarcerated.  The  ring 
was  enlarged,  and  the  bowel  drawn  dow^n  and  cleansed.  The 
portion  of  bowel  involved  was  about  as  large  as  a  man's  thumb 
nail.     While  this  was  perfectly  dark  (almost  black),  the  luster 
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was  not  entirely  gone,  but  at  one  point,  not  longer  than  three- 
eighths  of  an  inch,  the  luster  appeared  to  be  absent.  This 
was  repaired  by  fine  catgut  suture.  I  felt  very  uneasy  about 
putting  the  bowel  inside.  As  my  only  assistant  was  the  family 
doctor,  and  I  was  working  by  lamplight,  I  decided  to  treat 
the  bowel  as  described  above,  dressing  the  incision  as  an  open 
wound,  packing  the  canal  temporarily  with  gauze.  The  gauze 
in  the  canal  and  open  wound  was  changed  daily. 

On  the  third  day  gas  escaped  from  the  wound,  with  a  distinct 
odor  of  feces,  and,  on  the  following  day,  feces  appeared  upon 
the  dressing.  For  several  days,  feces  in  considerable  quantities 
came  through  the  wound.  On  the  sixth  da}^  the  gauze  surround- 
ing the  bowel  was  all  removed.  The  wound  was  kept  clean. 
Only  a  small  short  drainage  tube  extending  just  through  the 
abdominal  wall  was  inserted.  This  was  changed  twice  daily  and 
the  wound  packed  with  gauze.  The  patient  made  a  prompt 
and  complete  recovery  without  a  single  bad  symptom,  ex- 
cepting the  fecal  fistula.  This  closed  spontaneously  with- 
out difficulty  on  the  sixteenth  day  after  the  operation. 

This  method  of  treating  the  injured  bowel  may  be  of  great 
value  in  operations  for  strangulated  hernia,  where  the  bowel 
must  be  resected,  especially  where  a  Murphy  button  has  been 
used.  Nearly  all  the  deaths  following  the  use  of  the  Murphy 
button  have  come  about  on  account  of  leakage  showing  some 
defect  in  the  technic  of  placing  the  button,  or  as  is  more  Hkely 
to  occur  in  hernia,  some  disarrangement  of  the  bowel  at  the 
juncture  in  crowding  the  button  back  into  the  abdomen  through 
a  narrow  opening. 

In  using  the  button  in  intraabdominal  operations,  this 
danger  does  not  exist,  but  I  am  convinced,  from  personal  ex- 
perience, that  it  is  a  real  danger  in  hernia  operations.  There 
is  another  reason  why  it  might  be  used.  In  all  the  cases  where 
a  resection  is  necessar}^  the  field  of  operation  is  dirty.  One 
must  handle  clean  bowel  with  more  or  less  contaminated  hands, 
and  if  this  method  is  employed,  the  contaminated  bowel  can 
be  fixed  just  inside  of  the  abdomen,  and  thereby  drainage  can 
be  established.  If  leakage  should  occur,  as  it  sometimes  does, 
one  does  not  lose  the  patient,  as  the  following  case  illustrates. 

Case  II. — On  October  12,  1905,  at  8  p.m.,  Mr.  G.  H.,  age  46, 
of  Huntington,  W.  Va.,  was  admitted  to  the  Bethesda  Hospital 
imder  my   care,   after  suffering  from  a  strangulated  inguinal 
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hernia  for  six  days.     The  patient  was  in  a  very  serious  con- 
dition,  with  cold  and  clammy  extremities  and  pulse   at   148. 
He  had  been  the  subject  of  an  old  irreducible  omental  hernia 
for  more  than  twenty  years,  and  on  this  account,  the  real  con- 
dition of  strangulated  bowel  had  been  overlooked.     The   op- 
eration was  performed  at  once  and  in  the  sac  were  found  several 
ounces  of  feces  and  pus,  a  large  piece  of  gangrenous  omentum 
and  a  small  piece  of  small  intestine,  perhaps  three  inches  in 
length.     The  bowel  was  gangrenous.     A  resection  was  made  / 
using  a   Murphy  button  for  uniting  the   bowel.     On  account 
of  the  very  foul  condition  of  the  sac  it  was  considered  that  more 
or  less  contamination  of  the  bowel  must  occur.     On  account,  also, 
of  the  extreme   and  critical  condition  of  the  patient,   a 'very' 
hurried  operation  was  performed.     For  fear  of  additional  in- 
fection, the  bowel  was  surrounded  as  above,  bv  a  strip  of  iodo- 
form gauze  and  replaced  just  inside  of  the  abdomen.     The  gauze 
fixed  the  bowel  at  this  location,  the  canal  wound  was  packed 
with  gauze  and  the  incision  dressed  as  an  open  wound.     The 
stomach  was  irrigated  until  the  water  returned  clear  and  the 
patient  was  put  to  bed.     The  man  had  a  tedious  convalescence, 
owing  to  an  infarct  in  his  lung,  which  resulted  in  an  abscess,  but 
he  finally  recovered  and  returned  to  his  home  on  November 
30.     On  the  fifth  day,  a  distinct  odor  of  feces  was  observed  on 
the   dressing,   and   gas  passed   through   the  wound.        On  the 
sixth  day  the  Murphy  button  was  passed  and  a  small  amount 
of  feces  observed  on  the  dressings,    The  same  dav  the  gauze  sur- 
rounding the  bowel  was  removed  and  the  wound  irrigated  and  a 
small  soft  rubber  drainage  tube  was  placed  in  the  canal.     Feces  in 
small  quantities  appeared  on  the  dressings  for  six  or  eight  days, 
afterwhich  time  the  wound  closed  and  remainedso.    The  patient  is 
now  enjoying  excellent  health.     I  feel  certain  that  by  the  use  of 
the  gauze  in  this  case  and  thus  fixing  the  bowel  near  the  ex- 
ternal wound,  the  danger  of  the  infection  was  lessened  and  the 
patient  was  protected  from  the  danger  of  a  leakage  at  the  point 
of  injury  to  the  bowel. 

Case  III.— Mrs.  W.,  aged  37,  mother  of  several  children,  was 
admitted  to  my  service  in  the  Presbyterian  Hospital,  February 
13.  1903.  with  intestinal  obstruction  existing  fifty  hours.  The 
abdomen  was  somewhat  distended,  especially  on  the  right  side 
above  the  anterior  superior  spine  of  the  ihum.  She  was  im- 
mediately prepared  for  operation,  which  was  performed  on  Feb- 
ruary 13,  1903. 
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When  the  abdomen  was  opened,  qmte  a  quantity  of  blood- 
stained fluid  was  found  in  the  peritoneal  cavity.  There  was  a 
volvulus  involving  about  fourteen  inches  of  bowel.  This  loop  of 
bowel  was  much  distended  and  claret  colored.  As  soon  as  the 
volvulus  was  relieved  and  hot  applications  applied,  the  bowel 
partially  assumed  its  normal  color.  There  was  only  one  sus- 
picious place,  which  was  near  the  root  of  the  mesentery,  about 
one-fourth  of  an  inch  broad  and  three-quarters  of  an  inch  long, 
running  crossways  on  the  bowel.  This  was  supported  by  fine 
catgut,  protected  by  a  strip  of  gauze  as  above  described. 

The  patient  recovered  without  a  bad  symptom,  and  con- 
valescence was  estabhshed  within  twenty -four  hours.  Every 
symptom  was  favorable  up  to  the  end  of  the  third  day,  at 
which  time  she  had  a  rise  of  temperature  and  a  rapid  pulse, 
and  complained  of  considerable  pain  in  the  region  of  the  wound. 
The  strip  of  gauze  through  the  abdominal  wound  was  twisted 
upon  itself  to  loosen  it  at  the  edge  of  the  wound,  where  it  had 
become  adherent,  and  immediately  gas  escaped  from  the  cavity. 
This  gas  had  a  feculent  odor.  The  gas  continued  to  escape 
for  twenty -four  hours,  after  which  a  small  quantity  of  feces  ap- 
peared. The  feces  continued  to  appear  only  in  small  quantities 
for  six  or  eight  days.  At  the  end  of  the  sixth  day  after  the  op- 
eration, the  gauze  was  all  removed  and  a  soft  rubber  drainage 
tube,  extending  through  the  abdominal  wall,  was  inserted. 
Except  for  the  fecal  fistula,  which  closed  of  its  own  account  on 
the  seventeenth  day  after  the  operation,  the  patient  had 
an  uninterrupted  recovery.  I  am  convinced  that  few  surgeons 
would  have  treated  this  condition  at  this  time  by  a  resection  of 
the  bowel.  I  am  also  convinced  that  this  condition  does  not 
favor  the  repair  of  the  injury  by  suture,  because  the  bowel 
is  so  much  thickened  and  softened;  with  the  least  pressure  in 
coaptation,  the  stitches  tear  out  and  it  is  in  similar  cases  where 
we  trust  the  stitches  alone  after  licrnia  operations  that  we  have 
perforations  and  death. 

Three  other  cases  were  treated  in  this  manner;  none  of  them 
had  perforation.  The  gauze  was  removed  on  the  sixth  day, 
and  they  were  no  worse  for  having  it,  and  it  gave  them  ad- 
ditional protection  against  the  dangers  of  perforation  and  gen- 
eral peritonitis. 

62S  Elm  Street. 
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ABDOMINAL    SINUSES. 

BY 

LOUIS  R.  PIERCE.  M.D., 
Newburgh,  N.  Y. 

An  abdominal  sinus  is  the  reproach  of  the  surgeon  and  the 
b§te  noir  of  the  physician.  In  the  interest  of  the  latter  I  have 
attempted  to  gather  some  of  the  more  recent  opinions  concerning 
its  causes  and  treatment. 

Its  literature  is  very  meager.  Several  papers  have  appeared 
upon  fecal  or  other  fistulae,  but  I  find  but  one  essay  devoted  to 
the  septic  blind  sinus,  and  that  was  published  twelve  years  ago. 
Text  books,  either  of  general  or  special  surgery,  treat  the  subject 
in  a  few  lines.  Notwithstanding  this  paucity  of  literature  the 
condition  is  frequently  puzzling,  and  no  doubt  most  of  us  can 
recall  an  experience  in  which  we  were  placed  at  disadvantage 
by  having  to  rely  upon  general  principles  only  in  managing  a 
most  troublesome  sinus,  when,  after  some  severe  abdominal 
operation  involving  suppuration,  the  patient  was  returned  to 
the  physician  with  the  request  that  he  "dress  the  sinus  until  it 
closes;"  a  situation  taxing  the  vitaHty  of  the  patient  and  the 
time  and  patience  of  the  physician. 

Nature  in  her  efforts  to  repair  damage  sustained  by  the 
abdominal  contents  first  closes  in  the  injured  members  by  a 
wall  of  exudate  liberally  supplied  with  connective  tissue,  lym- 
phatics and  bloodvessels.     Its  office  is  twofold: 

First:  To  protect  the  uninvolved  organs  from  infection  spread- 
ing from  those  already  involved;  and 

Secondly:  To  contract  as  fast  as  the  infection  is  destroyed 
by  the  phagocytes,  thus  gradually  diminishing  the  area  diseased. 

To  successfully  obliterate  this  area  it  is  necessary  that  the 
proportion  of  contractile  connective  tissue  be  sufficiently  large 
to  close  the  site  of  such  injury  until  only  a  line  or  hard  cord  of 
cicatrix  remains.  Coincident  with  this  process  is  the  retrograde 
metamorphosis  leading  to  the  almost  complete  absorption  of 
the  adventitious  tissue. 

A  case  reported  by  A.  B.  Currie  shows  how  extensive  this 
process  may  be. 

"The  patient  was  about  20  years  of  age,  had  been 
operated    on   several    months    prior   for   tubercular   peritonitis. 
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the  abdominal  wound  having  been  left  open  for  drainage.  The 
peritoneum  had  secreted  freely,  but  instead  of  agglutination 
of  the  visceral  and  parietal  surfaces,  the  parietal  surface  re- 
mained free,  with  a  wall  of  new  tissue  gradually  formed  over 
the  omentum  and  intestines,  completely  isolating  them  from 
the  parietal  peritoneum.  This  wall  or  cuirass  had  its  upper 
limit  several  inches  above  the  umbilicus,  extended  well  into  the 
flanks  laterally,  and  apparent^  had  its  lower  limit  at  the  brim 
of  the  pelvis,  though  the  bladder,  uterus,  and  I  believe  the 
appendages  were  wholly  outside  of  it,  in  the  great  sinus  be- 
tween the  layers  of  new  tissue  and  the  abdominal  wall.  This 
latter  circumstance  may  have  been  due  to  the  fact  that  the 
drainage  tube  dipped  into  the  pelvic  cavity  behind  the  uterus. 
This  new  membrane  did  not  appear  to  be  very  vascular,  was  of 
a  dark  brown  color  and  of  rather  friable  structure.  It  showed 
no  tendency  to  adhere  to  the  parietal  peritoneum,  secreted 
more  or  less  fluid,  and,  so  far  as  I  could  learn,  showed  little 
tendency  to  contract.  In  fact,  here  was  an  example,  on  a 
colossal  scale,  of  the  sinuses  which  are  of  such  common  oc- 
currence after  the  performance   of  abdominal  section. " 

Classification. — Upon  examining  several  of  these  discharging 
pockets,  we  find  a  ready  means  of  classifying  them  by  the 
character  of  the  discharge,  as: 

I.  The  serous  sinus.  2.  The  mucous  sinus.  3.  The  true 
fistula. 

All  have  certain  characteristics  in  common.  They  are  chronic, 
showing  little  or  no  tendency  to  heal.  They  more  or  less  com- 
pletely invalid  their  possessor,  owing  to  the  exhausting  dis- 
charge, often  offensive  in  character,  and  the  absorption  of  toxins. 
Almost  without  exception  they  are  the  seat  of  direct  infection, 
or  their  discharges  become  a  culture  medium  for  infection. 
Because  of  the  greater  contractile  property  of  the  skin  the  caliber 
of  the  sinus  is  narrowest  at  the  point  of  exit.  Its  course  is  tor- 
tuous or  branching  and  may  communicate  with  cavities  of  vary- 
ing dimensions. 

The  Serous  Sinus  is  essentially  an  unhealed  abscess,  tubular 
in  form,  the  walls  of  which  are  lined  with  granulations  exuding 
serum,  and  kept  open  because  of  the  inability  of  the  deeper 
portions  to  cicatrize.  Most  frequently  it  results  from  a  large 
accumulation  of  pus,  the  walls  being  formed  by  neighboring 
organs  agglutinated  together  by  firm  adhesions.  These  latter 
fail  in  completely  obliterating  the  abscess  sack,  hence  the 
annoyance  of  a  persistent  opening. 

The  causes  are  predisposing  and  local. 
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First  among  the  former  is  the  condition  of  debility  and  shock 
usually  existing  in  the  subject  at  the  time  of  operation  because 
of  grave  constitutional  disease,  tuberctdosis,  cancer  or  syphilis. 
This  is  notably  true  if  any  of  the  abdominal  contents  be  affected 
by  one  of  these  diseases  or  by  prolonged  sepsis  and  consequent 
lowering  of  vital  resistance  to  toxemia. 

Because  of  either  or  any  of  these  conditions  the  nutrition  of 
both  viscera  and  peritoneum  is  seriously  interfered  with,  and 
should  adhesions,  recent  or  old,  exist,  the  peritoneum  becomes 
irritable,  its  serous  secretion  is  increased,  and  a  nidus  of  in- 
fection opening  in  any  direction  serves  as  a  starting  point  for 
a  sinus.  Local  causes  may  be  purposive  or  accidental.  The 
former  is  usually  provisional  for  drainage,  either  by  tube  or 
gauze.  Probably  few  surgical  appHances  have  been  more 
abused  than  the  drainage  tube.  As  long  ago  as  pre-aseptic 
days  this  appHance  was  an  acknowledged  danger.  Various 
materials  were  substituted,  no  one  seeming  to  reaHze  that 
the  local  mechanical  irritation  was  provoking  the  sinus  regard- 
less of  the  material  used.  And  yet,  in  case  of  a  large  abscess,  the 
tube  is  a  necessity.  Noble  cautions  thus:  Gauze  will  drain 
serum,  but  it  needs  a  tube  to  drain  pus. 

The  introduction  of  the  cigarette  drain  by  Mickulicz  was  a 
distinct  gain;  but  this  will  not  carry  the  thick,  cheesy  pus 
sometimes  encountered  in  pelvi  c  abscess.  With  the  drainage 
tube  may  be  classed  permanent  ligatures.  Up  to  the  time  when 
we  were  supplied  with  trustworthy  catgut,  many  sinuses  were 
kept  open  indefinitely  by  a  silk  Hgature,  often  detached  and 
lying  at  the  bottom  of  the  sinus. 

Accidental  local  causes  are  chiefly  calculi  from  any  source, 
bladder,  gall-bladder  or  appendix,  and  intestinal  contents 
which  have  escaped  through  fistulae  or  accidental  wounds 
during   operation. 

Those  from  an  extrinsic  source  are  clamps,  needles,  suture 
ends,  sponges,  and  the  Hke,  dropped  into  the  abdomen  by  ac- 
cident, or  left  there  through  oversight. 

In  the  face  of  these  facts,  when  dealing  with  pelvic  or  ab- 
dominal suppuration,  we  are  forced  to  indorse  the  observation 
of  Keith:     "After  all,  where  would  we  be  without    drainage?" 

Here,  more  than  in  any  other  abdominal  condition,  is  the 
personal  equation  of  the  operator  in  evidence.  One  operator, 
from  prejudice  or  a  false  confidence  in  the  recuperative  powers 
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of  his  patient,  removes  the  tube  or  wick  too  early — hemorrhage 
or  secondary  abscess  is  the  consequence.  Another,  too  con- 
servative, continues  the  drainage  until  a  hard  callus  forms 
around  it,  and  seemingly  the  patient's  life  has  been  pumped 
through  it  or  the  sinus,  which  was  its  inevitable  result.  The 
ability  of  the  peritoneum  to  take  care  of  infection  is  so  variable 
that  no  fixed  rule  can  be  offered. 

The  work  of  Howard  Kelly  in  closing  the  peritoneum  in- 
fected with  tuberctdosis,  after  thoroughly  cleansing  it  and  re- 
moving all  infected  glands,  is  worthy  of  note,  proving  no  lack 
of  confidence  in  this  organ  to  destroy  infection.  In  his  series, 
the  drained  cases  had  a  normal  temperature  at  the  ninth  week. 
In  closed  cases,  convalescence   began   during  the  second  week. 

So  far  as  is  possible,  drainage  should  be  established  through 
the  vagina.  In  this  event  gravity  favors  the  process  by  flushing 
the  infected  area  with  serum,  and  still  more  important,  and  a 
fact  not  previously  mentioned,  is  the  protection  against  new 
infection   furnished   by   the    vaginal   bacillus  of  Doederlein. 

In  abdominal  drainage  this  flushing  may  be  gained  by  two 
measures:  First,  making  a  MickuHcz  cigarette,  long  enough 
to  fall  over  the  side  of  the  abdomen  to  a  point  lower  than  the 
bottom  of  the  sinus  and  acting  as  a  siphon;  and  secondly,  by 
including  in  the  cigarette  a  small  soft  rubber  catheter,  through 
which  salt  solution  may  be  carried  to  the  bottom  of  the  sinus 
without  disturbing  the  dressings.  Naked  gauze  should  rarely 
or  never  be  left  in  the  abdomen,  because  granulations  form 
in  its  meshes  and  make  its  removal  difficult  and  painful.  This 
is  easily  obviated  by  wrapping  it  in  rubber  tissue  or  silkite. 

Given  an  old  sinus,  in  which  nature  seems  to  have  exhausted 
her  powers,  what  shall  we  do? 

First,  a  bacteriological  examination  of  its  discharges  is  in 
order,  to  determine  if  infection  be  present.  If  absent,  germi- 
cides are  of  no  use,  and  our  efforts  are  solely  to  increase  the 
reparative  powers  of  the  tissues.  Every  effort  must  be  made 
to  discover  foreign  material.  In  my  case  to  be  cited,  I  suc- 
ceeded in  removing  a  ligature  of  silk  from  a  deep  sinus  with  a 
loop  of  stiff  silkworm  gut.  A  large  crochet  needle  or  a  small 
curet  is  useful  for  this  exploration.  Large  objects,  clamps, 
sponges  and  the  like  can,  of  course,  only  be  removed  through 
incision.  After  eliminating  foreign  bodies,  the  walls  and 
bottom  of  the  sinus  should  be  thoroughlv  curetted  to  remove  all 
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granulations;  but  in  doing  this,  the  utmost  care  should  be  ex- 
ercised lest  some  hollow  viscus  form  a  portion  of  the  wall  and  be 
opened. 

Garrigues  suggests  injecting  the  sinus  with  ver>'  hot  water. 
Various  irritants,  such  as  silver  nitrate,  carbolic  acid,  and  iodine 
may  be  tried.  Gibson  uses  the  unguentum  Crede.  None  of  these 
are  expected  to  destroy  the  infection,  but  are  to  stimulate 
an  exudate  of  plastic  lymph  that  may  become  formed  and  close 
the  sinus,  and  also  to  invite  a  greater  number  of  phagocytes 
to  destroy  the  infection. 

Practically,  the  branches  of  the  track  retain  enough  infection 
to  reopen  it  in  many  instances.  Mild  stimulants,  such  as 
balsam  of  Peru  or  emulsion  of  Aristol,  are  more  useful.  A 
1-500  solution  of  formaldehyde,  used  daily,  has  proven  success- 
ful. 

Because  of  the  tendency  to  close  at  the  point  of  exit  some 
slight  drainage  must  be  provided — a  short  piece  of  tube,  a 
roll  of  gauze  or  rubber  tissue,  or  a  bundle  of  half  a  dozen  strands 
of  silkworm  gut;  any  of  these  having  a  safety  pin  through 
them  to  prevent  their  entering  the  sinus  more  than  an  inch 
or  so. 

Should,  at  any  time,  the  discharge  become  sterile,  the  sinus 
must  be  left  entireh-  alone  for  a  week  at  least,  that  it  may  close. 
In  any  event  it  should  be  treated  very  tenderly  to  avoid  break- 
ing down  new  granulations.  Curiosity  and  a  probe  will  keep 
a  sinus  open  indefinitely. 

The  constant  packing  of  a  sinus,  as  it  is  sometimes  recom- 
mended, is  bad  practice.  The  sinus  persists  because  of  insuf- 
ficient vitahty  of  the  tissue  and  the  dilatation,  and  the  rough 
usage  lowers  the  already  low  vitality  of  the  parts  and  pre- 
vents cicatrization.  The  most  convenient  method  of  irrigating 
a  sinus  is  through  a  fine  soft  rubber  catheter.  This  can  be 
introduced  with  care  and  do  no  damage. 

Serous  sinuses  opening  into  the  vagina,  if  persistent,  are 
due  to  a  foreign  body  or  to  an  infection  arising  in  the  vermiform 
appendix.  According  to  Goldsphon,  an  infection  arising  in 
the  genital  tract  rarely  requires  secondary  operation.  While 
most  serous  sinuses  close  with  careful  dressings  as  indicated, 
there  are  a  few  that  will  not.  These  are  due  in  the  main  to 
general  faulty  conditions— nephritis,  etc.,  or  to  diseased  ap- 
pendages, or  peritoneum.     Occasionally  a  sinus  is  met  that  re- 
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fuses  to  heal  even  after  the  most  painstaking  treatment.  For 
these  surgical  measures  must  be  employed. 

Operative  Treatment. — Probably  six  months  is  long  enough  for 
any  case  to  wait  for  results  from  palliative  measures.  Too 
long  delay  shotdd  not  be  advised  in  any  case  which  is  station- 
ary, because  of  the  danger  to  the  kidneys;  as  Garrigues  says, 
"Abdominal  sinuses  frequently  lead  to  nephritis." 

To  cure  we  must  ablate  the  whole  diseased  tract  and  as 
much  of  the  surrounding  exudate  as  possible,  and  close  the 
wound  throughout  with  sutures. 

The  first  step  of  the  operation  should  be  to  thoroughly  cauterize 
the  mouth  of  the  sinus,  pack  it  with  gauze,  and  suture  it  closed 
so  that  it  may  not  contaminate  the  new  wound.  The  new 
incision  should  be  made  far  enough  distant  to  insure  free 
access  to  the  peritoneum.  It  must  be  generous  enough  to  allow 
free  separation  of  all  adhesions  and  liberate  the  fistulous  tract. 
When  completely  freed  from  all  internal  attachments  it  is 
excised  with  its  skin  connections,  leaving  an  incision  which 
may  be  closed  in  the  usual  way  of  closing  clean  wounds  of  the 
abdomen. 

The  peritoneum,  if  healthy,  may  be  trusted  to  take  care  of 
any    remaining    adhesions,    if    aseptic. 

Mucous  Sinus. — ^The  symptoms  of  this  are  not  unlike  the 
serous  sinus  to  casual  observation,  but  examination  of  the  dis- 
charge proves  it  to  be  mucus,  broken-down  mucous  membrane 
and  pus. 

There  are  three  organs  which  may  furnish  it,  namely,  a  gall- 
bladder with  occlusion  of  the  cystic  duct,  an  appendix  vermi- 
formis  with  occlusion  at  its  proximal  end,  and  a  Fallopian  tube 
occluded   at,   or  near,   its   isthmus. 

Microscopical  examination  of  the  discharge  reveals  the 
characteristic  mucous  epithelial  cells. 

There  is  one  other  source  of  what  we  may  term  pseudo  mucous 
sinus,  namely,  a  sinus  having  its  origin  in  a  ruptured  ovarian 
cyst,  or  a  remaining  portion  of  cyst  wall.  By  recaUing  the 
fetal  development  of  the  ovan^  by  the  invaginating  of  layers 
of  germinal  epithelium,  we  find  evidence  that  these  are  true 
mucous  secretions  from  the  distended  walls  of  the  follicles, 
which  are  lined  by  a  single  layer  of  epithelium,  often  goblet- 
shaped.  This  so  closely  resembles  the  true  mucous  sinus  as 
to  be  best  classed  with  it. 


pierce:     abdominal  sixuses. 


157 


A  case  illustrating  the  possibility  of  an  abdominal  sinus  is 
the  following: 

A  woman  35,  single.  Ill  health  for  several  years.  Year  and 
one-half  previous  had  operation,  left  tube  and  ovary  were 
removed,  right  ovary  resected  for  cysts,  uterus  suspended.  While 
in  Washington,  present  illness  began  with  appendicitis,  which 
subsided  under  medical  treatment;  patient  returned  home,  was 
again  taken  ill  with  usual  symptoms  of  appendiceal  abscess, 
and  was  removed  to  hospital  for  operation.  The  abdominal 
cavity  was  found  to  contain  a  quantity  of  free  pus  from  an 
abscess  cavity  adjoining  the  base  of  the  appendix  and  with 
almost  no  protective  adhesions.  This  was  cleared  out,  the 
cavity  wiped  free  from  pus,  and  the  appendix  removed.  Owing 
to  the  low  condition  of  the  patient  this  was  accompHshed  by 
passing  a  double  silk  Hgature  through  the  mesoappendix.  The 
peritoneum  was  drained  with  tubes,  and  during  the  next  week 
several  pockets  of  pus  opened  into  the  main  sinus.  This  sinus 
remained  open  for  nearly  five  months,  when  I  secured  the 
pair  of  Hgatures  used  on  the  appendix,  and  it  then  closed  in  ten 
days. 

The  patient  remained  well  for  about  three  months,  when 
she  developed  an  abscess,  apparently  in  the  scar  of  the  old 
sinus,  but  dipping  down  alongside  the  uterus.  This  was  opened 
beside  the  old  scar,  drained,  and  after  a  few  weeks  the  dis- 
charge become  almost  pure  mucous.  If  the  mouth  of  the 
sinus  was  left  to  close  it  would  heal,  remain  closed  for  a  few 
days,  and  open  again. 

After  several  months  she  was  sent  to  the  late  A.  Palmer 
Dudley. 

Upon  opening  the  abdomen  he  found  that  the  sinus  led 
down  almost  directly  to  the  stump  of  the  appendix,  which 
had  closed  securely.  The  Fallopian  tube  was  occluded  at 
both  ends,  distended  and  communicating  by  a  small  sinus  of 
some  length  with  the  external  sinus.  The 'mucous  discharge 
was  from  this  source  and  precluded  all  possibility  of  closure 
of  the  sinus.  Uterus,  ovar}^  tube,  head  of  the  colon  and  sinus 
were  so  matted  in  exudate  that  hysterectomy  offered  the  only 
possibility  of  eliminating  the  disease. 

The  prognosis  in  mucous  sinus,  in  distinction  to  the  other 
forms  of  the  disease,  is  bad,  unless  operated  upon.  No  form 
of  treatment  other  than  operation  is  of  avail. 

Many  times  this  condition  results  from  lax  methods  in 
operating,  resulting  in  leaving  mucous  membrane  exposed  to 
form  the  bottom  of  a  sinus.  These  sinuses  must  be  variously 
dealt  with  in  varying  situations.  In  the  gall-bladder,  by  removal 
of  that  organ,  or,   this  being  impossible,  by  stripping  off  its 
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mucous  lining.  In  the  appendix,  by  removal  and  inversion  of 
the  stump  or  through  destruction  of  its  mucous  lining.  In  the 
Fallopian  tube,  by  removal  if  septic,  or  if  occluded,  by  removal 
of  such  occlusion.  In  ovarian  and  other  cysts,  by  removal 
of  the  cyst  wall,  or  at  least  by  dissecting  ofif  its  glistening  lining 
membrane  and  folding  in  and  stretching  the  two  surfaces 
carefully  together  to  form  an  adhesion  free  from  secreting 
surface . 

Should  a  sinus  near  any  of  these  localities  have  existed  for 
several  months  the  discharge  should  be  examined  for  mucous 
membrane  epithelium.  Occasionally  one  of  these  is  found 
whose  discharge  is  free  from  infection,  especially  if  it  have  its 
origin  in  the  gall-bladder.  A  sinus  of  Fallopian  tube  may 
show  menstrual  hemorrhage. 

The  diagnosis  estabHshed,  the  only  successful  treatment 
is  to  dissect  out  the  track  of  the  sinus  and  all  mucous  mem- 
brane having  no  other  communication.  This  should  be  done 
as  described  in  the  preceding  section. 

Fecal  Fistula. — The  true  abdominal  fistula  presupposes  an  ab- 
dominal opening  into  some  hollow  viscus.  A  vast  majority  of 
these  fistulae  are  into  the  intestinal  track. 

The  character  of  the  discharge  readily  indicates  its  origin, 
being  bile  from  the  gall-bladder,  urine  from  the  urinary  blad- 
der, chyle  free  from  offensive  odor  and  liquid  in  character  if 
from  the  small  intestine  and  feces  from  the  large  intestine  and 
rectum.  The  gall-bladder  or  urinary  bladder  may  remain  open 
for  a  time,  but  close  if  the  normal  ducts  of  these  organs  supply 
proper  drainage,  unless,  of  course,  the  fistulous  track  is  malig- 
nant. 

Fecal  fistula  in  nearly  all  nonmalignant  cases  is  due  to  ac- 
cidental injury  to  the  intestine  during  or  following  operation, 
such  as  pinching  it  in  clamps,  cutting  with  a  needle,  tearing  in 
separating  adhesions,  or  necrosis  due  to  pressure  from  a  drainage 
tube. 

In  the  tabulated  cases  collected  by  Dudley,  in  sixty  out  of 
seventy-four,  the  prime  cause  of  the  accident  was  extensive 
adhesions  in  the  pelvis,  in  the  breaking  up  of  which  some  in- 
jur>'  was  done  to  the  coats  of  the  intestinal  wall  and  the  injur>' 
overlooked  at  the  time  of  operation.  In  these  seventy-four 
cases  the  drainage  tube  was  used  in  sixty -one,  and  in  only 
eighteen  was  the  claim  made  that  the  tube  did  not  influence 
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the  formation  of  the  fistula.  The  time  of  its  appearance  is 
usually  during  the  first  two  weeks;  a  few  develop  as  late  as 
two  or  three  months.  In  point  of  frequency  of  occurrence  it 
is  variously  reported  in  one  or  two  per  cent,  of  all  drainage  cases. 

Among  the  rarer  causes  may  be  mentioned  direct  violence, 
shot  or  stab  wounds,  resections  which  fail  to  completely  unite, 
and  gangrene  due  to  strangulation  in  a  hernial  ring.  Its  oc- 
currence after  the  separation  of  serous  adhesions  must  be 
very  rare ;  septic  adhesions  being  much  denser  and  shorter 
greatly  increase  its  frequency. 

Abrasion  of  the  muscularis  is  usually  followed  by  separation 
of  its  fibres  and  opening  of  the  mucosa.  The  most  frequent 
sites  of  these  openings  are  the  rectum  and  sigmoid;  next, 
the  caput  coU;  and  lastly,  coils  of  small  intestine  in  or  near 
the  pelvis. 

The  fistulous  track  is  usually  straight;  its  walls  thick  and 
firm  from  exudate.  If  the  small  intestine  is  involved,  its 
lumen  becomes  greatly  narrowed  by  the  retraction  of  this 
exudate  and  the  constant  vermicular  activity  of  the  intestinal 
wall  not  bound  into  the  exudate. 

Considering  the  grave  lesion  and  character  of  the  organs 
involved,  the  prognosis  in  fecal  fistula  is  surprisingly  good. 
Spontaneous  healing  follows  in  55  per  cent,  of  cases,  accord- 
ing to  the  series  already  referred  to.  Garrigues  says:  "To 
operate  on  fecal  fistula  is  unnecessary,  for,  as  a  rule,  they  will 
close  spontaneously  within  a  year."  Hirst:  "The  majority 
of  fecal  fistula  close  spontaneously  in  a  few  days.  If  not, 
the  case  should  be  treated  expectantly  for  nine  months.  If 
it  does  not  close  in  a  year  it  probably  never  will." 

Closure  is  usually  more  prompt  in  sinus  through  the  vagina 
than  through  the  abdominal  wall.  The  explanation  of  this 
may  be  that  the  sinus  is  shorter  and  less  accessible,  and  there- 
fore less  tampered    with. 

Secondary  laparotomy  for  closure  of  a  fistulous  intestine  is 
not  without  considerable  danger— 25  per  cent,  of  cases  dying 
from  exhaustion  or  complicating  conditions.  The  operation 
accomplishes  its  purpose  in  about   51   per  cent. 

Preventive  Measures. — In  as  much  as  this  condition  follows 
faulty  technique,  we  must  look  to  better  methods  to  lessen 
its  occurrence. 

Too  great  anxiety  to  remove  a  neoplasm  entire  occasionally 
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results  in  an  undiscovered  abrasion  of  a  neighboring  organ; 
so  too,  in  separating  adhesions  deep  in  the  pelvis  or  through  an 
insufficient  incision.  The  present  almost  universal  use  of 
gloves  in  complicated  cases  adds  another  risk  of  this  accident, 
as  does  also  the  use  of  instruments  in  breaking  adhesions.  The 
great  fault,  however,  rests  with  the  drainage  tube.  If  the 
abdomen  must  be  closed  around  a  tube,  and  occasionally  it 
must  be  used  for  thick  abundant  pus,  it  should  be  replaced 
by  a  gauze  wick  or  cigarette  at  the  end  of  twenty-four  or  forty- 
eight  hours.  Peristalsis  may  place  a  coil  or  intestine  in  con- 
tact with  a  tube,  or  the  pressure  of  dressings  may  be  sufficient 
to  cause  the  tube  to  impinge  on  such  a  loop  and  a  necrosis  re- 
sult. 

Treatment. — Given  a  fistula,  its  cure  becomes  often  a  dif- 
ficult matter.  From  opinions  cited  it  is  clear  that  most  must 
be  expected  from  medical  treatment.  If  the  intestine  is 
opened  high,  that  is,  in  a  coil  of  ileum,  it  is  a  discouraging 
task.  Absolute  rest  in  bed  is  an  essential.  The  diet  should 
be  concentrated  in  character  and  leaving  as  little  residue  as 
may  be,  also  free  from  gas  producing  food.  An  essential  in 
treatment  is  thorough  cleanliness. 

The  object  to  be  attained  is  a  firm  closure  at  the  point  of 
entrance  of  the  sinus  through  the  intestinal  wall  by  the  for- 
mation of  healthy  granulation  tissue  at  this  point.  This  ac- 
compHshed,  the  fistula  becomes  a  simple  serous  sinus  to  be 
treated  as  such. 

As  soon  as  leakage  from  the  bowel  occurs,  the  fistulous  tract 
should  be  thoroughly  cleaned  at  frequent  intervals  with  some 
antiseptic  and  the  canal  closely  packed  with  iodoform  gauze, 
saturated  with  balsam  of  peru,  stopping  just  short  of  the  in- 
testine. This  dressing  may  be  removed  daily,  using  care  to 
not  disturb  the  new  granulation  at  the  juncture  of  the  intestine. 
When  this  opening  has  become  quite  small  the  bowels  should 
be  thoroughly  cleared  out  by  some  cathartic.  Following  this 
the  peristalsis  should  be  checked  by  the  free  use  of  morphia, 
and  kept  at  rest  for  one  week,  during  which  time  the  food  should 
be  as  concentrated  as  possible.  Then  the  bowels  should  be 
moved  by  enemata.  The  sinus  should  be  frequently  cleansed 
by  irrigation,  but  no  instrument  should  be  introduced  until 
it  is  closed,  as  is  evidenced  by  the  cessation  of  the  escape  of 
gases  through  the  sinus.     The  secret  of  success  seems  to  lie 
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in  the  management  of  the  bowel — keeping  it  quiet,  free  from 
gas,  and  well  irrigated.  This  procedure  may  have  to  be  re- 
peated several  times.  Other  methods,  at  times,  succeed. 
Bird  has  used  constant  irrigation  successfully.  Repeated 
application  of  the  Paquelin  cautery  is  mentioned,  being  of 
special  value  because  of  the  plastic  exudate  following  its  use. 

In  old  fistula,  and  in  those  which  have  resisted  all  forms 
of  medical  treatment,  some  form  of  surgical  treatment  is  in- 
dicated. This  will  depend  upon  the  location  of  the  fistula  and 
the  tissues  involved.  Usually  it  will  be  necessary  to  resect 
a  portion  of  the  bowel,  or  at  least  remove  a  wedge-shaped  piece 
with  the  sinus.  Mayo  dissects  out  the  fistula,  and  if  it  is  narrow 
and  the  lumen  of  the  intestine  is  not  greatly  contracted,  it  is 
treated  in  the  manner  of  an  appendix,  by  inversion  of  the 
stump  into  the  intestine  and  a  purse  string  suture.  The  pa- 
tient's condition  is  so  deplorable  that  she  is  willing  to  submit 
to  any  measure  promising  relief,  and  several  trials  may  be 
necessary  before  success  is  achieved.  A  fact  worthy  of  re- 
calling is  that  a  considerable  percentage  of  these  secondary 
laparotomies  have  been  fatal. 

It  is  not  my  purpose  to  enter  into  the  detail  of  surgical 
methods  to  relieve  these  conditions,  but  to  review  the  minor 
methods  of  meeting  these  several  accidents  of  abdominal  sur- 
gery that  are  useful  to  the  general  practitioner  in  his  efforts 
to  supplement  the  work  of  the  specialist. 

ii8  Grand  Street. 
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In  looking  about  for  something  that  would  be  of  practical 
interest  to  each  and  every  member  of  our  association,  I  decided 
that  the  question  of  Pyelitis  Complicating  Pregnancy  would 
probably  meet  the  requirements  better  than  any  other  matter 
I  might  choose,  but  in  dealing  with  this  subject  in  the  paper 
I  shall  read  this  evening    I    would  like  to  have  it  distinctly 

♦Read  before  the  London  Medical  Association,  December  lo,  1906. 
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understood  that  I  am  not  dealing  with  an  acute  manifestation  of 
a  pre-existing  chronic  inflammation  of  the  pelvis  of  the  kidney, 
which  existed  before  the  woman  became  pregnant,  or  one  that 
has  developed  from  calculus  or  some  other  cause  entirely  indepen- 
dent of  pregnancy,  but  an  acute  inflammation  which  devel- 
ops during  pregnancy,  and  is  dependent  in  some  way  on  the 
pregnant  condition  for  its  causation,  and  in  some  cases  partially 
subsides  before  completion  of  gestation,  and  where  usually  all 
signs  of  the  inflammatory  process  pass  oft'  in  a  few  weeks 
after  delivery. 

In  a  paper  read  before  this  association  in  January,  1891, 
I  gave  notes  of  a  case  of  this  kind  which  I  had  under  my 
care,  a  short  time  previously,  and  in  these  notes  pretty 
accurately  described  a  condition,  which  was  then  new  to  me. 
This  paper  was  not  published,  and  as  a  consequence  Reblaud, 
to-day,  gets  the  credit  of  having  first  accurately  described  the 
condition,  in  a  paper  read  by  him  at  the  Surgical  Congress  in 
1892,  or  more  than  one  year  later  than  the  date  of  my  paper. 

It  is  my  purpose  to-night  to  give  extracts  fron\  my  previous 
paper  with  notes  of  the  case  then  reported,  and  the  subsequent 
history  of  this  patient.  I  will  also  give  notes  from  two  other 
cases,  which  have  come  under  by  personal  observation  since 
that  time,  together  with  the  present  views  as  to  the  frequency 
causation,  prognosis  and  treatment  of  this  disease. 

I  find  that  in  my  paper,  January,  1891,  I  said  that  at  that 
time  (sixteen  years  ago),  there  was  practically  no  literature  on 
the  subject.  All  the  standard  works  on  obstetrics,  which  I 
had  consulted,  Lusk,  Playfair,  and  others,  did  not  mention  it. 
In  letters  received  from  several  leading  specialists,  I  was 
informed  that  practically  nothing  had  been  written  on  the 
subject.     The  notes  of  my  case,  then  reported,  were  as  follows: 

Case  I. — Mrs.  B.,  farmer's  wife,  aged  22  years,  married 
Christmas,  1889,  became  pregnant,  in  her  first  pregnancy,  the 
following  May,  1890.  She  had  always  enjoyed  excellent  health 
before  marriage,  and  since,  up  to  about  two  weeks  previous  to 
the  time  she  consulted  me,  which  was  on  October  21,  1890. 
She  was  then  between  five  and  six  months  pregnant.  Her 
symptoms  at  this  time  were  pain,  rather  severe  behind,  over  right 
kidney.  Chilly  sensations.  Temperature  1030  F.  Pulse  over 
100.  Dry  cough,  constipation,  some  frequency  in  urination, 
no  appetite.      She    appeared    somewhat    apathetic    and    dull. 
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She  said  that  she  had  not  been  well  for  the  preceding  two 
weeks,  but  the  symptoms  had  become  markedly  worse  during 
the  past  two  or  three  days.  Examination  of  the  pelvic  organs 
showed  an  apparently  normal  uterine  pregnancy.  Examination 
of  the  chest  revealed  nothing  to  account  for  the  cough  and 
other  symptoms.  I  did  not  get  a  sample  of  the  urine  for  ex- 
amination on  this  date. 

As  she  came  from  a  part  of  the  country  where  there  was 
some  malaria,  I  thought  that  this  might  explain  the  symptoms. 
I  advised  her  to  go  home  and  go  to  bed,  and  prescribed  a  calomel 
cathartic,  to  be  followed  by  good  doses  of  quinine.  The  next 
day,  October  22,1  saw^  her  at  her  home  in  the  country  at  4  p.m. 
She  was  feeling  somewhat  better.  Temperature  was  normal. 
She  was  slightly  jaundiced  and  complained  of  some  nausea. 
The  pain  was  not  so  severe.  The  urine  had  not  yet  been 
examined,  and  the  diagnosis  still  favored  malaria. 

On  October  23 ,  although  taking  quinine  in  good  doses,  she  had 
another  light  chill  early  in  the  morning,  with  an  accompanying 
rise  of  temperature,  and  some  increase  of  pain  and  urinary 
irritation.  An  examination  of  the  urine  on  this  date  showed 
it  to  be  acid  in  reaction,  with  a  trace  of  albumen,  and  showing 
under  the  microscope  numerous  pus  cells. 

From  October  23  to  November  21  she  had  occasional  slight 
chills  with  fever  and  sweats.  The  pain  in  the  right  lumbar 
region  continued,  and  she  also  felt  pain  running  down  in  front, 
along  the  course  of  the  right  ureter.  There  was  nausea  and 
vomiting  at  times  and  pretty  rapid  emaciation. 

Repeated  examinations  of  the  urine  show'ed  it  to  be  acid  in 
reaction,  with  a  marked  trace  of  albumen,  and  numerous  pus 
and  epithelial  cells.     I  could  not  detect  casts. 

From  November  21  to  December  4  I  had  the  temperature 
taken  night  and  morning  and  found  that  it  ranged  from  normal  or 
subnormal  in  the  morning  to  100  degrees  and  loi  degrees  F. 
in  the  evening.  Pain  in  the  side  during  this  time  w^as  not  severe. 
She  emaciated  rapidly  and  had  night  sweats  so  that  she  resem- 
bled a  person  in  rapid  decHne.  The  quantity  of  pus  in  the  urine 
increased,  and  from  her  general  condition  I  began  to  think 
seriously  of  terminating  the  pregnancy,  but  as  she  was  anxious, 
if  possible,  to  have  a  viable  child,  I  concluded  to  defer  as  long 
as  possible.  From  December  4  she  began  to  feel  better.  There 
w-as    cessation   of  pain,    disappearance   of  cough,     and    lessen- 
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ing  of  the  quantity  of  pus  in  the  urine.  On  December  7,  about 
220  days  following  her  last  menstrual  period,  labor  pains  came 
on  about  5  a.m.,  with  a  discharge  of  liquor  amnii,  and  after  a 
moderately  tedious  labor,  owing  to  an  R.  O.  P.  position  of  the 
head,  a  very  well-nourished  female  child  was  born  about  i  p.m. 
Convalescence  was  normal  and  free  from  any  rise  in  temperature. 
For  a  few  days  there  was  slight  pain  in  the  right  kidney  region, 
and  some  pus  in  the  urine,  but  an  examination  of  the  urine 
fourteen  days  after  labor  showed  it  to  be  free  from  pus. 

The  diagnosis  of  pyelitis  complicating  pregnancy  in  this 
case  was  made  from  the  clinical  history,  and  examination  of 
the  urine.  The  history  of  pain  in  the  right  kidney  region, 
running  down  along  course  of  ureter,  coming  on  rather  suddenly 
and  accompanied  with  chills,  fever,  sweats,  digestive  disturbance, 
emaciation  and  urinary  irritation,  with  examination  of  the  urine, 
showing  it  to  be  acid,  and  containing  pus  and  epithelial  cells 
(apparently  from  kidney  pelvis),  was,  I  thought,  sufficient 
to  establish  the  diagnosis.  There  was  at  no  time  any  dimin- 
ution in  the  quantity  of  urine. 

When  I  first  saw  the  patient  and  before  a  careful  examination 
of  the  urine  was  made,  malaria  was  considered  a  probable 
cause  of  the  symptoms.  No  other  disease  was  considered  in 
the  differential  diagnosis.  Regarding  the  pathology  in  this 
case  I  could  say  very  little  at  that  time.  I  felt  convinced  that 
the  inflammatory  process  started  in  the  pelvis  of  the  kidney 
and  was  not  an  extension  upward  from  the  bladder.  I  gave 
as  the  probable  cause  of  the  trouble  partial  obstruction  of  the 
ureter  from  pressure  of  the  enlarged  gravid  ute?-us.  I  also  gave 
"constipation  as  a  possible  factor,"  but  I  looked  upon  this  as  a 
pressure  factor  from  the  hardened  feces  in  the  bowel  pressing 
upon  the  ureter.  At  that  time  I  knew  nothing  about  the  bac- 
teriology of  the  intestinal  tract  and  its  relationship  to  such 
inflammations.  The  irritation  of  dammed-back  urine  from 
partial  obstruction  to  the  urinary  flow  seemed  to  explain  the 
origin  of  the  inflammation.  In  this  case  there  was  no  inflam- 
matory pelvic  exudate,  no  tumor  and  no  pathological  displace- 
ment of  the  uterus  to  cause  pressure. 

The  treatment  consisted  of  purgatives  to  clear  out  the  intes- 
tinal tract.  Quinine  was  given  because  I  thought  it  possible 
that  malaria  might  be  a  factor  in  the  causation.  This,  with 
rest  in  the  recumbent  position,  and  diet  largely  of  milk,  was  the 
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treatment.  Subsequent  examination  of  the  urine  in  the  non- 
pregnant condition  in  this  case  showed  an  absence  of  pus  or  any 
other  sign  of  disease  of  the  urinary  tract.  In  1893  she  was 
under  my  care  during  her  second  pregnancy  and  confinement, 
when  she  gave  birth  to  twins.  There  was  no  recurrence  of  the 
trouble  either  during  (this  second)  pregnancy  or  the  puer- 
perium.  She  was  under  my  care  in  her  third  pregnancy  and 
confinement  in  1895,  giving  birth  to  one  child.  There  was 
no  recurrence  of  the  trouble  during  this  pregnancy  or  subse- 
quently. 

Case   II. — Mrs.  T.,  aged  25  years,  in  her  second  pregnancy. 
I  had  attended  this  patient  in  her  first  pregnancy  and  con- 
finement in   1893,   and  the  pregnancy,   labor  and  puerperium 
were  normal    in    every    particular.      I    first    saw   her    in    her 
second  pregnancy  March  10,   1897.     She  had  last  menstruated 
on  December  8,  1896.     Examination  of  her  urine  at  this  time, 
March,   1897,  was  negative.     On  examination  of  the  abdomen 
on  April  15,  the  uterus  could  be  felt  well  above  the  pubes,  and 
seemed  larger  than  one  would  expect  for  the  period  of  pregnancy. 
The  fundus  seemed  more  to  the  right  side  than  usual.     At  this 
time  she  was  complaining  of  some  vague  abdominal  pain  and  some 
frequency  in  micturition.     On  May  3    she  was  out  in  the  rain 
and  got  her  feet  and  skirts  wet,  and  on  May  4,  about  five  months, 
from  date  of  last  menstruation,  she  was  seized  rather  suddenljr 
with  severe  pain  in  the  back  over  the  right  kidney,  with  frequent 
micturition,  bearing  down  in  the  pelvis,  and  the  passage  of  large- 
quantities  of  urine.     Temperature  was  normal,  the  pulse  was. 
increased  some  in  frequency.     Her  urine  was  found  to  be  acid 
and   contained   pus.     On   May   5    the   evening   condition   was 
about  the  same.     Her  temperature  had  risen  to  100  degrees  F. 
On  May   6   a  catheter  sample  of  urine  showed  the  following: 
Reaction,    acid.     Pus    cells    numerous.     Epithelial    cells.       No 
casts.     Quantity  reported  by  nurse  for  twenty-four  hours  was 
ninety  ounces. 

From  this  time  up  to  the  end  of  July  following,  this  patient 
had  frequent  recurrences  of  pain  and  elevation  of  temperature 
at  times  reaching  102°  F.,  these  attacks  lasting  for  several  days, 
and  at  times  requiring  morphia  to  relieve  the  pain. 

During  this  period  of  neariy  three  months  she  was  confined 
mostly  to  her  room,  and  in  bed  during  the  acute  attacks.  She 
emaciated  considerably,  and  at  times  the  question  as  to  the  ad- 
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visability  of  emptying  the  uterus  was  seriously  considered. 
From  the  end  of  July,  however,  she  began  to  improve,  and  this 
improvement  continued,  although  she  was  unable  to  get  about 
much.  On  September  17,  labor  pains  came  on  about  noon,  and 
after  a  normal  labor,  a  well-nourished  female  child  was  born 
at  9  p.m. 

The  presentation  was  a  head,  and  the  position  L.  O.  A.  Her 
puerperium  was  normal,  and  on  November  4,  a  sample  of  urine 
not  taken  per  catheter,  showed  only  one  or  two  pus  cells.  An 
examination  of  the  urine  subsequently  in  August,  1898,  showed  a 
complete  absence  of  pus. 

In  1900  I  attended  this  patient  in  her  third  pregnancy  and 
confinement,  the  pregnancy,  labor,  and  puerperium  being  nor- 
mal, there  having  been  no  recurrence  of  the  urinary  trouble. 
The  treatment  of  this  case  during  her  illness  from  the  pyelitis 
complicating  her  second  pregnancy  was  rest,  diet  largely  milk, 
occasional  doses  of  morphia  for  the  pain,  salol  and  quinine. 

This  patient  passed  through  her  fourth  pregnancy,  labor  and 
puerperium  in  1902  without  any  trouble. 

Case  III  was  seen  in  consultation  with  Dr.  Logic  of  Samia, 
on  October  29,  1904.  Mrs.  J.,  aged  31  years,  married  seven 
years,  about  five  and  a-half  months  advanced  in  her  second 
pregnancy.  She  had  not  been  well  for  two  or  three  weeks, 
but  was  confined  to  her  bed  for  only  two  or  three  days  previous  to 
my  visit.  Her  symptoms  were  pain  in  the  right  lumbar  region 
and  down  the  right  side  along  the  course  of  the  right  ureter. 
She  was  having  distinct  chills,  and  chilly  sensations,  with  an 
elevation  of  temperature  from  99°  F.  to  102°  F.,  followed 
by  sweating.  Urination  was  not  markedly  frequent. 
The  quantity  of  urine  was  increased.  The  urine  was  acid. 
Sp.  gr.  1 01 2.  Albumen  a  trace;  considerable  pus;  no  casts. 
Diagnosis:  "Pyelitis  complicating  pregnancy."  The  treatment 
advised  was  rest  in  bed,  milk  diet.  Urotropin  with  large  quan- 
tities of  water  by  mouth.  Saline  cathartics  to  clear  out  the  in- 
testinal tract,  and  moderate  doses  of  morphia  if  required,  for 
pain. 

This  patient  went  to  full  term,  and  had  a  perfectly  normal 
labor.  Her  convalescence  was  normal,  the  urine  clearing  up  in 
a  few  weeks  after  delivery. 

Dr.  Logic  told  me  that  this  patient  had  some  urinary  trouble 
•with  pus  in  the  urine  in  her  first  pregnancy,  the  urine  clearing  up 
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after  delivery,  and  from  his  casebook  notes  of  the  first  preg- 
nancy the  trouble  was  undoubtedly  a  pyelitis,  beginning  in  the 
sixth  month. 

In  looking  up  the  literature  on  the  subject,  I  find  in  some 
of  the  recent  text-books  on  obstetrics,  Edgar,  Williams  and 
Webster,  brief  reference  made  to  the  disease  under  the  heading 
"Pyelonephritis  in  Pregnancy."  Hirst  also  briefly  mentions 
it  under  the  heading,  "Pyelitis  in  Pregnancy." 

From  what  is  said  in  these  text-books,  I  am  led  to  believe 
that  these  authors  have  had  little  personal  experience  with 
the  disease.  In  other  recent  works,  Borland,  Davis,  King, 
Jellett,  etc.,  no  mention  is  made  of  the  disease.  The  best  recent 
article  on  the  subject  I  have  seen  is  a  paper  by  Cragin,  pub- 
lished in  the  New  York  Medical  Record  of  July  16,  1904. 

Cragin  claims  that  the  condition  is  not  rare,  he  having  per- 
sonally seen  ten  cases  in  four  years.  He  appears  to  think,  how- 
ever, that  the  disease  is  frequently  not  recognized  by  either  the 
general  practitioner  or  specialist. 

Quoting  from  Cragin's  paper,  "The  etiology  of  the  condition, 
according  to  Vinay,  seems  to  depend  on  two  factors,  (i)  Com- 
pression of  the  ureter  by  the  pregnant  uterus.  (2)  Infection 
of  the  urinary  tract  above  the  point  of  compression." 

The  first  factor,  "compression  of  the  ureter  by  the  pregnant 
uterus,"  I  mentioned  as  a  cause  in  my  former  paper.  I  also, 
in  that  paper,  gave  what  I  considered  a  reason  why  the  ureter 
is  more  liable  to  injurious  compression  during  pregnancy  than 
in  the  nonpregnant  condition.  Quoting  from  that  paper,  I  said 
under  the  heading,  predisposing  causes,  that  "Skene  tells  us 
that  the  passive  hyperemia  and  edema  of  the  pelvic  organs 
during  pregnancy  may  interfere  with  the  proper  nutrition  of 
the  ureters,  and  in  consequence  they  are  softer,  less  elastic  and 
less  resistant  to  injury  during  labor  than  in  the  normal  state," 
and  I  said,  "if  this  statement  by  Skene  be  true,  they  would  be 
less  resistant  also  to  injurious  pressure  during  pregnancy." 

"It  appears,  from  the  experiments  of  Ludwig,  that  the  normal 
downward  pressure  of  the  urine  in  the  renal  pelvis  is  very  low, 
so  that  little  compression  of  the  ureter  is  required  to  retard  the 
current." 

"From  the  record  of  autopsies  on  pregnant  women  by  01s- 
hausen,  Stadfield  and  others,  it  has  been  proven  that  compres- 
sion of  the  ureter  with  resulting  dilatation  does  occur  in  preg- 


i68  meek:     pyelitis  complicating  pregnancy. 

nancy,   and  that  the  right  ureter  is  the  one  most  frequently 
compressed  and  dilated." 

The  causes  which  have  been  suggested  for  this  difference 
on  the  two  sides  are,  (i)  "  The  greater  prominence  at  the  brim  of 
the  pelvis  of  the  right  over  the  left  common  ihac  artery,  exposes 
the  right  ureter  to  greater  pressure  between  the  uterus  and 
iliac  artery."  (2)  "The  more  frequent  rotation  of  the  uterus. 
on  its  long  axis  from  left  to  right  forward  places  the  enlarged 
■uterus  more  in  the  right  oblique  diameter  of  the  pelvis  than  the 
left,  and  thus  exposes  the  right  ureter  to  greater  pressure." 
(3)  "The  greater  frequency  of  the  fetal  head  in  the  right  oblique 
diameter  of  the  pelvis  increases  the  frequency  of  the  pressure 
upon  the  right  ureter." 

When  I  reported  my  first  case  in  January,  1891,  I  did  not. 
know  that  the  disease  in  nearly  all  cases  was  right  sided. 

In  my  three  cases  reported  the  disease  was  right  sided.  Cragin 
says  that  in  all  of  his  ten  cases  and  in  all  authentic  cases  which 
he  could  find  reported  the  lesion  was  primarily  right  sided,  and 
usually  remained  confined  to  the  right  side. 

In  eight  of  the  ten  cases  reported  by  Cragin  the  position  of 
the  head  was  noted  and  in  seven  of  these  it  was  in  the  right 
oblique  diameter  of  the  pelvis. 

In  my  first  case  the  position  of  the  head  was  R.  O.  P.  In 
my  second  case  it  was  L.  O.  A.  In  the  third  case  Dr.  Logic 
tells  me  that  it  was  a  head  presentation  and  that  the  labor  was  easy 
and  perfectly  normal.  I  would  therefore  assume  that  in  this 
case  the  position  was  L.  O.  A. 

In  Cragin's  ten  cases,  seven  were  primigravida,  and  three 
were  multigravida. 

In  Vinay's  nine  cases,  two  were  primigravida  and  seven  were 
multigravida. 

In  my  three  cases,  one  was  primigravida  and  two  were  bipara. 
With  regard  to  the  second  factor,  "infection  of  the  urinary 
tract  above  the  point  of  compression."  Irritation  of  the  mucous 
membrane  by  the  dammed-back  urine  would  naturally  render 
it  more  susceptible  to  infection,  but  as  to  whether  the  infection 
is  an  ascending  or  descending  infection  there  is  some  difference 
of  opinion.  "Reblaud  and  others  believe  that  the  infection 
is  caused  by  organisms  being  eliminated  through  the  kidneys, 
and  along  the  urinary  tract,  and  in  some  cases  by  direct  trans- 
mission   to    the    pelvis   of   the   kidney   from    the    contiguous. 
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intestine."  In  my  own  cases,  as  there  was  no  evidence  of 
cystitis  preceding  the  onset  of  the  symptoms  referable  to  the 
pelvis  of  the  kidney,  I  must,  naturally  infer  that  the  infection 
was  a  descending  one. 

"In  all  reported  cases  in  which  a  bacteriological  examination 
of  the  urine  was  made,  with  one  or  two  exceptions,  the  infecting 
organism  in  the  'pyeHtis  of  pregnancy'  was  found  to  be  the 
colon  bacillus." 

In  my  three  cases  the  period  of  pregnancy  at  which  the 
pyelitis  started  was  between  five  and  six  months.  Cragin  says 
that  it  usually  occurs  between  five  and  eight  months. 

In  the  history  of  the  cases  I  have  reported,  the  diagnostic 
symptoms  of  the  disease  have  been,  I  think,  sufficiently  dwelt 
upon.  There  is  one  fact,  however,  that  Cragin  has  pointed  out, 
that  should  be  kept  in  mind,  namely  that  at  the  very  onset  of  the 
disease  no  pus  may  be  found  in  the  urine,  nothing,  perhaps, 
but  a  trace  of  albumen  and  a  few  hyaline  casts.  Pus,  how- 
ever, soon  appears  in  varying  quantities. 

I  cannot  see  how,  if  a  careful  investigation  of  the  case  is 
made,  the  disease  could  be  mistaken  for  salpingitis  or  appen- 
dicitis or  typhoid  fever,  yet  in  the  hands  of  a  careless  physician 
such  mistakes  may  occur.  Possibly,  too,  some  cases  are  mis- 
taken for  cystitis,  but  in  cystitis  urination  is  frequent  and  painful, 
and  the  urine  is  alkaline,  while  in  pyelitis,  urination  though 
usually  frequent,  is  not  painful,  and  the  urine  (although  con- 
taining considerable  pus) ,  is  acid,  and  besides,  there  is  pain  and 
tenderness  over  the  kidney. 

Judging  from  my  own  cases  and  the  cases  reported,  the 
disease  called  "pyelitis  complicating  pregnancy,"  with  which 
this  paper  deals,  should  have  a  favorable  prognosis  under  proper 
medical  treatment. 

From  my  personal  experience  I  agree  with  Cragin,  when  he 
says  that  "the  interruption  of  pregnancy  is  seldom,  if  ever, 
necessary."  The  medical  treatment  I  would  favor,  in  the 
light  of  past  experience,  and  present  knowledge  of  the  subject 
would  be  rest  in  the  recumbent  posture,  fluid  diet,  largely  of 
milk,  and  large  quantities  of  water.  Laxatives  and  saline 
purgatives  to  keep  the  intestinal  tract  cleared  out.  Urotropin 
in  grains  v,  doses  about  every  four  hours,  given  with  copious 
draughts  of  water,  is  probably  (at  the  present  time)  the  best 
urinary  antiseptic  we  can  administer  in  this  disease.     ^.   [^  I 
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Locally,  for  the  pain,  an  ice  bag  applied  over  the  loin,  is 
recommended.  In  some  severe  cases  of  pain  not  relieved  by 
the  ice  bag,  small  doses  of  morphia  may  be  given. 

330  Queens  Avenue. 
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In  the  paper  read  before  the  American  Gynecological  Society, 
two  years  ago,  the  writer  used  the  following  words:  "While 
he  would  not  go  so  far  as  to  say  that  every  appendix  should  be 
removed  when  the  abdomen  was  opened  for  other  conditions,  he 
did  think  that  it  should  be  examined,  and  if  only  slightly  thickened 
or  bound  down  by  adhesions,  it  should  be  removed,  provided  the 
patient's  condition  would  warrant  an  extra  ten  minutes' 
anesthesia." 

Since  then  many  discussions  have  taken  place,  some  of  them 
occupying  the  whole  morning  sessions  of  societies  of  leading 
operators  on  this  continent  and  in  Europe,  who  have  thought  the 
question  well  worth  while  discussing. 

In  Europe  the  feeling  still  is  either  that  the  appendix  should 
not  be  looked  at,  or,  if  looked  at,  that  it  should  be  left  alone.  On 
this  continent,  where  the  evolution  of  the  appendix  is  progressing 
more  and  more  rapidly  toward  extinction,  and  where  surgical 
thought  advances  more  aggressively,  the  feeling  is  growing  more 
and  more  that  the  appendix  has  outlived  its  usefulness,  and  that 
it  is  unfair  to  submit  our  patients  to  the  risk  of  appendicitis 
when  we  could  remove  the  organ  without  any  appreciable  danger 
being  added  to  the  original  operation. 

Perhaps  half  a  dozen  times  the  writer  has  removed  the  right 
ovary  and  tube  for  persistent  pain  in  the  right  side  without  reliev- 
ing the  latter,  and  has  been  obliged  to  perform  a  second  operation 
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for  removal  of  the  appendix,  with  the  result,  however,  of  obtaining 
a  perfect  cure. 

Although  occasionally  one  hears  an  operator  speaking  lightly 
of  a  second  and  third  operation,  if  the  first  or  second  fails  to 
cure,  the  majority  of  the  profession  are  with  the  writer,  in  the 
opinion  that  a  second  operation  is  not  only  a  misfortune  to  the 
woman,  but  that  it  brings  discredit  alike  on  the  surgeon  and  his 
art.  So  that  it  is  better  for  all  concerned  to  do  all  that  has  to  be 
done  under  the  one  anesthesia,  even  if  this  entails  four  or  five 
distinct  procedures.  Very  often  these  four  or  five  conditions 
depend  one  upon  the  other ;  thus  a  lacerated  cervix  and  perineun 
lead  to  retroversion;  retroversion  leads  to  fungous  endometritis, 
menorrhagia  and  disease  of  the  displaced  ovary,  and  to  reflex 
disturbances  of  digestion  which  in  turn  cause  emaciation.  The 
loss  of  perinephritic  fat  leads  to  floating  kidney,  which,  pressing 
on  the  vein  into  which  the  circulation  of  the  appendix  flows, 
leads  to  appendicitis.  Repairing  the  first  or  the  last  or  any  link 
of  the  chain  will  not  cure  the  woman ;  they  must  all  be  repaired 
if  broken.  So  that  Edebohls,  who  first  had  the  courage,  ten 
years  ago,  to  propose  doing  six  or  seven  operations  rapidly  at 
one  seance,  has  lived  to  see  his  views  very  generally  adopted. 

The  writer  has  recently  had  a  case  which  alone  would  almost 
be  sufficient  justification  for  removing  the  appendix  and  ovary 
in  every  case  where  the  life  of  the  patient  would  not  be  imperiled 
by  the  extra  ten  minutes  required. 

Mrs.  L.,  age  21,  was  sent  to  him  by  Dr.  Virolle,  of  this  city, 
complaining  of  abdominal  tumor,  which  was  quite  apparent 
through  her  clothing,  although  it  had  not  been  noticed  by  her 
until  her  marriage,  a  few  months  before.  She  had  never  men- 
struated, but  had  suffered  severely  every  month,  just  like  a  case 
of  dysmenorrhea. 

She  was  admitted  to  the  Samaritan  Hospital,  and  on  the  15th 
of  July,  1905,  the  abdomen  was  opened  and  a  broad  ligament  cyst 
full  of  pus  of  about  the  size  of  an  adult  head  was  removed  with 
great  difficulty  from  the  left  side. 

The  left  tube  and  ovary  were,  of  course,  sacrificed  with  the 
tumor,  to  which  they  were  densely  adherent.  The  right  tube  and 
ovary  were  examined  and  the  cause  of  the  amenorrhea  was 
explained,  for  the  tube  did  not  go  as  far  as  the  uterus,  there  being 
about  an  inch  missing,  and  the  ovary  was  very  small  and  hard. 
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It  was  left  alone  and  the  appendix  was  not  examined,  although 
the  patient  was  in  good  enough  condition  to  have  allowed  another 
ten  minutes'  anesthesia.  She  made  a  fairly  good  recovery,  and 
returned  to  her  home  four  weeks  later.  For  the  next  few  months 
she  remained  very  well,  except  that  she  had  to  go  to  bed  every 
month  for  a  few  days  while  her  undeveloped  organs  were  trying 
to  menstruate.  This  was  a  disappointment  to  herself  and  her 
husband,  as  well  as  to  her  doctor,  and  made  the  latter  wish  that 
we  had  removed  the  other  ovary  and  thus  have  made  a  better 
cure. 

About  four  months  after  her  operation  she  began  to  suffer 
severe  pain  in  the  right  side,  accompanied  with  high  temperature, 
followed  in  a  few  days  by  vomiting  and  diarrhea,  and  then  a  fall 
of  temperature  and  relief  of  the  pain.  Dr.  Virolle  attended  for 
several  of  these  attacks,  and  as  they  were  coming  closer  and  closer 
together  he  sent  her  into  the  hospital. 

A  hard  mass  the  shape  of  the  kidney  could  be  felt  a  little  above 
McBumey's  point,  and  the  writer  having  reported  a  case  three 
years  ago  where  the  diagnosis  of  appendicitis  had  been  made  by 
several  experienced  men,  which  subsequently  proved  to  be  an 
abscess  around  the  kidney,  he  was  inclined  to  think  the  present 
one  a  similar  case,  and  that  the  abscess  had  broken  into  the  intes- 
tines each  time  that  she  had  diarrhea. 

As  the  case  was  obscure,  the  chief  consulting  surgeon  of  the 
Samaritan  Hospital,  Sir  William  Kingston,  was  called  in,  and 
after  careful  examination  he  thought  that  the  solid  mass  was  the 
appendix,  but  that  an  operation  under  the  circumstances  would 
be  a  serious  one.  The  patient  and  her  friends  urged  very  strongly 
that  something  should  be  done.  So,  rather  reluctantly,  the  writer 
opened  the  abdomen  on  the  right  side,  and  after  separating  coil 
after  coil  of  adherent  small  intestines,  he  at  last  reached  the 
mass.  Even  with  it  in  his  hand  it  was  impossible  for  him  or  his 
assistant  to  say  that  it  was  not  the  kidney  until  after  a  great  deal 
of  blunt  dissection  a  thick,  short  appendix  was  found  imbedded 
in  adhesions.  It  was  removed  with  great  difficulty,  owing  to  its 
having  broken  into  the  bowel,  which  latter  had  to  be  sewed  over 
a  large  extent.  A  drainage  tube  was  put  in,  but  her  condition 
was  so  bad  that  no  time  could  be  taken  to  remove  the  right  ovary. 

She  only  lived  two  days  after  the  operation,  her  pulse  never 
getting  below  140.     The  writer  feels  convinced  that  had  he  re- 
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moved  the  other  ovary  and  tube  and  the  appendix  at  the  original 
operation,  as  he  used  to  do  before  the  recent  wave  of  so-called 
conservatism  swept  over  us,  the  patient  would  now  be  alive  and 
well,  while  the  failure  of  the  first  operation  to  cure,  and  her 
death  after  the  second  one,  will  discourage  many  of  her  friends 
who  need  them,  from  resorting  to  the  simplest  and  safest  surgical 
procedures. 

238  Bishop  Street. 
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It  is  hardly  necessary  to  call  the  attention  of  the  members 
of  this  society  to  the  fact  that  the  tendency  of  modern  obstet- 
rical practice  is  in  a  surgical  direction.  The  trend  in  that  direc- 
tion becomes  obvious  at  once  when  it  is  borne  in  mind  that, 
in  place  of  an  expectant  plan  of  treatment,  more  and  more  are 
operative  measures  adopted  for  the  rapid  and  certain  ending  of 
complications.  Hence  the  growing  predilection,  as  Bumm 
expresses  it,  for  an  active  procedure  in  abortion,  in  placenta 
praevia  and  eclampsia,  the  preference  for  prophylactic  version 
in  pelvic  contraction,  the  method  of  operation  designed  to  en- 
large the  pelvic  space,  the  more  frequent  employment  of  the 
Cesarean  section  in  response  to  a  relative  indication  and,  espe- 
cially, the  extent  to  which  therapeutical  measures  have  been 
called  into  existence  for  the  artificial  dilatation  of  the  cervix. 
A  little  reflection  will  serve  to  show  that  modern  obstetrics 
makes  demands  upon  the  physician's  skill  and  knowledge  of 
an  entirely  different  nature  from  those  of  the  obstetrics,  I 
shall  not  say  of  former  days,  but  of  only  a  few  3'ears  ago.  The 
modern  obstetrician  must  not  only  be  a  good  physician,  but 
also  a  skillful  surgeon.  Of  all  the  operative  measures  designed 
to  facilitate  child  birth  in  those  cases  in  w'hich  the  life  of  mother 
or  child  is  endangered  and  speedy  delivery  is  indicated,  the  vag- 

*Read  before  the  Woman's  Hospital  Society,  November  27,  1906. 
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inal  Cesarean  section,  which  we  owe  to  the  splendid  therapeu- 
tical endeavors  of  Diihrssen  of  Berlin,  is  a  contribution  to 
operative  obstetrics  of  incomparable  value.  As  he  tells  us, 
he  was  led  to  the  discovery  of  the  vaginal  Cesarean  section  by 
his  endeavors  to  overcome  the  obstacles  to  birth  on  the  part 
of  the  soft  parts  of  the  parturient  canal,  in  cases  in  which 
a  danger  to  life  for  mother  or  child  demanded  the  operative 
ending  of  the  birth.  The  indications  for  the  performance  of 
the  vaginal  Cesarean  section  are  according  to  Diihrssen: 

1.  Danger  to  the  life  of  the  mother  caused  by  abnormalities 
of  the  cervix  uteri  and  of  the  lower  uterine  segment  (carcinoma, 
myoma,  rigidity,  stenosis,  partial  saccular  dilatation  of  the 
lower  uterine  section) — abnormalities  which  make  impossible 
a  dilatation  of  the  cervix  by  the  uterine  contraction  or  render  it 
very  difficult. 

2.  Dangerous  conditions  of  the  mother,  imperiling  life,  which 
are  removed  or  moderated  by  evacuation  of  the  uterus — (dis- 
eases of  the  lungs,  of  the  heart,  and  of  the  kidneys,  premature 
detachment  of  the  placenta). 

3.  Conditions  which  presumably  may  occasion  the  mother's 
death. 

The  indications  under  heads  two  and  three,  respectively, 
have  validity  only  on  the  supposition  that  the  cervix  is  closed  and 
is  not  dilatable,  or  that  in  cases  of  heart  and  lung  diseases,  an  elim- 
ination of  the  uterine  contraction  appears  demanded  in 
the  interest  of  the  patient.  Another  indication  given  by 
Diihrssen  is: 

4.  Danger  to  the  Hfe  of  the  child  without  the  presence 
of  danger  to  the  mother  at  the  same  time.  This  occurs  in 
cases  of  defectively  dilated  cervix  in  which  metreuryse  or  the  deep 
cervical  incisions  of  Diihrssen  promise  no  result.  The  great 
advance  connected  with  the  vaginal  Cesarean  section  is  this, 
that  leaving  out  of  the  question  cases  of  strongly  contracted 
pelves  we  are  able  to  evacuate  the  uterus  of  its  contents  speedily 
by  the  vagina  at  any  time  of  pregnancy  or  birth,  without  the  aid 
of  the  uterine  contractions ;  that  the  same  is  true  when  the  uterus 
is  occluded  by  new  formations,  and  that  further,  in  uterine  new 
formations  we  are  able  to  extirpate  the  uterus  easily  and  quickly 
per  vagiwam  after  a  preceding  vaginal  Cesarean  section.  Before 
this   operation  made  its  way  to  recognition  it  had  to  run  the 
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fire  of  adverse  criticism  on  the   part  of  many  gynecologists. 
Thus  Olshausen  and  Veit,  in  the  last  edition  of  their  work, 
express  themselves  in  the  following  terms:  "In  completely  un- 
prepared cervix  the  splitting  of  the  anterior  and  posterior  wall 
of  the  cervix,   after  shoving  off  the  bladder  up  to  the  inner 
OS  uteri,  is  an  operation  which  Diihrssen,  with  Acconci,  describes 
as  vaginal  Cesarean  section;  we  can,  in  general,  not  recommend 
it;  in  completely  unprepared  cervix,  if  the  deHvery  is  urgently 
demanded,  we  prefer  the  ordinary  Cesarean  section."     This  was 
from  the  pen  of  Veit,  and  yet  such  a  revolution  occurred  in  his 
views  that  at  the   Gynecological  Congress  at   Kiel    (1905)   he 
advocated  the  use  of  the  vaginal  Cesarean  section  in  unmeasured 
terms.     He  had  performed  it  in  eclampsia  thirty-three  times, 
with    only    one    death.      Olshausen,    too,     has    modified     his 
views  to  a  very  considerable  degree.     Bumm  remarks  as  follows : 
"Since  this  procedure  was  introduced  in  the  Klinic  at  Halle," 
that  is,  speedy  delivery  after  the  first  attack,  "we  have  con- 
vinced ourselves  more  and  more  of  the  excellent  effect  of  the 
immediate  delivery,  and  have  only  one  case  of  death  to  deplore. 
If  the  advanced  unfolding  and  opening  of  the  cervical  canal 
does  not  permit  the  delivery  in  another  way,  the  hysterotomia 
anterior  is  made  followed  by  podalic  version  and  immediate  ex- 
traction.    This  procedure  is  not  only  incomparably  much  sim- 
pler and  less  dangerous  than  the  classical  Cesarean  section,  which 
may  be  scarcely  justified  in  eclampsia  any  more,  but  in  my  opin- 
ion, is  much  more  certain  and  exact  than  the  one  now  again  come 
into  popularity— dilatation  with  metallic  dilators."     It  is  much 
to  be  regretted  that  so  eminent  an  authority  as  Bumm  has 
recommended  only  the  incision  of  the  anterior  wall  of  the  uterus 
instead   of  adopting  the   procedure   of   Diihrssen,   who  incises 
the  posterior  as  well.     Diihrssen  tells  us  that  in  one  case  of 
eclampsia  he  incised  the  anterior  wall  only,  but  although  the 
patient  was  seven  months'  pregnant  it  was  impossible  to  de- 
liver the  after-coming  head  until  the  incision  had  been  elongated 
i^  cm. 

With  reference  to  the  applicability  of  this  method  to  the 
compHcation  of  pregnancy  with  carcinoma,  Wertheim*  speaks 
as  follows:  "By  the  vaginal  Cesarean  section,  inaugurated 
by  Diihrssen,  the  last  difficulties  were  removed  which  stood  in 
the  way  of  the  consistent  appHcation  of  the  vaginal  uterine 
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extirpation  to  the  complication  of  pregnancy  with  uterine  car- 
cinoma. It  consists,  essentially,  as  is  well  known,  in  a  free 
median  incision  of  the  cervix  or  uterus  after  detachment  of  the 
bladder,  so  that  delivery  may  be  effected  immediately  with- 
out danger  of  a  laceration.  In  the  beginning,  regarded  with  mis- 
trust, its  value  has  been  so  well  shown  that  its  efficiency  is  now 
generally  acknowledged,  and,  as  the  operative  measures  neces- 
sary for  its  performance  form  a  part  of  the  operation  of  vaginal 
hysterectomy,  the  latter  follows  in  operable  uterine  carcinoma 
without  trouble.  The  advance  determined  by  it  is  a  significant 
one,  and  the  successes  for  mother  and  child  will  be  favorably 
influenced." 

Orthmann  gives  the  statistics  of  twenty-nine  cases 
of  vaginal  Cesarean  section  in  uterine  carcinoma  in  which  ex- 
tirpation of  the  uterus  followed.  In  twenty-one  cases  living 
children  were  delivered.  Five  of  the  mothers  died;  this  corre- 
sponds to  a  mortality  of  17  per  cent.  The  cause  of  death  was 
twins,  acute  anemia  and  three  times  septic  peritonitis.  Listen 
for  a  moment  to  what  some  of  the  great  lights  of  science  have 
to  say  upon  this  operative  procedure.  Says  Fritsch,  a  man  of 
rare  attainments  in  his  profession,  of  an  incomparable  skill  and 
sagacity,  upon  the  therapeutics  of  eclampsia:  "For  years  we 
have  regarded  the  use  of  narcotics  as  the  best  method  of  treat- 
ment, I  will  not  decide  how  many  cases  of  eclampsia  have 
fallen  victims  to  this  therapeusis,  but  it  is  absurd,  I  think, 
to  supply  new  poisons  in  immoderate  quantity  to  an  already 
empoisoned  organism.  I  am  firmly  convinced  that  many  an 
eclamptic  patient  has  fallen  a  victim  to  an  admixture  of  uremia, 
morphine,  chloral,  chloroform  and  anemia.  The  value  too, 
of  hot  baths  intrapartum  is  not  certain.  It  is  the  sovereign 
treatment  of  uremia  in  pregnancy.  It  is  fitted  to  avoid  eclamp- 
sia but  not  to  cure  it.  Only  that  therapeutic  procedure  is 
rational  and  proper  which  empties  the  uterus  speedily.  I 
am  convinced  that  after  Diihrssen's  method  has  found  many 
followers  and  one  adopts  the  principle  not  to  wait  too  long, 
that  then  on  all  sides  reports  will  be  made  of  good  results.  This 
method  is.  without  doubt,  to  be  preferred  to  the  Cesarean 
section.  The  latter  is  much  more  dangerous.  It  is  a  hospital 
operation,  while  the  Diihrssen  incisions  may  be  executed  by  the 
physician   also.     .     .     .    The  danger  of  atony  of  the  uterus  in 

♦Handbuch  dcr  Geburtshelfe  Van  Winckel,  Zweita  Bd.,  Theil. 
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quick  evacuation  is  a  mere  theoretical  fear.  If  a  post  partum 
hemorrhage  appears,  the  necessary  therapeutics  is  introduced." 
Fritsch  recommends  Duhrssen's  method  of  the  uterine  tampon 
with  steriUzed  iodoform  gauze  in  such  circumstances.  As  he 
remarks,  "The  method  is  efficacious  and  has  no  disagreeable 
after-effects  or  bad  consequences.  He  who  blames  this  method 
or  declares  it  to  be  inefficient,  closes  his  mind  to  the  truth." 
Schauta,  the  distinguished  Professor  of  Vienna,  is  an  advocate 
for  the  performance  of  this  operation  in  suitable  cases,  espe- 
cially finding  an  indication  in  eclampsia.  In  this  country  the 
operation  was  warmly  commended  by  Fry,  of  Washington, 
Goffe,  Petersen,  and  Stamn,  in  a  discussion  on  the  toxemia  of 
pregnancy  at  the  meeting  of  the  American  Gynecological  Society 
in  1905,  and  will  be  found  in  the  Transactions.  Recently 
Dr.  Palmer  Findley  has  written  a  paper  entitled  "Is  Vaginal 
Cesarean  Section  Justifiable  ? "  *  in  which  the  author  takes 
ground  against  it,  believing  "that  the  legitimate  scope 
of  the  operation  will  be  so  limited  that  it  will  be  little  practised." 
I  shall  first  describe  the  technique  of  the  operation  according  to 
Diihrssen,  as  none  of  the  gentlemen  above  mentioned  have 
given  it  correctly.  Afterward  I  shall  point  out  the  great  errors 
into  which  Dr.  Findley  has  fallen,  although  I  give  him  credit 
for  a  sincere  desire  to  know  the  truth. 

After  evacuation  of  the  intestines  and  bladder  and  thorough 
disinfection  of  the  vulva,  its  vicinity,  and  the  vagina  an  ergot 
injection  is  given  and  then,  in  primiparas,  the  resistance  of  the 
lower  third  of  the  vagina  is  removed  by  a  perineovaginal 
incision  on  the  right  side.  If  by  means  of  the  auxiliary  in- 
cision the  levator  ani  is  divided  a  large  man's  fist  may  be  con- 
veniently carried  into  the  fornix  vaginae  and  the  cervix  and 
fornix  focussed  readily  with  short,  broad  specula.  These  stop 
the  bleeding  by  compression,  so  that  we  may  begin  without  the 
assistance  of  isolated  ligatures.  The  cervix  is  now  seized  with 
two  bullet  forceps,  one  on  each  side,  which  are  immediately 
substituted  by  two  threads  and  the  posterior  lip  split  in  a 
sagital  direction  up  to  the  vaginal  attachment.  In  the  pro- 
longation of  this  incision  the  posterior  fornix  vaginas  is  in- 
sized  to  about  the  extent  of  4  cm.  and  the  Douglas  peritoneum 
pushed  off  obtusely  from  the  cervical  and  corporeal  wall.     In 

*Read  before  the  Medical  Society,  of  the  Missouri  Valley,  St.  Joseph, 
Missouri,  March  23,  1905, 
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the  same  way,  the  anterior  Up  and  the  anterior  fornix  vaginae* 
is  divided  and  then  the  bladder  as  well  as  the  plica  shoved  oft" 
from  the  anterior  cervical  and  corporeal  wall;  by  this  means 
the  anterior  and  the  posterior  walls  are  completely  freed 
to  the  extent  of  6  cm.  The  posterior  and  then  the  anterior 
uterine  walls  are  rapidly  split  by  a  couple  of  cuts^  of  the 
scissors.  The  opening  made  must  be  so  large  that  a  powerful 
man's  fist  may  be  conveniently  carried  through.  If  the  am- 
niotic sac  is  still  intact  it  will  fall  into  the  opening.  The  hand 
penetrates  quickly  to  a  foot  and  extracts  the  child.  If  now  the 
uterus  contracts  well  we  may  await  the  spontaneous  detach- 
ment of  the  placenta  and  then  express  it;  on  the  contrary,  if 
there  is  uterine  atony,  the  placenta  is  manually  removed  and 
the  uterine  tampon  of  sterilized  iodoform  gauze  introduced 
according  to  Diihrssen's  method.  This  is  very  easy  in  the 
vaginal  Cesarean  section  as  large  specula  may  be  introduced 
through  the  large  opening  in  the  lower  uterine  section,  directly 
into  the  uterine  body  and  great  quantities  of  gauze  be  quickly 
carried  into  the  uterus  between  these  specula.  In  this  and  the 
now  following  suture  of  the  wounds  made  in  the  operation 
the  threads  applied  in  the  beginning  for  the  purpose  of  traction 
afford  valuable  aid,  as  corresponding  traction  on  them  brings 
down,  almost  to  the  introitus  the  openings  made  in  the  fornices 
vaginae  and  the  two  uterine  walls.  We  may  very  easily  close 
the  wound  of  the  posterior  uterine  wall  by  deep  catgut  inter- 
rupted sutures,  which  are  tied  on  the  side  of  the  cervical  mucous 
membrane,  and  to  do  this  the  speculum  is  usually  unnecessary. 
In  an  analogous  way  the  anterior  wall  is  closed  by  sutures 
which  are  tied  on  the  anterior  wall.  Then  the  two  vaginal 
wounds  are  closed,  each  by  a  continuous  catgut  suture,  leaving 
an  opening  close  to  the  uterus;  a  small  strip  of  gauze  is  passed 
through  these  openings  into  the  ante  and  retrouterine  space 
for  the  purpose  of  drainage.  These  two  strips  and  the  uterine 
tampon  are  removed  after  from  three  to  twenty-four  hours.  If 
a  perineovaginal  incision  has  been  made,  its  suture  ends  the 
operation.  The  vaginal  wound  is  closed  by  a  continuous  cat- 
gut suture,  the  perineal  by  deep  silkworm  gut  sutures.  The 
latter  are  removed  in  from  eight  to  ten  days. 

♦From  the  vaginal  longitudinal  incision,  the  anterior  vaginal  ■wall  is 
detached  from  the  bladder  by  some  snips  of  the  scissors.  For  the 
facilitation  of  this  manipulation,  the  vaginal  wall  may  also  be  separated 
from  the  portio  by  a  transverse  incision  2  cm.  long. 
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The  radical  vaginal  Cesarean  section  is  especially  indicated 
in  carcinoma  of  the  pregnant  uterus.  After  thorough  curettage 
or  ablation  of  the  carcinomatous  neoplasm  and  cauterization 
of  the  wounds  made  with  the  Pacquilin  thermo-cautery  the 
vulva  and  vagina  are  thoroughly  disinfected,  and  if  the  vagina 
is  narrow^  a  perineovaginal  incision  is  made.  The  remaining 
cervical  stump  is  seized  laterally  with  two  bullet  forceps  and 
two  bridle  threads,  the  vagina  detached  from  the  cervix  all 
around  and  the  opening  in  the  fornix  vagina  expanded  by 
an  anterior  longitudinal  incision.  Now,  by  the  introduction 
of  specula  the  Douglas  peritoneum  behind  and  the  bladder 
before  are  pushed  away  from  the  uterus  and  the  anterior 
and  posterior  uterine  wall  thus  made  free,  split  as  above  de- 
scribed. After  taking  off  the  bullet  forceps  and  evacuation 
of  the  uterus  of  child  and  placenta,  the  splitting  of  the  two 
vaginal  walls  is  continued.  At  the  same  time  the  anterior  and 
posterior  Douglas  is  opened,  the  body  of  the  uterus  seized  with 
toothed  traction  forceps,  applied  higher  in  succession,  and  after 
complete  division  the  two  halves  are  ablated.  Pryor's  clamps 
are  preferable,  as  a  rule,  to  ligatures  to  secure  the  vessels 
in  the  ligaments;  the  two  halves  are  then  ablated.  It  may 
be  said,  in  passing,  that  the  vaginal  Cesarean  section  is  only 
indicated  when  the  carcinoma  is  apparently  limited  to  the 
cervix. 

To  return  to  Dr.  Findley's  paper:  "The  operation,"  he  main- 
tains, "so  far  as  concerns  its  indications,  is  in  the  experimental 
stage."  How  far  from  correct  this  statement  is  may  be  shown 
by  the  fact  that  a  year  ago  Bumm  had  performed  fifty-two 
vaginal  Cesarean  sections,  and,  as  I  previously  mentioned,  Veit 
had  performed  the  operation  thirty-three  times  for  eclampsia 
with  only  one  death.  I  challenge  any  gynecologist  to  show  a 
similar  result  after  any  other  method.  According  to  the  official 
reports  of  Bumn  and  Leopold  at  the  Gynecological  Congress 
at  Kiel,  the  vaginal  Cesarean  section  has  been  recognized  as 
superior  to  all  other  vaginal  procedures  for  effecting  delivery 
in  closed  or  degenerated  cervices. 

"According  to  Findley,  credit  should  be  given  Acconci  for 
the  introduction  of  vaginal  Cesarean  section  in  1896,  etc." 
With  reference  to  claims  of  priority,  d'Alessandro*  arrives  at 
the  following  conclusions:   "The  two  operators   have  no  need 

*I1  Taglio  Cesario  Vaginali,  Archiv  it.  di  gin  1899,  No.  5. 
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to  found  their  reputation  on  the  paternity  of  this  operation. 
Although  Acconci  operated  before  Diihrssen,  the  originahty 
of  the  idea  is  due  to  each,  since  neither  knew  of  the  operation 
of  the  other.  At  the  same  time,  it  is  entirely  the  merit  of 
Diihrssen  to  have  elevated  the  vaginal  Cesarean  section  to  an 
operative  method  with  precise  indications  and  a  precise  tech- 
nique." It  may  be  further  stated  that  Diihrssen  performed 
the  first  conservative  vaginal  Cesarean  section,  while  Acconci 
made  a  kind  of  vaginal  Porro  operation.  "My  contention  is," 
remarks  Dr.  Findley  on  the  subject  of  grave  eclampsia,  "that 
if  the  eclamptic  attack  is  so  grave  as  to  demand  the  emptying 
of  the  uterus  in  the  least  possible  time,  the  choice,  so  far  as  time 
saving  is  concerned,  would  be  the  abdominal  route,  and  in 
addition  it  offers  greater  safety  to  the  fetus."  My  reply  to 
this  is  that  the  abdominal  route  is  far  more  dangerous  for  the 
mother,  while  the  chances  for  the  child  are  equahy  good  by 
the  vaginal.  Hammerschlag  found  in  34  cases  of  abdominal 
Cesarean  section  a  mortality  of  53  per  cent,  (among  them 
12  per  cent,  of  sepsis);  of  112  cases  of  vaginal  Cesarean  section 
on  account  of  eclampsia  collected  by  Diihrssen  there  was  only 
a  mortality  of  15  percent.  Of  these  cases  only  two  died  from 
sepsis.  It  is  no  exaggeration,  therefore,  to  say  that  the  classical 
Cesarean  section  in  eclampsia  is  five  to  six  times  as  dangerous 
as  the  vaginal  Cesarean  section.  I  agree  with  Findley  in  his 
view  that  the  frequency  of  a  rigid  cervix  in  placenta  praevia  is 
grossly  exaggerated  by  many  writers.  Findley 's  objections  to 
the  vaginal  Cesarean  operation  are  summed  up  in  the  following 
propositions : 

1.  "Less  time  is  consumed  in  delivering  the  fetus  by  the 
abdominal  route."  On  the  contrary,  Diihrssen  and  other 
operators,  as  a  rule,  hold  the  child  in  their  hands  five  minutes 
after  the  beginning  of  the  operation. 

2.  "Greater  accuracy  is  assured  in  surgical  cleanliness  by 
the  abdominal  route."  This  is  simply  a  statement  which  is 
easily  refuted  by  a  reference  to  the  splendid  results  obtained 
by  Pryor  in  his  vaginal  hysterectomies,  and  others  by  the  few 
cases  of  sepsis  following  the  vaginal  Cesarean  section  for  eclampsia 
as  above  mentioned. 

3.  "The  abdominal  incision  is  wholly  under  control  of  the 
operator,  whereas,  in  the  extraction  of  the  fetus  per  vaginam, 
the  incision  may  extend  beyond  the  control  of  the  operator, 
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as  indeed  it  has  in  more  than  one  case,  and  with  fatal  results 
from  hemorrhage."  These  apprehensions  are  purely  conjec- 
tural in  the  cases  in  which  such  accidents  have  happened,  and 
they  are  exceedingly  few.  It  was  due  entirely  to  a  defective 
technique  and  that  should  not  be  placed  to  the  account  of  the 
operation. 

4.  "In  an  abdominal  Cesarean  section,  opportunity  is  afforded 
of  rendering  the  patient  sterile  by  resecting  the  tubes  when 
thought  advisable,  and  various  lesions,  such  as  adhesions, 
tumors  of  the  uterus  demanding  hysterectomy,  bands  as  the 
result  of  ventrofixation  and  diseased  appendages  can  be  dealt 
with."  The  vaginal  Cesarean  section  does  not  pretend  to  enter 
into  competition  with  the  classical  Cesarean  section  in  cases  in 
which  the  annexa  are  diseased.  Undoubtedly,  as  a  rule,  the 
latter  is  the  preferable  operation.  In  the  case  of  tumors,  the 
route  to  be  chosen  in  a  given  case  will  depend  on  the  size  of 
the  growth. 

5.  "The  abdominal  route  assures  the  fetus  of  the  greatest 
consideration,  inasmuch  as  the  application  of  forceps  and  the 
turning  of  the  child  in  utero  are  necessarily  attended  by  dangers 
to  the  fetus."  To  a  skilled  obstetrician  the  dangers  to  the 
child  of  version  or  forceps  are  so  slight  as  safely  to  be  ignored. 

6.  "Rupture  of  the  uterus  in  subsequent  pregnancies  through 
the  scar  of  a  Cesarean  section  is  a  not  uncommon  accident,  and 
it  is  apparent  that  since  the  large  majority  of  ruptures  of  the 
uterus  are  in  the  lower  uterine  segment,  a  scar  at  this  point  will 
more  likely  be  disposed  to  rupture  than  one  located  in  the 
fundus."  The  experience  of  Dlihrssen  in  his  own  cases  and 
those  of  others,  quoted  b}"  him,  show  that  these  fears  are  ground- 
less, as  the  patients  went  through  subsequent  confinements 
without  injury  to  the  uterus. 

7.  "There  are  as  3^et  no  records  of  injury  to  the  bladder  and 
ureter,  and  the  limited  time  since  the  introduction  of  the  opera- 
tion leaves  us  in  doubt  as  to  the  dangers  from  rupture  of  the 
lower  uterine  segment  in  future  pregnancies;  but  may  we  not 
with  fairness  anticipate  such  accidents  and  therefore  proceed 
with  caution?"  My  reply  is  that  there  have  heretofore  no 
such  accidents  happened,  and  with  a  proper  adherence  to  the 
technical  procedure  of  Diihrssen  none  such  are  likely  to  occur. 
It  is  true  that  Fry  has  reported  two  openings  into  the  bladder, 
but  the  accidents  were  repaired  on  the  spot  and  no  harm  ensued. 
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In  answer,  then,  to  the  question,  "Is  the  vaginal  Cesarean 
section  justifiable?"  I  would  say,  eminently  so — just  as  version, 
the  forceps  or  the  classical  Cesarean  section  are  justifiable  pro- 
cedures in  proper  circumstances.  It  is  an  operative  pro- 
cedure which  in  the  history  of  obstetrics  deserves  to  be  called 
epoch-making  in  view  of  its  profound  significance  in  the  interests 
of  imperiled  human  life. 
63   West  Fifty-first  Street. 
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Neuroses  can  be  defined  as  affections  of  the  nervous  system, 
occurring  without  any  material  agent  producing  them,  without 
inflammation  or  any  other  structural  change  which  can  be  de- 
tected in  the  nervous  centers ;  in  other  words,  as  functional  affec- 
tions of  the  nervous  system.  It  is  highly  probable  that  many  of 
what  we  now  regard  as  functional  diseases  will,  on  further  inves- 
tigation, be  found  to  depend  upon  some  corresponding  change 
in  the  organ  affected.  Many  of  the  disorders  which  may  be 
included  here  are  characterized  by  symptoms  such  as  neu- 
ralgia, convulsions,  etc.,  which  also  accompany  other  disorders 
associated  with  morbid  changes.  The  general  neuroses,  such 
as  chorea,  tetany,  epilepsy,  catalepsy,  hysteria,  and  allied 
affections  are  often  found  in  the  young.  The  visceral  neuroses 
of  the  respiratory,  circulatory  and  digestive  organs  are  also 
met  with  in  them.  The  chief  factors  in  producing  the  neuroses 
of  early  life  are  a  hereditary  neurotic  history,  and  rickets. 

Heredity  is  a  prolific  source  of  predisposition  to  disease  of 
the  nervous  system.  Thus,  in  families  with  a  "nervous  history" 
we  meet  with  predisposition  to  headaches  of  a  nervous  type  and 
irregularities  of  the  digestion  in  the  form  of  diarrhea  and  vomit- 

*President's  Address  before  the  Washington  Obstetrical  and  Gyneco- 
logical Society,  October  5,  1906. 
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ing.  There  is  no  doubt  that  the  effects  of  syphilis,  gout  and 
tuberculosis  are  handed  down  from  generation  to  generation. 
It  is  acknowledged  that  epilepsy  descends  from  parent  to  child, 
and  that,  in  fact,  individuals,  because  of  heredity,  are  often  the 
subjects  of  nervous  diseases  excited  by  causes  which  those  free 
from  the  taint  are  enabled  to  throw  off  readily.  It  is  now  a 
well-established  fact  that  persons  who  are  endowed  with  a 
neurotic  habit  of  body  very  frequently  transmit  a  similar 
tendency  to  their  children.  It  is  not  a  tendency  to  any  one 
particular  disease,  but  a  vulnerability  of  the  nervous  system 
as  a  whole  which  is  transmitted,  so  that  under  the  influence  of 
even  a  comparatively  slight  strain  it  may  manifest  itself  in  one 
or  the  other  of  various  ways.  It  may  reveal  itself  by  mere 
general  nervousness  or  tremors,  by  attacks  of  chorea,  by  epi- 
lepsy or  by  one  or  the  other  of  the  forms  of  insanity.  This 
tendency — as  in  chorea — does  not  manifest  itself  unless  the 
children  are  poorly  nourished,  badly  cared  for,  or  exposed  to 
nervous  excitement  during  their  school  life.  Drunkenness  in 
the  parents  engenders  in  the  offspring  a  disordered  state  of 
brain-nutrition,  which  may  express  itself  in  idiocy,  epilepsy, 
alcoholic  craving,  mental  instability,  weakness  of  w411,  hysteria, 
and  the  like,  as  well  as  insanity.  The  influence  of  heredity  is 
recognized  by  all  the  authorities  on  diseases  of  children.  Koplik 
writes  "that  in  infancy  we  have  also  the  hereditary  predispos- 
ition to  neuroses  and  tendencies  derived  from  neurasthenic, 
alcoholic,  syphilitic  and  tuberculous  parents." 

Hawley,  in  his  address  to  the  American  Academy  of  Medicine 
at  Boston  on  "Heredity  and  Environment  as  Causes  of  Delin- 
quency and  Crime,"  discussed  fully  the  influence  of  heredity. 
He  states  that  "the  minute  fidelity  with  which  man  transmits 
to  his  descendants  physical  characteristics,  both  normal  and 
pathologic,  as  well  as  character,  temperament,  and  mental 
habits,  is  a  matter  of  general  observation."  "The  hereditary 
transmission  of  vicious  sentiments,  and  passions  for  alcoholic 
drinks,  gambling  and  debauchery  have  been  in  many  instances 
established  beyond  reasonable  doubt." 

'~  The  following  case,  which  was  recently  under  my  care  at  the 
Children's  Hospital,  shows  the  effect  of  heredity  in  chorea.  The 
patient  was  a  whitie  boy,  aged  11  years.  Mother  living  and  in 
good    health.     Father    died    from    accident,    but    had    always 
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suffered  from  rheumatism  and  was  very  irritable  and  nervous. 
He  had  chorea  when  1 1  years  old.  There  are  seven  other  chil- 
dren, all  of  them  being  of  a  nervous  disposition. 

Previous  History. — Labor  normal.  Breast-fed  for  three 
months,  and  then  fed  on  cow's  milk.  Teething  normal.  Began 
to  walk  at  fourteen  months.  Has  had  measles  and  chicken-pox, 
with  good  recoveries.  For  past  three  years  has  been  an  in- 
veterate cigarette  smoker. 

Present  Illness. — Six  weeks  before  admission  to  hospital  was 
taken  ill  with  high  fever  and  chills.  The  fever  lasted  four  days. 
He  was  very  restless  after  subsidence  of  fever  and  had  inco- 
ordinate movements  of  extremities.  The  head  was  retracted 
at  times.  Patient  had  crying  spells,  during  which  he  com- 
plained of  being  unhappy. 

He  only  remained  in  the  hospital  three  days,  during  which 
time  he  cried  a  great  deal,  and  was  nervous  and  fretful.  The 
fever  was,  no  doubt,  a  malarial  one,  as  he  lived  near  the  river. 

Eczema  and  other  skin  diseases  are  often  the  result  of  nervous 
derangement  in  a  predisposed  person.  It  is  almost  universally 
agreed  that  the  primary  essential  is  a  special  predisposition  or 
idiosyncrasy  on  the  part  of  the  individual.  Some  hold  that 
heredity  may  be  a  predisposing  factor,  as  it  is  responsible  for 
a  delicate  skin.  According  to  Gowers,  in  two-thirds  of  the 
cases  of  epilepsy  in  children  the  parents  are  neurotic  or  hyster- 
ical. Sachs  has  observed  in  the  offspring  of  mentally  degen- 
erate families  cases  of  hysteroepilepsy  and  catalepsy.  Koplik 
states  that  insanity,  alcoholism  and  chorea  in  the  family  pre- 
disposes to  the  development  of  h^^steria.  Girls  after  under- 
going some  mental  strain  become  irritable,  morose,  and  suffer 
from  insomnia.  They  have  laughing  and  crying  spells  and 
refuse  nourishment.  Such  children  are  nervous  and  are  born 
of  neurotic  parents. 

In  many  cases  of  convulsions  there  may  be  a  constitutional 
predisposition  due  to  heredity,  especially  when  the  child,  later 
on  in  life,  becomes  an  epileptic.  Rickets  heightens  the  nervous 
impressibility  of  the  child.  This  effect  is  not  a  common  result 
of  mere  weakness,  for  in  an  ordinary  case  of  malnutrition  with 
wasting,  the  natural  sensitiveness  of  the  nervous  system  to 
external  impressions  is  impaired.  It  must  be,  therefore,  looked 
upon  as  a  peculiarity  of  the  rickety  state.       Its  effects  are  seen 
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in  the  attacks  of  laryngismus  stridulus,  tetan3%  and  convul- 
sions, to  which  these  children  are  so  liable.  Few  cases  of  laryn- 
gismus occur  in  children  who  are  not  the  subjects  of  rickets. 
Such  patients  usually  have  carpopedal  contractures  and  are  liable 
to  be  convulsed  upon  the  slightest  provocation.  On  account 
of  the  backwardness  of  the  teeth  in  this  disease,  all  nervous 
derangements  are  commonly  attributed  to  dentition;  but  in 
rickets  dentition,  although  delayed,  is  not  necessarily  trouble- 
some. 

The  manifestations  of  nervous  disease  are  immensely  influenced 
by  the  general  state  of  health  of  the  patient.      There  is  indeed 
no  class  of  affections  in  which  more  good  may  result  from  a 
minute  regard  to  diet,  exercise,  and  that  general  attention  to 
hygienic  details  upon  which  those  most  skilled  in  the  treatment 
of  these  diseases  alwa3^s  largely  rely.     The  maintaining  of  the 
general  health  of  the  patient  at  the  highest  possible  standard 
and   avoiding   the   overtaxing   of   the   central   nervous   system 
must  be  carefully  observed.     Pritchard  {Pediatrics,  Aug.,  1906) 
writes,  "the  sound  education  of  these  lower  centers  in  neurotic 
subjects  is  a  matter  of  great  difficulty;  two  main  principles, 
however,  must  be  borne  in  mind:  first,  that  all  of  these  centers 
are  hypersensitive  to  external  impressions,  and  that  they  respond 
to  stimuli  which  in  normal  and  stable  children  would  be  sub- 
minimal and  incapable  of  eliciting  a  discharge;  and  secondly, 
that  the  memory  of  these  centers  is  highly  developed,  so  that 
they  very  easily  contract  habits  both  good  and  bad.    Neurotic 
children   should,    therefore,    be   protected   from   every  possible 
form  of  strong  stimuli,  whether  this  stimulus  take  the  form  of 
food,  of  external  degree  of  heat  or  cold,  of  light,  of  sound,  of 
pain  or  of  pleasure,  otherwise  their  centers  will  explode  with 
violent   and    ill-coordinated  energy,  and  the  vicious  habit  will 
be  perpetuated."     The  nerve  centers  in  children  are  more  easily 
exhausted  than  later  in  life.     Half-prolonged  or  continued  over- 
strain from  all  causes  whatever  frequently  leads  to  headache 
and  chorea  and  sometimes  even  to  epilepsy  and  insanity.     If 
we  get  the  correct  family  history  we  may  be  able  to  check  many 
of  the  tendencies  to  neuroses  and  build  the  child  into  a  healthy 
and  worthy  member  of  society.     A  child  with  a  clear  neurotic 
family  history  should  be  removed  from  all  surroundings  which 
would  tend   to  accentuate  the  nervous  tendencies.     In  many 
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of  the  neuroses  changes  of  environment  will  often  have  a  bene- 
ficial effect  on  the  disease,  and  the  symptoms  will  ameliorate 
without  any  special  medicines.  Thus  in  cases  of  chorea  con- 
vulsions and  enuresis  I  have  seen  good  results  in  hospital 
practice  without  any  drugs  being  given,  showing  the  nervous 
character  of  the  disease.  This  is  due  to  change  of  surroundings, 
companions  and  food,  with  regular  hours.  Where  the  child  is 
liable  to  any  of  the  neuroses,  all  the  exciting  causes  must  be 
guarded  against.  The  habits  should  be  regulated,  the  food 
must  be  of  the  simplest  kind,  and  he  must  be  in  the  open  air 
as  much  as  possible.  Those  who  suffer  from  night  terrors 
should  be  kept  quiet  during  the  evening,  no  stories  being  told 
them.  The  nervous  system  of  the  child  is  in  such  an  unstable 
hypersensitive  state  that  it  is  easily  excited  by  many  things 
which  would  not  affect  it  later  in  life. 

The  following  histories  illustrate  the  good  effects  of  change 
of  surroundings  in  cases  of  convulsions. 

I.  A  white  girl,  7  years  of  age,  was  admitted  to  my  service 
in  the  Children's  Hospital  from  another  institution  in  the  city 
with  the  history  that  she  had  been  having  from  ten  to  fifteen 
convulsive  attacks  daily  for  three  weeks.  In  some  of  the  at- 
tacks she  became  unconscious.  She  had  them  at  irregular  inter- 
vals during  her  life,  the  first  one  appearing  about  the  time  of 
the  eruption  of  the  first  teeth.  Three  months  after  admission 
she  was  discharged  with  the  note  that  during  her  stay  in  the 
hospital  she  had  had  no  nervous  attacks  of  any  kind,  though 
she  had  been  on  regular  diet  and  had  received  no  medicine. 

II.  I  saw  a  colored  girl,  11  years  old,  in  consultation,  for  con- 
vulsions. She  had  symptoms  of  rickets  until  twenty  months 
old.  During  the  seventh  year  had  a  number  of  convulsions, 
which  appeared  to  be  due  to  indigestion.  These  continued 
from  year  to  3'^ear,  being  worse  about  the  time  school  opened. 
During  the  summer  months  they  did  not  appear.  She  com- 
plained of  a  smarting  sensation  in  an  old  scar  on  a  finger  at  the 
beginning  of  an  attack.  Not  improving,  she  was  sent  to  the 
Children's  Hospital,  where  she  remained  three  weeks  without 
any  nervous  symptoms,  though  she  was  not  given  any  special 
treatment.  The  mother  was  nervous  and  had  convulsions  before 
and  after  the  labor,  which  was  a  difficult  one. 

A  quiet,  country  life  would  be  better  than  to  remain  in  the 
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city,  with  its  noises  and  unwholesome  air.  Maudsley  says, 
"Overpopulation  leads  to  deterioration  of  the  health  of  the 
community  by  overcrowding  and  the  unsanitary  condition  of 
dwelling  houses  which  it  occasions  in  towns.  Not  fevers  only, 
but  scrofula,  perhaps  phthisis,  and  certainly  general  deteriora- 
tion of  nutrition  are  thus  germinated  and  transmitted  as  evil 
heritages  to  future  generations;  the  acquired  ill  of  the  parent 
becomes  the  inborn  infirmity  of  the  offspring.  If  the  parents 
of  the  child  are  in  a  poor  physical  state  the  infant  from  birth 
should  be  placed  under  the  closest  watch,  and  everything  that 
would  contribute  to  strengthen  the  mental  and  ph3^sical  systems 
should  be  employed.  Hawley  states  that  "it  is  a  fair  conclusion 
then,  and  one  borne  out  by  careful  observation,  that  when  an 
individual  inherits  a  predisposition  to  disease,  right  living  may 
remove  the  stain  of  inheritance." 

Rickets  is  the  consequence  of  slow  impairment  of  the  nutri- 
tion, and  the  causes  which  produce  it  are  principally  bad  feeding, 
foul  air,  dark,  damp  rooms,  want  of  sunlight,  want  of  exercise 
and  want  of  cleanHness.  A  parental  cause  can  be  found  in  a 
certain  number  of  cases  of  rickets.  Disease  or  cachexia  in  one 
or  both  parents  will  often  be  the  cause  of  poor  digestion  and 
difficult  assimilation  in  the  infant,  and  these  are  important 
factors  in  the  production  of  the  disease.  In  the  mortality 
returns  we  rarely  see  rickets  put  down  as  a  cause  of  death,  but 
in  its  place  is  given  the  name  of  some  disease  of  the  nervous, 
pulmonary,  or  digestive  system,  which  is  due  to  rickets.  This 
shows  that  the  disease  is  not  recognized  in  many  cases  or  that 
Httle  importance  is  attached  to  its  dangerous  character.  When 
marked  changes  occur  in  the  bones  there  is  little  difficulty  in 
making  a  diagnosis,  but  it  is  in  the  earlier  months  (when  much 
can  be  done  for  the  patient)  that  the  disease  should  be  recog- 
nized. If  an  infant  suffers  from  chronic  indigestion  and  nervous 
irritability  with  profuse  sweating  from  the  head,  passes  large 
quantities  of  urine,  and  is  hyperesthetic,  there  is  no  need  to  wait 
for  characteristic  bone  changes  to  take  place  to  make  a  positive 
diagnosis  of  rickets.  It  is  a  constitutional  disease  and  affects 
all  the  tissues  and  organs  of  the  body,  especially  those  of  the 
nervous  system.  It  must  be  kept  in  mind  that  rickets  predis- 
pose to  laryngismus  stridulus,  tetany,  convulsions,  and  that 
ten  per  cent,  of  epilepsy  has  been  attributed  to  it. 
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The  diet  of  all  infants  should  be  supervised  by  a  competent 
physician.  Much  harm  has  been  done,  and  many  cases  of 
rickets  have  resulted  from  the  use  of  the  various  baby  foods  on 
the  market,  which  the  parents  are  so  inclined  to  employ.  The 
infant  must  get  the  proper  proportions  of  food  principles,  for 
the  child  may  be  gaining  in  weight  and  look  well,  yet  not 
receive  the  proper  kind  of  food  to  nourish  the  nervous  system. 
There  must  be  a  sufificient  supply  of  fresh  air,  for  pure,  bracing 
air  will  do  much  to  counteract  the  effects  of  an  improper  diet. 
The  skin  should  be  kept  in  a  good  condition,  and  it  is  necessary 
for  the  child  to  obtain  the  proper  amount  of  sleep. 

If  rickets  occurs  it  must  be  diagnosed  early  and  receive 
appropriate  treatment  so  as  to  prevent  irreparable  injury  being 
done.  The  treatment  would  include  diet,  hygienic  measures  and 
tonics,  such  as  iron  and  cod-liver  oil.  At  the  Children's  Hospital 
we  have  obtained  good  results  with  the  phosphatic  emulsion 
of  cod-liver  oil  in  the  treatment  of  this  disease. 


A     CASE     OF     COMPLETE     LONGITUDINAL     VAGINAL 
SEPTUM    OBSTRUCTING   LABOR 


BY 

H,  R.  COSTON,  M.D.. 

Obstetrician  to  Rescue  Home,    Member  American  Medical  Association,  etc. 

Birmingham,   Ala. 


"Bessie,"  aet.  17;  single;  primipara,  was  admitted  to  the 
Rescue  Home  several  weeks  before  term.  Upon  examination 
a  complete  longitudinal  septum  was  found  extending  from  the 
introitus  vaginas  to  the  cervix  uteri  and  closely  connected  to  it 
and  both  anterior  and  posterior  vaginal  walls.  This  septum 
divided  the  canal  into  two  separate  compartments,  through 
each  of  which  an  os  could  be  felt,  but  it  was  impossible  at  that 
time  to  determine  whether  or  not  the  uterus  was  also  divided. 

On  November  2  labor  came  on  with  head  L.  O.  A.,  and  was 
allowed  to  progress  until  it  was  well  down  in  the  cavity.  It 
was  then  easy  to  pass  the  finger  into  one  os  around  and  above  the 
septum  and  out  on  the  opposite  side,  thus  showing  the  uterus 
to  be  single.     The  pains  were  strong  and  regular,  but  the  head 
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descended  directly  upon  the  obstructing  membrane,  and  it  was 
manifestly  retarding  the  progress  of  labor.  The  os  could  be 
felt  to  dilate  on  each  side  of  the  membrane  with  an  appreciable 
depression  at  the  points  of  attachment  of  the  membrane.  I 
passed  the  left  index  into  the  right  side  through  the  os  and  into 
the  left,  and  pulled  the  membrane  well  down  and  severed  with 
curved  scissors.  It  was  very  much  contused  at  the  upper  part 
where  it  was  in  contact  with  the  head.  It  was  nearly  as  thick 
as  the  little  finger  at  its  thickest  part.  There  was  no  arterial 
bleeding,  and  the  rapid  descent  of  the  head  soon  shut  off  all 
venous  and  capillary  bleeding.  Labor  was  soon  completed 
under  chloroform,  and  no  further  attention  was  given  the  septum 
save  watching  the  napkins  at  frequent  intervals  for  several  hours 
for  any  signs  of  hemorrhage.  Recovery  was  complete  and 
without  incident.  When  examined  seven  weeks  after  delivery 
only  a  thick  ridge  on  the  anterior  and  posterior  vaginal  walls 
gave  any  evidence  of  the  former  malformation. 

Authorities  discuss  this  subject  with  but  few  words.  Edgar* 
quotes  Maher  as  saying  that  41  per  cent,  of  the  children  and 
13  per  cent,  of  the  mothers  die.  Websterf  says  "The  septa 
should  be  cut."  Garrigues|  advises  incision  unless  they 
should  be  ruptured  by  the  oncoming  head.  I  do  not  believe 
this  should  ever  be  risked.  After  w^atching  the  os  dilate,  on 
each  side  of  the  septum  in  my  case,  I  can  well  believe  that  an 
extensive  tear  of  either  anterior  or  posterior  vaginal  wall  might 
occur  and  even  extend  to  the  bowel  or  bladder  or  the  cervix 
might  be  torn  away  en  masse. 

The  incision  is  simple  and  there  is  no  danger  of  doing  injury 
to  rectum  or  bladder  if  due  care  is  taken,  and  as  Hirst§  puts  it, 
"there  is  not  much  tendency  to  bleeding,  even  in  those  cases  as 
thick  as  one's  finger,"  and  if  there  should  be  arterial  bleeding  it 
could  be  easily  checked  by  tying  the  vessel  or  packing  with  adre- 
nalin gauze.  Williams II  says  "Complete  septa  rarely  lead  to  dys- 
tocia." If  the  uterus  is  double,  also,  I  can  see  how  the  head 
might  come  down  to  one  side  of  the  septum,  but  when  the  uterus 
is  single,  the  head  would  very  likely  impinge  directly  upon  the 
obstruction. 

♦Obstetrics,  page  669. 
tOssTETRics,  page  435. 
JObstetrics,  Ed.  1902. 
§  Obstetrics,  2d  Ed.,  page  488. 
II  Obstetrics,  page  570. 
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I  believe  it  best  to  leave  the  case  alone  until  the  pains  are 
active,  then  cut.  The  head  will  soon  come  down  and  stop 
bleeding.      If  it  is  a  clean  case,  no  after-treatment  is  needed. 

417  First  National  Bank  Building. 


THE  IMMEDIATE  RESULTS  OF  CONSERVATIVE  OPER- 
ATIVE MEASURES  ON  THE  TUBES  AND  OVARIES.* 


BY 

EHUNTER  ROBB,  M.D. 

Professor   of  ^Gynecology,  Western   Reserve   University  and  Visiting  Gynecologist  to  the 
Lakeside  Hospital,  Cleveland,  Ohio. 


In  1904  I  read  a  paper  before  the  Ohio  State  Medical  Society, 
in  which  I  presented  an  analysis  of  237  patients  upon  whom  con- 
servative measures  had  been  carried  out  when  dealing  with  in- 
flammatory lesions  of  the  tubes  and  ovaries.  Since  then  we  have 
had  182  additional  cases,  making  in  all  419  instances  in  which 
we  have  carried  out  such  procedures  during  the  past  seven  years. 
We  have  not  included  the  cases  of  so-called  cystic  or  cirrhotic 
ovaries,  unless  they  have  been  bound  down  by  marked  adhe- 
sions. We  believe  that  such  ovaries  are  still  capable  of  per- 
forming their  functions,  and  the  symptoms  are  apt  to  be  due 
not  to  pathological  conditions  in  the  ovaries  themselves,  but 
mainly  to  adhesions  which  are  binding  them  down. 

But  even  when  the  ovaries  have  undergone  actual  inflam- 
matory changes,  or  where  they  are  occupied  by  tumor  forma- 
tions, or  are  bound  down  by  adhesions  so  that  their  functions 
are  interfered  with  and  the  necessity  of  operative  procedures 
becomes  imperative,  we  still  have  to  decide  how  far  we  ought 
to  go,  and  how  we  can  get  the  best  results  for  the  patient,  not 
only  immediately,  but  later  on.  From  our  experience  in  this 
line  of  work  for  more  than  seven  years  we  have  been  able  to 
thoroughly  convince  ourselves  of  the  great  advantages  that  may 
be  obtained  by  preserving  as  far  as  possible  the  integrity  of 
the  pelvic  organs.  It  is  true  that  in  a  small  percentage  of 
cases  (2  to  5  per  cent.)  after  such  a  line  of  treatment  has  been 
followed  the  patient  will  still  have  to  undergo  a  second  operation 

*Paper  prepared  for  the  meeting  of  the  American  Gynecological  Society, 
held  at  Hot  Springs,  Va..  May  22,  23,  24,  1906 
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before  she  can  be  completely  relieved  of  her  discomfort,  and  it 
is  also  possible  that  in  a  few  instances,  by  the  introduction  of 
infection  under  these  circumstances  her  condition  may  be  ren- 
dered even  worse.  Such  cases,  however,  in  our  experience  are 
exceptional.  Moreover,  a  secondary  operation  is  not  infrequently 
necessary  in  cases  where  radical  measures  have  been  carried  out, 
hence  it  is  not  altogether  fair  to  blame  the  conservative  measures 
for  the  second  operation.  We  all  have  had  the  experience  (in  a 
small  percentage  of  cases)  of  separating  post-operative  adhesions 
after  carrying  out  radical  measures.  Before,  however,  em- 
ploying the  more  conservative  procedures  we  alw^ays  make  it 
the  rule  to  carefully  explain  to  the  patient  or  to  her  friends, 
that  such  measures  wall  be  undertaken  if  in  our  judgment  at 
the  time  of  the  operation  they  seem  to  be  advisable.  But  we 
further  state,  that  even  though  we  remove  what  seems  to  be 
the  inflammatory  area  it  may  later  become  necessary  to  insti- 
tute a  secondary  operation  before  relief  is  obtained.  After 
this  very  clear  statement  has  been  made  to  the  patient,  as  a 
rule  she  is  perfectly  willing  to  take  a  good  many  chances  if 
there  is  a  reasonable  prospect  that  the  conservation  of  the 
pelvic  organs  will  be  compatible  with  future  health  and  comfort, 
and  as  we  have  already  said,  from  actual  observation  we  have 
found  that  it  does  not  become  necessary  to  perform  a  secondary 
operation  in  more  than  from  2  to  5  per  cent,  of  all  such  cases. 
If  an  ovary  or  a  portion  of  an  ovary  can  be  saved  before  the 
menopause  has  begun,  or  even  during  the  time  in  which  the 
patient  is  experiencing  this  change,  we  have  found  that  not 
only  the  immediate  convalescence,  but  also  the  subsequent 
condition  of  the  patient  is  in  every  way  more  satisfactory. 
I  am  sure  that  all  of  us  have  seen  many  patients  suffer  more 
after  than  before  the  removal  of  diseased  ovaries.  In  many 
instances  their  discomfort  is  due  to  the  artificial  change  of  life 
that  is  thus  brought  about.  In  some  instances  they  may  com- 
plain for  five  years  or  longer.  And  unfortunately,  during  this 
time  the  addiction  to  morphin  or  some  other  drug  habit  may  be 
formed  in  endeavors  to  relieve  their  distress.  In  our  opinion 
the  prevention  of  the  artificial  menopause  is  the  most  important 
reason  for  leaving  the  patient  her  ovaries  whenever  this  is 
possible,  the  question  of  possible  pregnancy  following  con- 
servative measures  being  apparently  only  of  secondary  im- 
portance, as  in  the  majority  of  these  cases  the  patient  is  in 
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an  unhealthy  condition  not  only  for  bringing  a  child  into  the 
world,  but  also  for  the  proper  rearing  of  the  same.  This  crit- 
icism, of  course,  does  not  usually  apply  to  those  cases  in  which 
a  tumor  is  present,  implicating  only  one  ovary.  Where  the 
question  of  pregnancy  is  to  be  considered  one  has  to  deal  with 
the  condition  of  the  fallopian  tubes  as  well  as  that  of  the  ovaries. 
I  will  not  take  up  your  time  with  an  account  of  the  various 
methods  that  are  employed  in  carrying  out  the  conservative 
measures,  as  they  are  perfectly  well  known  to  every  one.  I 
would  say,  however,  that  in  the  light  of  our  experience  it  is  a 
wiser  procedure  to  remove  the  fallopian  tube  whenever  a  pyosal- 
pinx  exists,  i.  e.,  when  there  are  macroscopical  evidences  of  pus. 
When,  however,  the  ovary  is  involved  in  an  abscess  formation, 
the  same  radical  treatment  is  not  always  indicated,  as  the 
abscess  in  most  instances  does  not  involve  all  of  the  ovarian 
stroma.  Furthermore,  microscopical  examination  of  many 
of  these  ovaries  will  show  that  the  abscess  is  walled  off,  and  the 
ovarian  stroma  beneath  frequently  has  been  invaded  only  to  a 
shght  extent.  In  such  instances  the  abscess  may  be  excised 
and  the  line  of  incision  be  brought  together  with  a  fine  silk  or 
catgut  suture.  In  our  series  of  cases  the  lateral  structures 
showed  macroscopically  marked  evidences  of  inflam.matory 
disease,  and  there  were  adhesions  which  bound  down  the  struc- 
tures. We  have  only  included  in  this  analysis  those  cases  in 
which  we  were  able  to  carry  out  conservative  measures,  and 
not  those  in  which  we  were  obliged,  on  account  of  the  technical 
difficulties  of  the  operation,  to  leave  the  lateral  structures  in 
on  one  or  both  sides  although  removal  was  indicated. 

ANALYSIS    OF    CASES. 

Total  number,  419.  Age:  The  oldest  patient  was  52.  The 
youngest,  15  years  of  age.  Average  age,  28.98.  i  was  15; 
I  was  16;  9  were  17;  14  were  18;  18  were  19;  14  were  20;  19 
were  21;  24  were  22;  21  were  23;  24  were  24;  22  were  25;  18 
were  26;  14  were  27;  28  were  28;  17  were  29;  26  were  30;  11  were 
31 ;  14  were  32;  15  were  t,^',  7  were  34;  16  were  35;  12  were  36; 
5  were  37117  were  38 ;  10  were  39;  9  were  40;  4  were  41 ;  6  were 
42;  2  were  43;  3  were  44;  5  were  45;  3  were  46;  4  were  47;  3 
were  48;  i  was  49;  i  was  50;  i  was  52.  The  majority  of  the 
patients  were  between  15  and  28  years  of  age. 
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Menstrual  History. — The  menstrual  history  was  abnormal 
in  290,  and  normal  in  129  cases. 

Leucorrhea. — 321  patients  gave  a  history  of  a  leucorrheal 
discharge.  Of  these  233  were  married,  65  w^ere  single,  and 
23  were  widowed. 

Married  Life. — 300  were  married;  85  were  single;  34  were 
widows.  Longest  time  married,  30  years;  shortest  time  mar- 
ried, two  months.  Of  the  300  married,  207  had  borne  children. 
The  total  number  of  children  borne  by  the  207  was  502,  the 
average  being  1.67  children  to  each  married  woman.  The 
greatest  number  of  children  borne  by  one  patient  was  12.  The 
next  greatest  number  was  11.  Still-born  children,  6.  Twins,  i. 
Women  having  borne  one  child,  98 ;  2  children,  43  ;  3  children,  32  ; 
4  children,  24;  5  children,  8;  6  children,  7;  7  children,  5;  8  chil- 
dren, i;  9  children,  2;  11  children,  i;  12  children,  i. 

A  history  of  infection  following  labor  was  recorded  in  55  cases. 
Instrumental  delivery  was  followed  by  infection  in  18  cases. 
The  total  number  in  which  there  was  a  history  of  infection 
following  labor,   73. 

Miscarriages  .—Number  of  patients  having  had  miscarriages, 
177;  number  of  miscarriages,  304;  married,  146;  single,  14; 
widowed,  17.  Abortions  or  miscarriages  had  been  induced  in 
81  cases;  in  the  married  patients,  53;  in  single  patients,  18;  in 
widows,  10;  patients  having  had  one  miscarriage,  107;  two  mis- 
carriage's, 42;  three  miscarriages,  19;  four  miscarriages,  2;  five 
miscarriages,  4;  six  miscarriages,  i;  seven  miscarriages,  i;  fif- 
teen to  twenty  miscarriages,  i. 

Gonorrheal  Infection. — In  102  patients  there  was  a  history  of 
gonorrheal  infection;  positive  in  72;  probable  in  30.  Of  these 
60  were  married;  33  single;  and  9  widowed. 

Among  the  married  the  history  was  positive  in  39,  probable 
n  21,  and  in  one  was  complicated  with  syphilis. 

Among  the  single  the  history  was  positive  in  27,  and  probable 
in  6  cases,  and  in  one  was  complicated  with  syphilis.  Among 
the  widows,  positive  in  6,  and  probable  in  3. 

A  positive  history  of  a  specific  infection  is  generally  difficult 
to  obtain,  and  unless  the  infection  can  be  surely  proven,  we 
are  not  justified  in  making  positive  deductions  from  this  stand- 
point. It  will  be  seen  from  a  study  of  the  cases  of  labors  and 
miscarriages  that  infection  in  these  instances  plays  a  very  im- 
portant part  in  the  causation  of  inflammatory  diseases  of  the 
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tubes  and  ovaries.  Thus,  there  were  73  cases  of  infection  fol- 
lowing labor  and  51  following  miscarriage — ^in  all  124  cases. 
,j^Bowels. — In  189  cases  there  was  a  history  of  constipation. 
132  of  the  patients  were  married;  34  were  single;  23  widowed. 
^Micturition. — There  was  some  complaint  with  this  function 
in  214  cases;  157  of  the  patients  being  married;  38  single;  19 
widowed. 

The  general  condition  was  good  in  233  cases;  in  1 59  fair ;  and 
poor  in  27. 

The  uterus   was   adherent  in   195   cases.     One  hundred  and 

thirty-eight  of  the  patients  were  married ;  48  single ;  9  widowed. 

The  bowels  were  adherent  in  223  cases.     One  hundred  and 

fifty  of  the  patients  were  married;   56  were   single;    17   were 

widowed. 

The  vermiform  appendix  was  removed  in  218  cases.  Married, 
153;  single,  44;  widows,  21.  In  89  married  patients  it  was 
adherent;  in  22  flexed;  in  3  occluded;  in  16  hypertrophied. 
Single:  33  adherent;  8  flexed;  2  occluded;  4  hypertrophied. 
Widows:  18  adherent;  3  flexed;  3  occluded;  2  hypertrophied. 
It  was  adherent  and  not  removed  in  two  cases  on  account  of 
an  extreme  condition  of  shock  after  removal  of  the  pelvic 
structures,  and  in  three  cases  it  was  not  located  readily,  and  on 
account  of  condition  of  patients  it  was  not  deemed  advisable 
to  make  further  search.     Two  patients  were  married,  3  single. 

The  appendix  was  adherent  in 140  cases 

"    flexed  in 33     " 

"    occluded  in. 8     " 

"  "  "    hypertrophied  in 2     " 

"    dilated  in. 7     " 

"  "        contained  concretions  in. .  .      8     " 

Structures  saved. 
Ovaries. —  Cases 

Right 134 

Left. 127 

Both  (80  times  or) 160 

Right  (partial).  . 39 

Left  (partial) 28  * 

Both  (partial  in  10  cases) 20 

Both  ovaries  with  tubes,  32  times. 64 


572 
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This    number    (572    ovaries)    were   saved   in   419    cases,    1.34 
ovaries  to  each  patient. 

Tubes. —  Cases 

Right.  . 32 

Left. 42 

Both  3  7  times 74 

Right  (partial) 19 

Left  (partial) 13 

Both  (partial)  1 7  times  or. 34 

214  in  419 
cases,  or  a  little  more  than  half  a  tube  to 
each  patient. 
Pus  was  met  with  in  97  cases  out  of  the  419,  or  in  23.17  per 
cent. 

They  were  divided  as  follows: 

Cases 

Married 60 

Single 30 

Widow 7 

97 

The  pus  was  as  follows: 

Double  Pyosalpinx —  Cases 

Married 34 

Single 9 

Widow 4 

47 
Single  Pyosalpinx —  Cases 

Married 12 

Single. 7 

Widow I 

20 
Tuba-Ovarian  Abscess  with  Pyosalpinx  {Single) — 

Cases 

Married. 10 

Single. 3 

Widow o 

13 
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Tubo-Ovarian  Abscess  (Double) —  Cases 

Married i 

Single. 8 

Widow. o 

9 
Tubo-Ovarian  Abscess  (Single) —  Cases 

Married. 2 

Single 2 

Widow I 

5 
Tubercular-Ovarian  Abscess —  Cases 

Married. i 

Single. o 

Widow. o 

I 
Ovarian  Abscess  (Double) —  Cases 

Married. o 

Single I 

Widow I 


2 

STRUCTURES    SAVED    IN    PUS    CASES. 

Ovaries —  Cases 

Right 32 

Left. 30 

Both  16  times  or. 32 

Right  (partial) 7 

Left  (partial) 3 

104 
Tubes —  Cases 

Right.  . 7 

Left. : 3 

Right  (partial) 2 

Left  (partial) 4 
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Thus  104  ovaries  were  saved  in  97  pus  cases,  or  about  1.08 
ovaries  to  each  patient.  In  16  cases  both  ovaries  were  saved. 
Sixteen  tubes  were  saved,  or  i  to  every  six  and  a  half  patients. 
In  these  cases  the  following  organisms  were  found: 

Times 
Gonococcus. j^ 

Streptococcus  pyogenes  (one  doubtful) 4 

Staphy.  pyog.  aureus. 6 

Staphy.  pyog.  albus 2 

B.  coH  communis. . 

B.  mucosus  capsulatus. i 

Cocci  in  smears  (no  growths) 6 


2>?)   in  all 
or  one  third  of  the  cases. 

In  the  pus  cases  (97)  the  abdominal  wound  became  infected 
7  times,  or  7.53  per  cent.  From  the  infected  abdominal  wounds 
m  the  pus  cases  the  following  microorganisms  were  isolated : 

Times 
Streptococci. j 

B.  coli  communis. 2 

Staphy.  pyog.  aureus. 0 

Staphy.  pyog.  albus i 

B.  mucosus  capsulatus. i 


Microorganisms  found  in  abdominal    wounds    other  than  in 
pus  cases: 

Times 
B.  coli  communis. . 

Staphy.  pyog.  aureus. j 

Staphy.  pyog.  albus -, 

Cocci  and  bacilli  on  coverslip  (no  growth) ....        2 

10 

The  leucocyte  count  in  the  pus  cases: 

Highest.. 36^^^^ 

Lowest. .        .  ,  ,  ^ 

Average  count. 17,597 
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Drainage  was  employed  in  the  pus  cases  as  follows: 

Times 

Abdominal  alone o 

Vaginal. 24 

Ab domino- vaginal. 4 

Twenty-eight  times,  or  29.17  per  cent,  of  all  pus  cases. 

Drainage  was  carried  out  42  times  in  419  cases,  or  in  about 
10.24  per  cent,  of  the  total  number  of  cases.  Once  by  the  abdo- 
men alone;  five  times  by  the  abdomen  and  vagina  combined;  36 
times  by  the  vagina  alone. 

The  convalescence  was  interrupted  by  the  following  con- 
ditions: Bronchitis  in  four  cases;  pneumonia  in  two  cases; 
pleurisy  in  six  cases ;  phlebitis  in  left  leg  in  one  case ;  phlebitis  in 
left  arm  in  one  case;  diarrhea  in  two;  stomatitis  in  four;  peri- 
tonitis in  two;  paralysis  of  left  arm  in  two;  paralysis  of  right 
arm  one;  intestinal  obstruction  in  one;  acute  gastritis  in  one; 
parirectal  abscess  in  one ;  tonsillitis  in  one ;  angina  in  one ;  abor- 
tion in  one;  rheumatism  in  two;  dyspnea  in  one;  fistula-abdom- 
inal, fecal  and  urinary,  one;  abdomino- vaginal  (fecal),  one; 
recto-vaginal,  one;  abdominal,  one;  abdominal  (fecal),  two; 
suppuration  of  abdominal  wound,  thirty-seven  times.  Total 
number  interrupted,  79. 

In  those  cases  interrupted  by  infection  of  the  abdominal 
wound  (fifteen  of  which  were  in  the  pus  cases),  nineteen  of  the 
infections  were  sHght  and  two  marked.  Total  number  of  ab- 
dominal wounds  infected,  8.56  per  cent.  Number  of  cases 
requiring  a  secondary  abdominal  operation  for  the  relief  of  symp- 
toms, ten.  Number  of  cases  under  observation  on  account  of 
pelvic  discomfort,  thirteen.  In  ten  of  these  cases,  the  symptoms 
of  which  the  patient  complained  disappeared  after  a  year's  time. 
Three  are  still  complaining. 

Deaths  in  the  pus  cases  were  3  or  3.04  per  cent. 

Deaths  in  thewhole  number  of  cases  (419)  7  or  1.67  per  cent. 

Case  I. — Among  the  pus  cases  the  diplococcus  pneumonia 
was  found  in  the  secretions  in  the  peritoneal  cavity,  together 
with  B.  mucosus  capsulatus  and  B.  coli  communis. 

Case  II. — The  patient  also  died  from  the  effects  of  a  pelvic 
peritonitis;  autopsy  not  allowed. 

Case  III. — Was  a  pus  case  where  extensive  adhesions  were 
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separated  about  lateral  masses  and  between  bowels  and  masses. 
On  the  ninth  day  after  the  operation  the  bowels  could  not  be 
moved,  and  no  purgatives  or  enemata  were  effectual.  On  the 
thirteenth  day  the  abdominal  cavity  was  opened  to  find  the 
cause  of  the  obstruction.  The  small  intestines  were  found 
adherent  to  each  other.  These  adhesions  were  separated,  but 
condition  was  not  relieved  and  patient  died  the  fourth  day 
after  reopening  the  cavity. 

The  four  remaining  cases  were  in  the  non-suppurating  class. 

In  one  there  was  an  ectopic  gestation  which  had  involved 
the  right  tube.  On  the  eleventh  day  following  the  operation 
she  developed  an  acute  obtruction  of  the  bowels.  The  tem- 
perature and  pulse  were  practically  normal.  The  abdomen 
was  reopened  and  the  obstruction  relieved,  but  she  succumbed 
from  shock  one  hour  following  the  operation.  In  the  second 
case  the  disease  of  the  lateral  structures  was  complicated  by  an 
adherent,  much  thickened  and  contracted  gall-bladder,  which 
contained  three  good-sized  gallstones.  The  opening  made  into 
the  gall-bladder  was  difficult  to  close.  The  patient  developed 
a  localized  peritonitis,  which  resulted  fatally  five  days  after 
the  operation. 

In  the  third  case  the  pulse  and  temperature  both  began  to 
fall  after  operation.  The  patient  aroused  slightly,  then  grad- 
ually sank  into  a  comatose  state  and  died  early  the  next  morning. 

In  the  fourth  case  a  plastic  operation  was  done,  and  on  the 
fourteenth  day  an  abdominal  section  was  done.  On  the  eleventh 
day  after,  patient  died.  For  three  days  before  death  tempera- 
ture and  pulse  gradually  rose,  but  nothing  was  made  out  oh 
examination  to  account  for  condition. 

702  Ross  Building. 
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DO  PRESENT  RESULTS  JUSTIFY  PARTIAL  REMOVAL 

OF    THE    UTERINE    APPENDAGES     WHEN 

OPERATING  FOR  INFLAMMATORY 

DISEASES? 


BY 

FLORIAN  KRUG,  M.D., 
New  York. 


In  opening  the  discussion  on  this  most  important  subject,  I 
shall  deviate  from  the  usual  method  of  preparing  papers  of  thib 
sort.  I  shall  not  commence  by  propounding  my  ideas  and  after- 
ward try  to  illustrate  them  with  a  number  of  clinical  histories 
which  might  support  them. 

I  shall  select  from  my  large  experience  but  three  cases,  which 
I  consider  typical,  narrate  only  the  poignant  facts,  and  after  trying 
to  point  out  the  salient  features,  shall  leave  the  lessons  to  be 
drawn  from  them  to  your  consideration,  hoping  that  it  will  bring 
out  a  broad  discussion. 

For  obvious  reasons  dates,  names  of  patients,  family  physicians, 
and  consultants  are  omitted. 

Case  I.  Mrs.  X.  married  a  rich  man.  The  honeymoon  was 
spent  in  Europe  and  she  became  pregnant.  A  few  days  before 
returning  to  America  she  consulted  a  specialist  in  London.  For 
some  reason,  unknown  to  the  patient  and  to  her  husband,  he 
inserted  an  instrument  and  packed  the  vagina.  On  board  the 
steamer  she  had  a  miscarriage,  and  after  that  was  a  constant 
sufferer  from  dysmenorrhea  and  occasional  well-marked  attacks 
of  pelvic  peritonitis  for  several  years.  Her  family  physician, 
having  exhausted  the  usual  palliative  methods  of  treatment^ 
referred  her  to  me  for  operation.  I  was  given  full  permission 
to  exercise  my  judgment  in  removing  whatever  I  found  diseased, 
and  if  necessan^  to  do  a  radical  operation.  Laparotomy  was  per- 
formed. The  right  adnexa  were  found  in  a  hopeless  condition 
and  adherent  to  an  appendix,  which  did  not  look  quite  normal. 
The  entire  right  side,  including  appendix,  was  removed.  I  found 
the  left  tube  occluded  and  firmly  held  together  with  the  ovary  by 
dense  adhesions.    The  adhesions  having  been  severed,  the  question 
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aiose,  conservatism  or  radicalism.  I  concluded  to  give  that  woman 
a  chance,  however  small,  to  become  a  mother.  A  cuff  operation 
was  done  on  the  fimbriated  end  of  the  tube,  and  about  two-thirds 
ot  the  left  ovary,  which  was  of  the  small  cystic  degeneration 
type,  removed.  As  I  found  the  uterus  fixed  to  the  rectum  by  firm 
adhesions,  they  were  loosened,  and  in  order  to  hold  the  uterus 
in  place  a  hysterorrhaphy  was  also  done.  I  may  mention  that  a 
thorough  curettage  of  the  endometrium  had  been  the  initial  pro- 
cedure. 

The  recovery  from  the  operation  was  without  an  untoward 
symptom.  This  patient  has  been  delivered  by  me  of  two  beautiful 
boys,  who  are  the  pride  and  joy  of  very  happy  parents. 

Case  2.  Mrs.  Y.,  surrounded  by  every  comfort  and  luxury 
that  wealth  and  a  kind  husband  could  give  her,  had  but  one  thing 
wanting — children.  She  had  been  under  the  treatment  of  a 
specialist  without  success.  She  consulted  me,  and  nothing  but  a 
slight  retroflexion  was  found.  I  performed  a  thorough  dilatation 
and  curettage,  which  brought  about  the  desired  result  within  a 
year.  She  was  confined  of  a  healthy  boy  by  some  one  else. 
Having  had  nothing  to  do  with  the  confinement,  I  am  not  in  a 
position  to  criticise  or  to  question  what  was  done  at  the  time.  The 
fact  remains  that  her  troubles  commenced  after  the  delivery,  while 
her  husband  cannot  possibly  be  accused,  a  specific  infection  being 
eliminated  beyond  peradventure.  Dysmenorrhea,  backache,  bear- 
ing-down pains,  excessive  flow  at  times  were  the  most  pronounced 
symptoms,  aggravated  at  times  by  the  duties  falling  upon  our 
society  ladies. 

I  was  consulted  again ;  found  extreme  tenderness  of  all  pelvic 
organs,  marked  retroflexion  of  a  congested  uterus,  and  prolapsed 
ovaries.  I  performed  a  second  curettage,  followed  by  a  course 
of  tampon  treatment,  which  gave  temporary  relief.  Finally  a 
conservative  operation  by  laparotomy  was  decided  upon,  and  I 
did  practically  the  same  operation  as  in  the  former  case.  The 
recovery  was  uneventful,  except  for  bowel  complications.  The 
patient  left  for  Europe  shortly  afterward  in  perfect  health.  Next 
I  heard  that  after  the  strain  of  arduous  shopping  in  Paris  the 
patient  complained  of  pains.  She  consulted  several  well-known 
European  authorities,  who  all  agreed  that  she  required  rest  and 
patience.  Upon  her  return  to  America  she  became  impatient, 
and  without  her  family  physician's  knowledge  nor  mine  consulted 
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some  one  else,  whose  active  treatment  caused  acute  inflammatory 
pelvic  trouble.  She  submitted  to  a  radical  operation  by  him,  in- 
cluding removal  of  the  uterus,  against  our  advice.  The  result  is 
far  from  satisfactory.  The  patient's  only  child  died  within  a 
year  of  that  radical  operation.  Would  not  the  terrible  sorrow 
of  the  parents  be  alleviated  by  a  hope  for  more  offspring? 

Case  3.  Mrs.  Z.,  an  English  woman  with  a  number  of  children 
and  a  worthless  husband,  came  to  America  to  take  a  position  to 
provide  for  all  of  them.  She  sent  her  regular  remittances  to 
the  other  side,  but  was  hampered  in  her  work  by  occasional 
pelvic  attacks.  She  was  referred  to  me  as  a  person  worthy  of 
charity  by  one  of  my  former  patients.  After  a  certain  time  of 
observation  and  treatment  I  became  convinced  that  the  best  thing 
for  her  would  be  a  radical  operation,  to  which  she  gladly  con- 
sented. She  is  well  now.  The  condition  of  her  pelvic  organs 
could  not  compare  in  any  way  in  severity  with  the  other  two  cases. 
Still  I  am  convinced  that  I  did  the  right  thing  by  that  woman. 

These  three  cases  were  selected  from  a  very  large  number,  and 
their  histories  were  condensed  as  much  as  possible.  However, 
T  hope  they  will  convey  to  you  my  way  of  reasoning,  having  only 
the  best  interests  of  the  patients  in  mind. 

In  order  to  be  just  to  the  question  before  us  to-night,  "Do 
present  results  justify  partial  removal  of  the  uterine  appendages 
when  operating  for  inflammatory  diseases?"  I  cannot  simply 
answer  yes  or  no.  It  is  not  a  mathematical  problem,  and  there- 
fore cannot  be  solved  in  a  mathematical  way. 

We  must  individualize,  we  must  treat  every  case  according  to 
its  own  aspect,  we  must  not  be  dismayed  by  occasional  reverses, 
and  we  must  sometimes  take  into  consideration  extraneous  con- 
ditions as  much  as  palpable  ones. 

As  attending  gynecologist  to  two  general  hospitals  with  a  large 
service  in  each,  I  come  into  contact  with  a  number  of  cases  of 
chronic  inflammatory  pelvic  disease.  Those  women  have  made 
the  rounds  of  every  dispensary  in  New  York  ;  they  have  been 
subjected  to  every  kind  of  treatment  known  to  the  profession,  as 
well  as  to  the  quacks.  They  are  weary ;  they  want  to  get  well ; 
race  suicide  is  out  of  the  question  ;  they  have  had  a  number  of 
children  ;  they  do  not  care  whether  they  are  going  to  have  any 
more  or  not,  but  thev  are  seeking  to  regain  their  health,  or  at  least 
a  condition  which  will  enable  them  to  care  for  those  thev  have 
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borne,  and  they  do  not  care  a  rap  whether  a  snip  of  an  ovary  is  left 
or  not. 

In  those  cases  I  do  not  hesitate  to  make  up  my  mind  and  per- 
form the  only  proper  operation,  viz.,  taking  out  everything.  I  was 
denounced  for  being  too  radical  in  my  ideas  when  I,  first  of  all, 
advocated  the  ablation  of  the  uterus,  together  with  the  hopelessly 
diseased  appendages.  Now,  I  am  proud  of  the  fact  that  some 
have  tried  to  dispute  my  priority  in  advocating  this  procedure. 

Concluding,  let  me  say  w-e  must  answer  the  question  before  us 
to-night  according  to  the  merits  of  every  individual  case;  it  is 
impossible  to  generalize.  Never  let  the  question  of  revenue  run 
away  with  your  conscience,  and  if  in  doubt  ask  yourselves  what 
would  you  do  if  your  wife,  daughter,  mother,  or  sister  were  in 
the  same  condition  as  your  patient. 

616  Madison  Avenue. 


DO  PRESENT  RESULTS  JUSTIFY  PARTIAL  REMOVAL 
OF  THE  UTERINE  APPENDAGES  WHEN  OPER- 
ATING FOR  INFLAM^IATORY 
DISEASES? 


BY 

L.  GRANT  BALDWIN,  M.D., 
Brooklyn,  N.  Y. 


So  much  has  been  published  on  this  subject  in  the  last  two  or 
three  years,  and  the  consideration  which  't  has  received  this 
evening  has  been  so  complete,  that  I  shall  confine  my  discussion 
to  answering  the  question  in  the  affirmative,  my  answer  being 
based  entirely  on  my  personal  experience  obtained  from  operations 
and  results  on  ninety-nine  cases  extending  over  the  period  from 
January  i,  1898,  to  January  i,  1906.  This  series  of  cases  includes 
only  those  in  which  a  part  of  one  ovary  or  tube  was  removed,  and 
not  where  the  other  side  was  found  normal ;  such  cases  not 
properly  coming  under  the  subject  of  discussion.  Many,  if  not 
all,  of  these  cases  would  have  had  a  complete  ablation  before 
the  present  methods  were  introduced  and  popularized  by  Dudley 
and  others.  Of  these  cases  one  died  and  one  presented  herself  for 
reoperation  for  removal  of  the  remaining  tissue.  How  many  may 
have  applied  to  others  for  relief  on  account  of  subsequent  dis- 
ability I  cannot  say. 
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A  large  majority  of  my  cases  were  among  the  very  poor,  whose 
after  history  it  is  impossible  to  follow.  The  fatal  case,  Mrs.  B., 
m.ultipara,  38  years  old ;  diagnosis,  cystoma  right  ovary  inflamed, 
cystoma  left  ovary;  right  tube  and  ovary  removed  and  left  ovarian 
cyst  resected ;  death  occurred  suddenly  one  hour  after  recovery 
from  anesthesia,  probably  of  pulmonary  embolism ;  no  autopsy. 

Of  the  case  returning  for  operation,  Miss  R.,  age  27,  single, 
diagnosis,  double  salpingo-oophoritis  chronic ;  left  tube  and  ovary 
removed,  part  of  right  ovary  left,  returned  one  year  later,  having 
suffered  continuously  with  pain  in  the  right  side  since  the  first 
operation.  Reopening  the  abdomen  showed  a  renewed  cystic 
degeneration  with  adhesions.  The  ovarian  tissue  was  removed 
and  the  patient  recovered. 

Pregnancy  has  not  occurred  in  any  case.  My  conviction  now 
is  that  ovarian  tissue  much  more  satisfactorily  recovers  itself 
than  that  of  the  tube.  In  other  words,  cases  where  a  small 
amount  of  ovarian  tissue  can  be  saved  make  a  much  more  satis- 
factory recovery  than  where  a  part  of  a  diseased  tube  is  allowed 
to  remain,  a  small  amount  only  of  ovarian  tissue  being  necessary 
to  the  desired  result.  My  practice  now  is  to  leave  the  slightest 
fringe  of  ovarian  tissue  wherever  this  only  is  possible,  but  to 
leave  only  such  tubal  tissue  as  is  beyond  question  normal. 

The  affirmative  answer  to  this  question  will  be  modified  when 
considered  from  the  standpoint  of  the  patient  and  that  of  the 
surgeon;  the  patient  often  being  satisfied  with  a  less  complete 
symptomatic  result  than  is  the  operator.  Tn  manv  of  these  cases 
complete  restoration  to  health  is  not  obtainable  whether  all  or  part 
of  the  appendages  are  removed,  and  if  partial  health  is  obtained, 
with  possible  child-bearing  to  be  looked  forward  to  by  the  patient, 
we  have  done  all  that  in  many  instances  can  be  expected  of  us. 
Too  much  stress  cannot  be  laid  upon  the  beneficial  results  from 
continued  menstruation  in  young  women.  Many  of  these  patients 
will,  when  ill,  declare  that  to  be  relieved  of  pain  is  their  only 
desire,  and  later,  when  they  find  themselves  absolutely  robbed  of 
the  possibilities  of  motherhood,  become  most  dejected  and  mis- 
erable. 

The  surgeon  may  often  feel  that  anything  but  a  complete  relief 
from  all  symptoms  is  a  conviction  of  inability  on  his  part.  Surely 
it  is  distressing  to  have  a  case  continually  return,  complaining 
of  pain  and  to  feel  that  the  complete  removal  of  a  diseased  ovary 
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at  a  past  operation  might  have  avoided  it,  but  this  is  much  less 
distressing  than  the  picture  already  outlined  from  the  standpoint 
of  the  patient.  What  tissue  to  leave  behind  or  what  kind  of  tissue 
to  leave  behind  is  the  all  desirable  question  to  be  settled.  This 
must,  of  necessity,  be  left  to  the  experience  and  judgment  of 
the  individual  operator ;  the  patient's  own  wish  in  the  matter  must 
oftentimes  modify  his  action. 

A  concerted  operative  practice  can  result  only  from  detailed 
reports  of  cases.  The  only  cases  to  which  I  deem  it  necessary  to 
call  special  attention  were  two  in  which  my  own  judgment  was  in 
error. 

Case  I,  Mrs.  S.,  age  28,  married  two  years  and  no  children,  com- 
plained for  six  weeks  of  the  usual  symptoms  of  pelvic  inflamma- 
tion; diagnosis,  double  tuboovarian  infection.  Abdominal  section 
advised  and  refused;  vaginal  section  with  drainage  being  the 
only  operation  to  which  the  patient  would  consent.  Both  ovaries 
were  found  enlarged  to  five  or  six  times  the  normal,  and  filled  with 
pus ;  the  tubes  were  not  infected,  adhesions  were  only  moderate. 
Each  ovary  was  easily  delivered  through  the  vaginal  incision  and 
was  bisected,  washed  out,  packed  with  iodoform  gauze,  and 
replaced.  This  patient  made  a  perfect  recovery,  and  is  to-day^ 
four  years  after  operation,  in  splendid  health,  but  has  had  no 
children.  My  own  judgment  in  this  case  certainly  should  have 
been  at  that  time  to  have  removed  the  ovaries. 

Case  2,  Mrs.  D.,  26  years  old,  married,  multipara,  last  child 
4  months  old,  ill  for  six  weeks.  Before  operation  I  was  instructed 
to,  if  possible,  leave  at  least  a  portion  of  one  ovary.  On  opening 
the  abdomen,  the  usual  condition  surrounding  a  recently  leaking 
pus  tube  was  found.  The  left  tube  and  ovary  were  removed,  but 
the  right  ovary,  which  was  enlarged  to  three  inches  in  diameter, 
was  bisected,  and  a  fringe  of  ovarian  tissue  not  more  than  one- 
quarter  of  an  inch  wide  was  left  at  the  hilum,  much  against  my 
judgment.  However,  she  made  a  perfect  recovery,  and  now,  three 
and  a  half  years  after  operation,  is  in  perfect  health.  I  might  add 
in  passing  that  this  woman  continually  nursed  her  baby.  The 
age  of  our  patient  and  her  social  condition  must,  of  course,  be 
considered,  when  with  the  abdomen  open  and  appendage  in  hand 
we  are  honestly  trying  to  decide  what  procedure  will  in  the 
greatest  measure  restore  her  to  her  field  of  usefulness,  as  well 
from  her  own  standpoint  as  our  own. 
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MATERNAL    DYSTOCIA    FROM     "RIGHT     POSTERIOR 

ILIUM,"    PRODUCING  PERSISTENT  R.  O.   P. 

POSITION. 


BY 

MARY  E.  BATES,  M.D., 
Denver,  Colorado. 


Mrs.  B.,  aged  28;  an  unusually  healthy  primipara;  went 
through  a  normal  pregnancy.  Labor  at  term  began  about  mid- 
night, December  i,  1903,  at  the  Woman's  Hospital.  After 
twelve  hours  dilatation  was  complete,  with  head  at  the  brim. 
Membranes  intact.  A  small  triangular  fontanelle  was  found 
forward  to  the  left;  the  examining  finger  could  be  swept  around 
the  moderately  large  head  in  ample  space  at  the  right  posteriorly. 
No  other  fontanelles  recognizable.  Deep  sulcus  between  the 
fundus  and  the  symphysis.  Diagnosis:  A  small  triangular 
anterior  fontanelle;  head  ossified,  and  in  R.  O.  P.  position. 

She  labored  faithfully  and  strenuously  for  several  hours, 
ruptured  the  membranes  spontaneously,  jammed  the  head  tighter 
and  tighter  against  the  symphysis,  but  could  not  deUver  it. 
Consultation:  Dr.  Wetherill;  chloroform;  Simpson's  long  forceps 
with  axis-traction  attachment;  difficult  extraction. 

Diagnosis  verified.  Patient  made  a  good  recovery.  On  the 
third  day  the  baby  developed  malena,  and  on  the  fourth  day 
it  died. 

On  November  27,  1904,  the  patient  miscarried  spontaneously 
at  four  months.  Cause,  placenta  praevia;  left  lateral  implanta- 
tion with  adhesions.     Uterus  evacuated,  good  recovery. 

The  third  pregnancy  ended  at  term,  January  10,  1906.  Labor 
began  about  10  a.m.  Patient  walked  and  rode  about  town 
until  5  P.M.,  when  she  entered  the  Woman's  Hospital.  At 
8.30  P.M.  the  cervix  was  fully  dilated,  membranes  intact,  and 
head  presenting  R.  O.  A.  Pains  strong  and  regular.  At  10  p.m., 
after  an  hour  and  a-half  of  very  powerful  normal  pains,  during 
which  the  vagina  bulged  encouragingly,  the  condition  reminded 
us  of  her  first  labor,  and  the  head  not  advancing,  an  examination 
was  made  and  the  head  found  in  R.  O.  P.  position.  In  contrast 
to  the  first  baby's  head,  this  one  was  large,  all  of  the  fontanelles 
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were  easily  made  out,  and  of  usual  size,  and  overlapping  was  al- 
ready beginning,  although  the  head  had  not  engaged.  As 
neither  the  head  nor  the  soft  parts  of  the  mother  offered  any 
real  resistance,  it  was  evident  that  the  cause  of  the  dystocia 
was  to  be  found  in  the  mother's  bony  pelvis.  We  decided  to  give 
her  a  chance  to  deliver  herself  b}^  turning  the  head  back  to 
R.  O.  A.,  before  the  membranes  were  ruptured.  Consultation; 
Dr.  Wetherill;  chloroform.  With  the  left  hand,  internally  I 
flexed  the  head  and  rotated  it,  carrying  the  sinciput  to  the  left 
sacroiUac  junction,  swinging  the  occiput  R.  A.  This  was  done 
without  difficulty,  while  at  the  same  time  from  the  outside 
Dr.  Wetherill  turned  the  body  in  the  fundus  to  correspond. 
Chloroform  was  withdrawn,  the  membranes  ruptured  and  the 
patient  allowed  to  labor  consciously  for  half  an  hour  or  so  when 
Dr.  Wetherill  examined  and  found  the  head  apparently  returning 
to  R.  O.  P.  As  it  was  evident  that  the  patient  would  reproduce 
the  R.  O.  P.,  but,  judging  from  her  first  experience,  could  not  de- 
liver it  even  after  an  exhausting  labor,  it  was  decided  to  terminate 
it.  Breus's  axis-traction  forceps  were  used  and  the  head  de- 
livered without  difficulty,  in  the  second  position,  the  head  having 
practically  maintained  the  R.  O.  A.  given  by  the  manipulation. 
The  eight-pound  baby  has  lived  and  thrived, 
i  On  the  third  day  the  mother  complained  of  her  "back."  She 
was  turned  over  and  her  back  examined.  The  only  soreness 
and  the  only  abnormality  found  was  where  she  said  it  hurt — 
at  the  right  sacroiliac  joint.  No  internal  examination  was 
made.  The  right  ilium,  at  its  junction  with  the  sacrum,  lay 
posterior  to  its  normal  plane.  It  had  slipped  upwards  and  back- 
wards on  the  sacrum  sufficiently  to  make  the  step-off  to  the  sa- 
crum decidedly  more  marked  than  on  the  normal  left  side. 
Both  the  patient  and  the  nurse  distinguished  this  difference, 
without  help  from  me,  as  soon  as  they  felt  both  sides.  The 
soreness  on  motion  and  to  pressure  was  due  to  the  stretching 
of  the  ligaments  of  the  joint,  caused  by  the  subluxation  of  the 
right  ilium.  With  the  patient  on  her  back,  close  to  the  edge 
of  the  right  side  of  the  bed,  the  right  leg  and  thigh  were  flexed 
strongly  and  adducted,  then  circumducted,  and  the  thigh  then 
extended  to  the  limit,  the  leg  to  right  angle ;  knee  again  adducted, 
leg  flexed,  then  extended  while  with  the  left  hand  the  iUum  was 
pushed  to  place  by  direct  pressure  against  its  crest  and  the  pos- 
terior inferior  spine.     After  repeating  this  maneuver  once,  we 
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found  the  right  iHum  in  its  normal  relation  to  the  sacrum  and  all 
soreness  to  motion  and  pressure  gone.  She  was  treated  again 
on  the  fifth  day.  She  had  no  further  trouble  until  the  day  after 
she  left  the  hospital,  when  she  overdid  and  redisplaced  the  right 
ilium.  Before  she  left  the  city  she  had  twelve  treatments. 
Sometimes  the  reposition  was  easy  and  sometimes  difficult,  de- 
pending on  whether  she  relaxed  or  resisted,  and  the  result  was 
in  proportion  to  the  success  of  the  manipulation. 

Studying  the  anatomical  conditions  of  right  posterior  ilium 
in  connection  with  the  mechanism  of  labor,  it  becomes  evident 
that  its  effect  is  to  narrow  the  right  half  of  the  inlet.  In  this 
case  the  narrowing  was  enough  to  prevent  the  head's  engaging. 
Every  pain,  therefore,  carried  it  spiralwise  to  the  left,  where 
there  was  more  room,  and  forced  the  occiput  downward  and 
backward  to  the  right,  while  the  anterior  fontanelle  was  carried 
upward  and  forward  to  the  left.  The  body  was  twisted  by  the 
same  force  in  the  same  direction,  so  that  the  back  lay  to  the 
right  sacroiliac  joint  and  the  chest  anteriorly,  producing  the 
sulcus  behind  the  symphysis.  She  does  not  remember  when 
she  first  noticed  her  backache,  nor  has  she  any  idea  what  caused 
it.  She  cannot  recall  any  occasion  when  she  "stepped  down 
hard,"  although  she  says  that  she  might  have  done  so  many 
times  and  paid  no  attention,  even  if  it  had  jarred  her  and  hurt 
her.  She  does  know,  however,  that  she  has  had  this  same  ache 
in  her  back  "for  3'ears,  long  before  her  first  baby  was  born." 
It  had  not  occurred  to  her  to  complain  before,  because  she  had 
been  trained  to  ignore  her  aches,  pains,  and  discomforts.  Had 
often  lain  down  on  account  of  her  back  when  she  could  no  longer 
endure  the  pain  standing  or  walking.  Had  not  occurred  to  her 
that  anything  could  be  done  about  it.  She  is  5  feet  6  inches  in 
height  and  weighs  about  160  pounds.  Has  ridden  horseback 
for  years  and  driven  almost  daily,  getting  in  and  out  of  the 
carriage,  and  on  and  ofiE  the  horse  with  reckless  energy.  Might 
easily  have  come  down  on  the  right  foot  hard  enough  to  force 
the  right  ilium  out  of  place.  Inasmuch  as  a  jar  of  this  sort 
produced  a  right  posterior  ilium  in  another  patient  (case  re- 
ported in  July  Denver  Medical  Times),  I  feel  justified  in  assum- 
ing that  Mrs.  B.'s  ilium  was  subluxated  in  some  such  way  and 
the  occasion  long  since  forgotten.  It  may  even  have  been  un- 
noticed at  the  time  and  not  associated  with  the  onset  of  the 
backaches  which  followed.     Since  no  other  abnormality  exists 
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in  the  pelvis  of  this  patient,  I  believe  that  when  she  comes  to 
term  with  another  baby  she  will  be  able  to  maintain  its  head 
in  R.  O.  A.  and  deliver  it  unaided,  provided  that  the  right  ilium 
be  restored  to,  and  kept  in  its  normal  relation  to  the  sacnmi 
during  the  labor,  should  it  be  found,  at  the  commencement  of 
labor  in  its  present  posterior  position. 

According  to  Hirst's  classification,  this  condition  would  come 
under  the  head  of  "anomalies  in  the  conjunction  of  the  pelvic 
bones."  But  it  is  neither  a  "synostosis";  an  abnormally  loose 
union  or  separation  of  the  joint;  a  relaxation  and  ruptiire;  nor 
a  luxation  of  the  coccyx,  the  only  conditions  described  by  him 
under  that  head. 

The  joint  was  not  loose,  it  was  "locked  "  in  its  abnormal  rela- 
tion, failing  to  "give"  as  might  be  expected  of  a  normal  joint 
during  a  vigorous  labor.  Had  it  "given  "  there  would  have  been 
room  in  the  right  half  of  the  inlet,  the  head  could  have  engaged 
in  the  R.  0.  A.  position  in  which  it  started  and  would  not  have 
been  shunted  off  to  the  left  in  persistent  R.  O.  P. 

"  Posterior  ilium"— right,  left,  and  both,— has  been  recognized 
as  a  frequent  cause  of  backache  and  legache,  rehevable  by  its 
reposition.  I  have  been  unable  to  find  in  the  literature  any 
reference  to  this  condition  as  a  cause  of  maternal  dystocia  pro- 
ducing a  persistent  occipito-posterior  position. 

630  Sixteenth  Street. 


STRANGULATED    HERNIA. 


BY 

A.  R.  SHANDS,  M.D., 
Washington,    D.  C. 


Having  recently  reviewed  the  extensive  literature  on  the  subject 
of  hernia,  I  have  come  to  the  conclusion  that  nothing  more 
can  be  added  to  the  subject  for  many  years  to  come,  for  the  results 
reported  would  indicate  that  the  operative  treatment  has  attained 
a  degree  of  perfection  unequaled  by  that  of  any  other  affliction 
of  the  human  body  demanding  surgical  relief.  The  percentage 
of  mortality  and  relapse  following  the  modern  surgical  treatment 
of  uncomplicated  hernia  is  so  small  that  it  is  hardly  to  be  con- 
sidered when  the  surgeon  is  consulted  as  to  the  advisability  of 
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operating  on  a  given  case.  Bull  and  Coley,  probably  the  best 
authorities  on  the  subject  in  this  country,  give  the  percentage  of 
mortality  in  their  cases  as  being  less  than  i  per  cent,,  and  that 
of  relapse  about  the  same. 

Since  operating  on  the  case  that  is  to  be  reported  somewhat  in 
detail  in  this  paper,  I  have  discussed  the  subject  of  strangulated 
hernia  with  numerous  surgeons,  and  find  that  it  is  a  much  rarer 
occurrence  than  it  was  from  ten  to  twenty  years  ago.  This,  I 
believe,  is  due  to  the  fact  that  the  laity  have  been  taught  that  a 
hernia  is  not  a  safe  thing  to  carry  around,  and,  since  the  modern 
technic  of  operating  on  these  cases  has  given  such  excellent  results, 
more  people  with  hernia  are  being  operated  on  as  a  matter  of 
choice  and  are  not  waiting  to  be  forced  to  it  as  a  matter  of  necessity. 

A  hernia  is  said  to  be  strangulated  when  it  has  become  irreduci- 
ble, with  not  only  obstruction  to  the  passage  of  the  fecal  contents 
of  the  imprisoned  loop  of  intestine,  but  also  interference  with 
the  circulation.  Trelat  says  that  every  hernia  that  cannot  be 
easily,  completely,  and  permanently  reduced  should  be  oper- 
ated on. 

Causes: — Any  unusual  effort,  a  blow  or  fall,  violent  coughing, 
straining  at  stool,  heavy  lifting  and  vomiting,  are  among  the 
many  factors  that  render  a  reducible  hernia  irreducible.  There 
have  been  many  theories  advanced  concerning  the  cause  of  stran- 
gulation of  the  imprisoned  loop  of  intestine, — such  as  engorge- 
ments of  the  contents,  adhesions  in  the  sac,  bands  of  adherent 
omentum,  or  from  the  twisting  of  the  loop  of  intestine.  Coley 
says  that  it  is  very  rare  that  strangulation  occurs  synchronously 
with  the  first  appearance  of  a  hernia.  This  is  especially  interesting 
in  connection  with  the  case  that  I  have  to  report.  The  early  sur- 
geons from  the  time  of  Celsus  to  a  comparatively  recent  date  be- 
lieved strangulation  to  be  due  to  "hardened  feces"  in  the  loop  of 
intestine.  This  theory  is  no  longer  held  since  it  is  well  known  that 
the  small  intestine,  rather  than  the  large,  is  most  often  found 
in  the  hernial  sac.  Coley  accepts  two  theories,  that  of  fecal 
occlusion  and  that  of  venous  congestion.  Fecal  occlusion  occurs 
by  fluid  feces  and  gas  being  forced  from  above  into  the  loop 
through  increased  peristaltic  action.  The  feces,  once  in  the  loop, 
can  not  be  expelled  by  its  diminished  peristaltic  action.  Venous 
congestion  occurs  because,  the  walls  of  the  veins  being  more 
easily  compressed  than  the  walls  of  the  arteries,  blood  continues  to 
be  pumped  into  the  loop  of  imprisoned  intestine  after  its  return 
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through  the  veins  has  been  cut  off.  This  is  what  gives  rise  to 
the  great  engorgement  seen  in  strangulated  hernia. 

A  small  hernia  is  more  likely  to  be  strangulated  than  a  large 
one,  hence  it  is  of  the  greatest  importance,  when  any  of  the  symp- 
toms of  intestinal  obstruction  exist,  to  examine  all  sites  where 
external  hernia  may  occur.  The  symptoms  are  very  similar  to 
intestinal  obstruction.  The  first,  as  a  rule,  are  local  and  refer- 
able to  an  irreducible  tumor,  which  soon  becomes  painful  and 
tense.  There  will  be  little  if  any  impulse  on  coughing.  The 
resonance  that  exists  early  soon  disappears.  Pain  is  an  early 
symptom  which  is  at  first  local,  but  soon  extends  over  the  abdomen. 
It  is  severe  and  comes  on  in  paroxysms,  and  is  accompanied  with 
nausea  and  vomiting.  Vomiting  is  the  most  important  of  all 
symptoms.  It  continues  until  the  strangulation  is  relieved,  or  until 
death  occurs.  At  first  the  vomitus  contains  the  contents  of  the 
stomach,  but  later  bile,  and  finally  fecal  matter  from  the  small 
intestines.  Constipation  is  a  symptom  of  great  importance  in  the 
diagnosis.  In  the  early  stage  a  rise  of  temperature  is  present, 
but  later  it  becomes  subnormal.  The  pulse  increases  rapidly  in 
rate  and  becomes  weak  and  thready.  Pain  and  inability  to  retain 
nourishment  cause  great  prostration,  and  if  not  promptly  reHeved, 
as  a  rule,  the  patient  dies  in  collapse.  Von  Bergman  gives  the 
death  rate  as  95  per  cent,  in  cases  not  operated  on.  The  cases 
that  recover  spontaneously  do  so  by  sloughing  of  the  loop  of 
intestine,  thus  causing  abscesses  to  form,  which  break  through 
the  skin  and  form  an  artificial  anus.  There  should  never  be  any 
trouble  in  making  a  diagnosis  except  in  small  omental  hernia,  or 
a  partial  enterocele. 

Prognosis: — If  untreated,  Coley  says  that  the  average  duration 
of  life  is  about  seven  days,  and  that  recovery  is  so  exceptional 
that  it  may  be  looked  upon  as  one  of  those  conditions  in  which 
the  life  of  the  patient  is  absolutely  in  the  hands  of  the  surgeon. 
Promptness  is  the  cardinal  principle  in  the  treatment  of  strangu- 
lated hernia. 

Treatment: — The  healthy  contents  of  the  hernial  sac  must  be 
returned  into  the  abdominal  cavity,  either  by  taxis  or  operation. 
As  a  rule  taxis  should  not  be  done  if  the  strangulation  has  existed 
over  twenty-four  hours.  Even  then  it  should  not  be  attempted 
until  the  necessary  preparations  have  been  made  to  operate  in 
case  of  failure  to  reduce  the  hernia.    Only  the  gentlest  manipu- 
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lations  should  be  used,  for  fear  of  injuring  the  bowel.  My  opinion 
is  that  it  is  inadvisable  to  reduce  by  taxis  unless  it  can  be  done 
without  an  anesthetic,  for  it  is  impossible  to  know  just  how  much 
force  you  are  using  under  such  conditions.  Hern  has  reported 
thirty-three  cases  aspirated,  and  in  twenty-nine  of  these  reduction 
was  accomplished.  He  advises  it  only  in  cases  where  the  strangu- 
lation has  existed  only  a  short  time  and  which  refuse  operation. 
The  great  danger  of  taxis  is  the  risk  of  rupturing,  or  contusing 
the  bowel,  and  thus  hastening  gangrene.  There  is  risk  also  from 
peritonitis  from  squeezing  into  the  abdominal  cavity  some  of 
the  infected  fluid  of  the  sac.  Bryant  states  that  about  4  per  cent, 
of  the  inguinal  hernias  reduced  by  taxis  prove  fatal.  Frickhoffer 
gives  a  higher  mortality — 14.9  per  cent,  in  308  cases  of  femoral 
and  7.8  per  cent,  in  518  cases  of  inguinal  hernias.  Coley 
states  that  the  significance  of  taxis  has  materially  diminished 
since  operations  have  proven  so  successful,  and  that  it  is  not  judi- 
cious to  persist  in  it  to  the  extent  that  was  countenanced  by  the 
practice  of  twenty  years  ago. 

While  success  of  operation  is  directly  proportionate  to  its  early 
application,  yet  it  is  justified  and  imperative  even  in  conditions 
of  extreme  prostration,  for  many  cases  have  been  saved  that 
seemed  moribund.  It  may  be  truly  said  that  operative  procedure 
is  less  dangerous  than  taxis  indiscriminately  applied.  The  technic 
of  operation  for  strangulated  hernia  does  not  differ  materially 
from  that  for  nonstrangulated,  save  in  the  detail  of  caring  for  the 
injured  loop  of  intestine. 

Management  of  Contents : — It  is  of  the  greatest  importance  that 
the  contents  of  the  hernial  sac  should  be  handled  with  extreme 
care,  and  that  the  course  to  be  pursued  should  be  adapted  to  each 
individual  case.  Only  general  rules  can  be  given  as  to  what 
should  be  done  in  each  instance.  One  will  encounter  cases  in 
which  there  is  doubt  as  to  whether  the  bowel  should  be  returned 
to  the  abdominal  cavity  as  it  is  found,  or  whether  a  resection 
should  be  done.  I  prefer  resection  when  there  is  doubt,  for  I 
believe  that  the  chances  of  recovery  are  better  with  this  operation 
than  without  under  such  circumstances.  Many  surgeons  recom- 
mend in  the  doubtful  cases  that  the  loop  of  intestine  be  left  in 
position,  properly  protected,  after  having  relieved  all  constriction, 
until  it  has  been  determined  whether  the  vitality  is  sufficient  to 
justify  its  being  returned  to  the  abdomen.  There  are  two  methods 
of  treating  the  gangrenous  knuckle — one  to   form  an  artificial 
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anus  and  unite  the  bowel  later,  and  the  other  to  resect  at  once. 
Aly  preference  is  for  the  latter.  The  method  of  resection  is  a  mat- 
ter of  choice  with  the  surgeon.  There  is  a  wide  difference  of 
opinion  among  surgeons  as  to  whether  it  is  best  to  establish  an 
artificial  anus  and  resect  later,  or  whether  to  resect  as  a  primary 
operation.  Mikulicz  has  reported  a  series  of  cases  where  artificial 
anus  was  established  with  a  mortality  of  80  per  cent. ;  another  series 
where  primary  resection  was  done  with  a  mortality  of  70  per  cent. 
McCosh  has  reported  a  series  of  115  cases  of  primary  resection 
with  a  mortality  of  50  per  cent.  It  would  seem  from  these 
reports  that  resection  should  be  the  operation  of  choice,  but  this, 
after  all,  depends  largely  upon  the  judgment  and  skill  in  operating 
of  the  surgeon,  for  it  might  be  that  the  establishment  of  an  arti- 
ficial anus  is  the  safer  plan  in  the  hands  of  the  inexperienced 
operator,  as  this  can  be  done  very  quickly  and  wath  much  less 
shock  to  the  patient  than  w^ould  be  caused  by  the  prolonged  and 
tedious  operation  of  resection  in  a  patient  already  in  a  state  of 
collapse  from  the  strangulation. 

The  management  of  the  omentum  in  the  sac  of  a  strangulated 
hernia  should  be  governed  by  the  same  rules  that  apply  to  the 
bowel.  If  it  has  not  been  damaged  by  the  constriction  it  may 
be  returned  to  the  abdominal  cavity,  but  if  its  vitality  is  doubted 
it  had  better  be  ligated  in  the  usual  way  with  a  chain  ligature 
of  medium  sized  catgut  and  returned  to  the  stump.  A  radical 
operation  can  be  done  after  the  strangulation  has  been  relieved, 
if  all  things  are  favorable  for  primary  union. 

Operations  undertaken  before  gangrene  has  actually  occurred 
are  attended  with  little  risk.  The  earlier  the  operation  the  greater 
are  the  chances  of  success.  The  age  of  the  patient,  of  course, 
has  much  to  do  with  the  success.  From  the  statistics  at  hand 
it  is  shown  that  the  mortality  is  doubled  after  fifty  years  of  age. 

Case. — Mrs.  W.,  age  45 ;  married,  and  the  mother  of  several 
children.  Has  been  in  poor  health  for  the  past  ten  vears,  being  a 
victim  of  arthritis  deformans,  involving  practically  all  of  the 
joints  of  the  body,  with  the  hands  and  feet  very  much  dis- 
torted. In  the  spring  of  1902  she  first  came  under  my  professional 
care  for  the  relief  of  her  flexed  knees.  At  that  time  locomotion 
was  almost  impossible  for  her  unaided.  I  corrected  the  knee 
deformity  by  tenotomies  of  the  hamstring  tendons  of  both  limbs 
and  redressement  force.     She  has  since  walked  very  well,  and 
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has  about  30  degrees  of  voluntary  motion  in  both  knees.  Her 
general  health  has  been  very  good  for  the  past  three  years. 

I  was  called  to  see  her  in  consultation  on  April  16,  1906,  when 
I  obtained  the  following  history :  On  Monday,  April  9,  she  had 
a  severe  attack  of  acute  indigestion,  accompanied  with  very  severe 
vomiting  and  purging.  The  vomiting  was  continuous  until  I 
had  operated  on  her,  April  16.  Fecal  vomiting  began  on  the 
second  or  third  day.  On  the  second  day  there  was  discovered 
in  the  right  inguinal  region  a  swelling  about  the  size  of  a  hen's 
Ggg;  this  increased  until  at  the  time  I  saw  her  it  was  as 
large  as  an  orange.  vShe  was  not  aware  of  having  a  hernia 
before  this  time.  The  hernial  swelling  was  very  tense  and 
of  a  purplish  hue.  I  advised  immediate  operation,  which  I  per- 
formed with  the  able  assistance  of  Dr.  D.  G.  Lewis  as  soon 
as  she  could  be  prepared. 

At  the  time  of  the  operation  her  temperature  was  99°,  pulse 
120,  and  extremely  weak  and  thready.  She  took  ether  badly,  and 
on  account  of  her  prostrated  condition,  very  little  was  given; 
very  little  was  needed.  There  was  practically  no  bleeding. 
Not  a  single  artery  clamp  was  used  to  control  hemorrhage. 
As  soon  as  the  hernial  sac  was  exposed  the  intestine  rup- 
tured with  a  gush  of  purulent  serum  and  fecal  matter.  About 
three  inches  of  small  intestine,  together  with  a  piece  of  omentum 
as  large  as  my  hand,  was  gangrenous.  After  the  constriction 
was  relieved  an  intestinal  anastomosis  was  rapidly  done  with  a 
Murphy  button,  and  the  omentum  was  excised.  The  wound  was 
packed  with  gauze ;  no  attempt  was  made  to  do  a  radical  opera- 
tion. The  condition  of  the  patient  was  so  bad,  when  she  was 
taken  from  the  operating  table,  that  I  gave  a  most  unfavorable 
prognosis.  In  this,  however,  I  was  agreeably  disappointed,  for 
there  was  an  immediate  improvement,  which  continued  from 
day  to  day  until  a  perfect  recovery  followed.  On  the  third 
day  it  was  seen  that  the  abdominal  wall  had  sloughed,  leav- 
ing a  suppurating  wound  five  inches  long,  four  inches  wide  and 
one  inch  deep.  The  large  necrotic  flaps  were  pared  away  with 
scissors.  The  wound  was  dressed  with  an  emulsion  of  balsam 
of  Peru  and  castor  oil  (one  part  of  the  former  to  three  parts  of 
the  latter)  daily. 

On  May  24,  seven  and  a  half  weeks  after  the  operation,  under 
ether,  I  curetted  away  all  granulating  tissue,  exposing  the  aponeu- 
rosis of  the  internal  oblique  muscle,  freshened  up  the  edges  of 
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Skin  dissected  back  the  flaps  for  about  two  inches,  brought  them 
together  w.th  interrupted  silkworm  gut  sutures  after  putting  in 
a  sma  1  dranaage  tube  at  the  top  and  bottom  of  the  wound,  which 
healed  practically  by  primary  union.  Patient  left  the  hospital 
cured,  on  the  4th  of  June,  nine  weeks  after  the  first  operaZ  i 
examined  this  patient  a  few  days  ago  and  found  her  in  perfect 
condition,  so  far  as  the  hernial  wound  was  concerned. 
901  Sixteenth  Street,  N.  W. 

CORRESPONDENCE. 

"The  Evolution  of  Modern  Cystoscopic  Instruments  and 

Metpiods"  :  Response  to  Dr.  Lindsay  Peters 
To  THE  Editor  of  the  American  Journal  of  Obstetrics: 

Dear  ^tr:~A  paper  under  the  above  title,  aonearinp-  in  fhp 
Journal  of  Obstetrics  for  October,  1906,  while^fnteres^ine  and 
mstructive,  as  it  relates  to  the  older  forms  of  cystoscop^^Dre 

"tual  coidv"'"  '"'  ^'f^^"^^^°"^  ^^°  -^^^^>'  -'  variance  wthth" 
actual  conditions,  as  understood  by  modern  cvstoscopists  that  I 
am  constrained  to  enter  this  mild,  but  I  hope  none  the  less  ef- 
fective protest  against  the  parts  alluded  to.  "°"^  t^e  less  ef 
1  he  declaration,  on  page  498,  that  'The  ideal  for  the  female 
s  nhJr'  """^''  "^^"'  ^"  ^^93,  Dr.  Kelly,  of  Bait  more   de 

b  ad'der'';:  o"rthat'^"b  l""  °^  ''t'T^'  '''  ^^^  air-distended 
uiaaaer    is  one  that,  I  believe,  would  hardly  be  subscribed  fo  hv 

anyone  well  acquainted  with  the  instrument's  of  the  present  day 

S  'c?  dirtt  ■  "v  ' V°V'^'"u^  °f  withholding  from  Dr   Kelly 
lull  credit    hat  is  his  due  for  the  immense  strides  in  cystosconv 

n°ottetn;:d' to  de^f -t^"'  ^'^  ^°^f  !^  teachin^s'kd^lt'S 
,Ta  j  .    t"    ■  '  definite  and  radical  improvements  have  been 

fn  etneral'Wu'r'"*''  '''''^'''l'  ''^  '"'  '"*'='  of  cystolcop  sts 
in  general,  but  more  especially  those  who  make  use'ot  the  air- 

dop"ed°is  't"hat"oT"':-      An    improvement    almost    tmive  sally 

S  too  stron7a  current  ^M'"^^"^"*  ^'^^^^^^  or  to  destruction 
coolZapZ^^^^  moreover,  require  a  complicated 

in^as  it  fs  r^  Lltn-^  S-^  ^'"'''''^^  '^  ^^''  ^''''^''''  ''^  ^s  surpris- 
knows  tLf  ^/I^"^'""^-  ^r^-^  ^"^  ^ho  "ses  such  instruments 
knows  that,  at  the  present  day,  practically  all  cystoscopes  on  the 
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market,  both  in  this  country  and  abroad,  are  supplied  with  low- 
tension  mignon  lamps  that  produce  practically  no  heat,  and  they 
may  rest  without  harm  asi'ainst  a  mucous  membrane  for  an  in- 
definite length  of  time.  The  "cooling  apparatus"  has  merged  into 
a  matter  of  historic  interest  only. 

I  believe  that  a  majority  of  cystoscopists,  even  those  who,  for 
females,  adhere  to  the  direct,  air-inflation  instruments,  have 
availed  themselves  of  the  other  two  features  in  which  the  Kelly 
instruments  have  been  modified,  viz.,  the  introduction  of  two 
ureter-tubes,  for  better  control  of  the  flexible  ureter  catheters ; 
and  the  use  of  a  retaining-window  and  forced  air  inflation,  to- 
gether with  the  dorsal  position,  in  such  cases  as  will  not  dilate 
sufficiently  from  atmospheric  pressure — this,  in  concession  to  the 
marked  preference  for  the  dorsal  over  the  knee-breast  position, 
found  so  embarrassing  or  disagreeable  by  most  patients. 

IMy  protest  is  directed  not  so  much  against  Dr.  Peter's  expres- 
sion of  his  preference  with  respect  to  cystoscopic  instruments,  as 
it  is  against  his  placing  other  instruments  in  a  misleading  light,  or 
ignoring  them  altogether,  when  the  title  of  his  paper  reads:  The 
Evolution  of  Modern  Cystoscopic  Instruments  and  Methods. 

Bransford  Lewis,  M.D. 

St.  Louis.,  Mo. 
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Meeting  of  December  ii,  1906. 

The  President,  Brooks  H.  Wells,  M.D.,  in  the  Chair. 

Papers  were  read  by  Drs.  Krug  and  Baldwin  on  the  ques- 
tion 

DO    present   results   justify    partial    removal   of   the 

uterine   appendages    when    operating   for 

inflammatory  disease.* 

Dr.  E.  C.  Savidge. — I  have  here  a  brief  correspondence  with 
Dr.  Howard  Kelly,  of  Baltimore,  which  I  think  will  add  mater- 
ially to  the  discussion.  It  is  a  record  of  Dr.  Kelly's  informal 
opinion  on  the  subject. 

Nezv  York,  December  i,  1906. 
My  dear  Doctor  Kelly  : 

I  am  happy  to  be  able  to  conclude  my  report  to  you 
regarding  Mrs.  M.,  upon  whom  yoti  operated  in  March, 
1903. 

.■\ccording  to  letter  of  your   Resident   Gynecologist, 
dated   April  26,   1906.  your  operation  consisted   in   re- 
*See  original  articles,  pages  200  and  203. 
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movin--  the  right  ovary,  part  of  the  left  ovary,  the 
vermiform  appendix,  and  suspending  the  uterus, 
which   had   been  retroverted,   with   one  silk  suture. 

The  patient  was  delivered  last  week  of  a  healthy 
boy,  weighing  over  eight  pounds.  Mother  and  child 
are  doing  perfectly  well.  We  ut.ed  low  forceps,  prin- 
cipally because  of  the  depressed  nervous  condition  of 
the  patient  after  normal  pains  had  taken  hei  into  the 
second  stage. 

(Signed)  E.  C.  Savidge 

Baltimore,  December  4.  1906, 

Dear  Doctor  Savidge: 

Thank  you  for  such  a  satisfactory  leport  of  the  case 
of  Mr^r.  M.  There  is  so  much  that  is  discouraging 
in  conservative  work  that  it  is  delightful  to  get  hold 
of  such  a  good  result  once  in  a  while  to  encourage 
one  to  persevere  on  a  conser-ative  line. 

I  am  going  to  take  your  letter  over  to  my  class  this 
morning  and  talk  over  the  subject  with  them. 
Always  faithfully  yours, 

(Signed)  H.  A    Kelly 

Dr.  Clement  Cleveland. — It  is  my  practice  to  Carry  out 
this  work  on  the  lines  suggested  by  Dr.  Krug.  I  have  for  years 
been  in  the  habit  of  doing  conservative  work  on  the  ovaries 
and  tubes,  with  some  very  favorable  results,  and  with  some 
disaj  pointments.  In  some  cases  my  position,  as  is  his,  is  an 
undecided  one,  whether  to  leave  in  a  diseased  ovary  or  not ;  but 
in  cases  of  infection  by  gonococcus,  I  usually  remove  every- 
thing. In  cases  of  less  degree,  with  small  cysts  in  the  ovaries, 
I  have  had  very  satisfactory  results  by  pursuing  a  conservative 
course,  although  I  cannot  report  pregnancy  following  in  any 
of  'these  cases .  I  have  in  mind  now  a  woman  whom  I  first 
saw  one  year  ago.  She  was  a  bright  girl  of  19  years,  and  in 
college.  She  complained  of  severe  menstrual  pains  and  ex- 
cessive flowing.  An  examination  revealed  two  cysts  as  large 
as  oranges,  about  five,  six,  or  seven  millimeters  in  diameter. 
She  was  in  the  midst  of  her  work  at  college,  and  she  felt  that  she 
would  rather  endure  the  pain  than  to  submit  to  operation, 
which'would  interfere  with  her  college"'work.  Therefore,  the 
operation  was  postponed  until  last  June,  when  I  operated 
upon  her.  I  found  that  the  cysts  had  grown  some,  and  I  found 
that  I  would  have  to  sacrifice  everything?.  The  right  ovary 
was  entirely  cystic  and  apparently  there  was  no  normal  ovarian 
tissue  left.  In  examining  the  left  ovarv  very  carefully,  I  found 
on  the  surface  of  the  cyst  a  portion  which  seemed  to  be  perfectly 
normal    ovarian    tissue.      Therefore,    I    carefully    dissected    the 
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cyst  away  without  rupturing  it,  dissecting  it  away  from  that 
small  portion,  which  I  was  able  afterwards  to  stitch  carefully  to 
the  stump.  The  left  tube  was  left  intact.  This  young  woman 
recovered  without  any  serious  drawbacks,  and  passed  the  sum- 
mer in  the  Adirondack  mountains,  and  reported  again  to  me 
this  autumn.  She  has  menstruated  every  month,  normal 
quantity  and  normal  duration.  I  neglected  to  state  that  I 
did  a  ventral  suspension  at  the  time.  I  look  upon  this  case  as 
a  very  satisfactory  one  in  the  conservative  treatment  of  the 
appendages.     I  removed  the  appendix  at  the  same  time. 

Dr.  W.  Gill  Wylie. — I  cannot  say  that  I  am  much  im- 
pressed with  conservative  surgery,  as  advocated  by  many  in 
leaving  in  diseased  tubes,  with  expectation  of  curing  a  pyo- 
salpinx  or  a  mucous  membrane  chronically  diseased.  A  good 
many  years  ago  I  found  that  we  could  divide  into  more  than 
one  class  women  with  diseased  ovaries.  If  you  take  out  the 
ovaries  and  tubes,  leaving  the  uterus  in,  in  a  woman  under 
30  years  of  age,  you  will  develop  what  might  be  termed  a  par- 
anoiac, an  extremely  hysterical  type  of  woman;  this  woman 
will  have  a  peculiar,  characteristic,  imperfectly  developed  uterus. 
This  class  might  be  called  microcystic  ovarian  disease.  I 
early  found  that  the  complete  removal  of  the  tubes  and  ovaries 
was  ruinous  to  the  patient's  happiness  and  health,  and  produced 
a  local  and  marked  atrophy  and  degeneration  in  the  tissues. 
In  many  cases  the  mucous  membrane  becomes  quite  friable  and, 
if  the  woman  is  married,  intercourse  produces  fissures,  and 
now  and  then  erosions  or  ulcers,  which  give  much  trouble. 
Many  women's  lives  are  thus  ruined.  I  am  satisfied  as  to 
the  truth  of  this,  especialh^  with  women  from  the  country,  and 
the  South  in  particular.  It  seems  to  me  that  it  is  the  worst 
thing  that  can  be  done,  that  is,  to  remove  both  tubes  and  ovaries 
in  such  women,  especially  if  the  uterus  is  to  be  left.  The  local 
condition  become  such  that,  because  of  the  atrophy,  inter- 
course or  normal  relations  with  a  man  is  almost  impossible. 
This  is  in  the  extreme  class  of  cases. 

Then  there  is  another  class  where  the  disease  of  the  ovaries 
might  be  classed  as  microcystic,  and  the  woman  is  prone  to 
abortions,  I  have  been  of  the  opinion  that  this  was  due  to  some 
abnormal  change,  or  aborted  ovulation,  and  this  was  not  a  true 
ovarian  disease  in  the  proper  sense  of  the  word.  Nor  can  they 
be  called  new  growths.  In  this  class  of  cases,  instead  of  re- 
moving the  ovaries  and  tubes,  improve  the  patient's  general 
health;  then  dilate  and  produce  enough  disturbance  to  cause 
the  development  of  more  or  less  of  that  organ,  and  this  will 
relieve  the  patient  and  make  her  life  more  tolerable.  Many 
of  these  women  become  pregnant  and  have  children.  If  these 
patients  are'treated  in  this  way  early  in  life,  many  can  be  cured; 
if  late  in  life,  they'can  be  relieved. 

In  another"  class  of  women  under  40  years  of  age,  in  many 


NEW    YORK    OBSTETRICAL    SOCIETY.  219 

you  can  remove  the  ovaries  and  tubes  and  not  have  any  great 
change,  except  that  they  will  have  hot  flashes,  but  no  other 
serious  disturbances.  In  many  cases  you  cannot  expect  to  ob- 
tain even  this  result.  In  many,  if  you  remove  both  ovaries 
and  tubes  and  leave  the  uterus,  they  will  suffer  from  uterine 
troubles  the  rest  of  their  lives.  The  endometritis  is  obstinate 
and  contractions  occur.  In  such  a  uterus  there  is  no  good 
drainage,  atrophic  changes  fail  to  take  place,  and  relief  can  only 
be  had  by  removing  the  uterus. 

Even  in  women  over  40  years  of  age,  bad  results  follow  the  re- 
moval of  tubes  and  ovaries.  There  results  an  increased  nervous- 
ness, hot  flashes  appear,  and  they  are  more  or  less  sick,  or  in- 
valided by  the  effects  upon  the  nervous  system.  For  many 
years  now  it  has  been  my  practice  to  avoid,  whenever  possible, 
the  removal  of  both  tubes  and  ovaries  in  women  under  40  years 
of  age.  In  nearly  all  my  cases  of  fibroids  I  make  the  rule  to  leave 
tubes  or  ovaries,  or  part  of  overies.  Even  in  cases  of  extreme 
suppuration  my  practice  is  to  remove  completely  ovaries  and 
tubes,  especially  when  markedly  diseased,  and  I  think  this  is  an 
important  thing  to  do.  Always  remove  any  ovary  that  is 
a  risk  to  life.  But  if  drainage  is  good,  one  can  leave  an  ovary 
in  that  is  apparently  hopeless.  If  the  uterus  is  not  removed, 
drain  posteriorly  and  the  condition  will  take  care  of  itself  and 
the  woman  will  be  much  better,  so  far  as  the  nervous  system 
is  concerned.  I  make  it  a  rule  up  to  45  years  of  age;  in  most 
of  those  cases  where  I  remove  the  uterus,  I  leave  a  portion  of 
the  ovarian  tissue  and  I  get  better  results.  In  the  extreme 
cases,  such  a  procedure  is  useless,  and  where  I  remove  ovaries 
and  tubes,  I  also  remove  the  uterus.  At  times,  if  the  lower 
portion  of  the  uterus  is  in  good  condition,  I  leave  that  part 
below  the  internal  os  in. 

I  cannot  accept  the  position  of  the  first  speaker,  nor  that  of 
Dr.  Cleveland,  that  is,  that  in  many  cases  we  are  not  justified 
in  removing  tubes  and  ovaries,  except  where  there  is  irreparable 
disease,  which  is  a  menace  to  life. 

Dr.  B.  M.  E.  Emmet. — The  two  papers  which  we  have  heard 
read  this  evening  seem  to  furnish  us  the  desired  base  to  stand 
upon;  and  they  reiterate  what  is  undoubtedly  the  general  feel- 
ing among  our  members,  that  there  is  no  fast  rule  which  shall 
direct  us  in  all  cases ;  but  that  the  experience  of  the-  older  ones 
among  us  has  already  demonstrated  that  each  individual  case 
will  be  a  law  unto  itself,  and  I  am  sure  that  the  accumulating 
experience  of  the  younger  members  will  demonstrate  the  same 
thing  to  them :  that  our  present  surgical  attitude  of  conservatism 
in  dealing  with  diseased  adnexa  is  fully  justified  by  the  results 
obtained. 

It  is  a  common  experience  to  have  to  deal  with  diseased 
conditions,  which  at  first  sight  appear  to  call  for  extensive 
ablation  or  total  removal,  yet,  with  considerable  care,  much  may 
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be  done  to  yield  us  quite  presentable  and  apparently  serviceable 
organs  Notably  is  this  the  case  in  such  injuries  as  are  caused 
by  adhesions,  crippling  ovaries  and  tubes  the  operation  often 
undertaken  for  the  relief  of  pain  alone;  many  in  which  pus 
has  unmistakably  been  present  at  some  time  but  may  have 
undergone  several  of  the  changes  familiar  to  us.  In  like  in- 
stances, an  ovary  or  tube,  though  at  first  sight  suggesting 
immediate  removal,  will  improve  in  appearance  and  assume 
a  healthier  mien  even  while  we  work  and  we  may  feel  well 
repaid  for  our  conservative  enthusiasm  after  protecting  diseased 
,  urfaces  by  aristol  or  cargile  membrane.  There  should,  of 
course,  be  no  desire  to  retain  a  really  diseased  organ,  but  in 
microcistomata.  for  instance,  though  sometimes  puzzling, 
one  may  well  leave  an  ovary  so  affected  should  there  still  be 
any  portion  of  normal  stroma  left.  We  must,  however  still 
admit  that  we  meet  with  disappointments  and,  not  infrequently 
have  to  do  secondary  operations. 

Dr.  Henry  C.  Coe. — The  subect  under  discussion  is  one  of 
peculiar  interest  to  me.  The  first  medical  paper  that  I  wrote 
was  on  the  same  theme.  I  cannot  recall  the  exact  title,  but  I 
remember  well  the  blast  which  I  received  from  the  late  Lawson 
Tait,  who  did  me  the  honor  to  visit,  with  severe  disapproval, 
my  humble  effort.  Those  were  the  days  when  plates  full  of 
normal  tubes  and  ovaries  were  passed  around  in  the  Society 
at  every  meeting,  such  as  to-day  we  would  not  think  of  re- 
suming. The  excuse  for  such  radical  work  then,  was  micro- 
cystic  degeneration  of  the  ovary,  and  after  much  study  and 
observation  in  the  laboratory,  and  at  the  operating  table  I 
think  that  we  know  little  more  about  .t  now.  In  other  words, 
it  is  just  as  hard  to  decide  from  a  hasty  microscopical  exam- 
ination what  constitutes  "  slight  cystic- degeneration  "  I  re- 
member well  examining  many  ovaries  and  finding  dropsical  fol- 
licles the  size  of  a  pea  or  a  marble,  all  of  which  contained  normal 
ova  I  believe  in  conservatism  more  in  the  case  of  the  ovaries 
than  of  the  tubes.  Little  is  accomplished  when  one  resects 
two-thirds  of  the  tube;  it  usually  closes  and  becomes  useless 
Leaving  a  portion  of  the  ovary,  in  order  to  favor  conception, 
is  a  secondary  consideration.  Out  of  four  or  five  hundred 
cases.  I  can  recall  less  than  half  a  dozen  women  who  became 
pregnant  after  resection  of  the  ovaries,  and  I  have  always  been 
skeptical  about  the  statements  made  with  regard  to  the  fre- 
quency of  this  result  It  is  surprising  how  many  microcystic 
ovaries  will  take  care  of  themselves,  I  always  try  to  leave 
varian  tissue  rather  to  avoid  the  climacteric  disturbances 
and  atrophy  mentioned  by  Dr.  Wylie  and  never  make  any 
promises  regarding  the  possibility  of  subsequent  conception. 
'-■  In  many  instances,  after  enucleating  pus  tube.s  and  adherent 
ovaries,  I  have  left  the  latter  suturing  them  at  such  points 
that  they  will   not  ^again' become  adherent,  and  the  resu't  has 
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often  been  gratifying,  the  patients  menstruating  normally 
and  without  pain.  Of  course  there  is  .  ome  risk  of  secondary 
degeneration  as  I  have  pointed  out  in  various  papers,  but  the 
patient  would  usually  prefer  to  take  this  risk  rather  than  to 
lose  her  adnexa  at  the  first  operation 

I  believe  fjthe  question  under  discussion  is  i^till  an  open 
one.  The  border  line  between  so-called  microcystic  degen- 
eration and  physiological  changes,  especially  retrogressive 
processes  in  the  follicles,  is  still  undefined,  except  with  the  aid 
of  the  microscope. 

Dr.  Edwin  B.  Cragin. — It  seems  to  me  that  the  ground  has 
been  well  gone  over  to-night.  I  agree  with  the  statement 
that  it  is  desirable  to  save  the  ovaries  in  women  under  40  years 
of  age  whenever  possible.  There  is  one  thing  that  I  should 
like  to  lay  emphasis  on,  and  that  is  that  we  can  save  more 
ovaries  if  we  are  not  in  too  much  of  a  hurry  to  operate  in  cases 
where  there  is  acute  inflammation  I  am  sure  that  all  of  us 
have  seen  ovaries  the  seat  of  acute  inflammation,  which  look 
as  though  they  would  have  to  be  sacrificed,  and  yet,  if  time  is 
given  for  Ihe  acute  inflammation  to  subside,  the  condition 
improves  wonderfully  and  one  can  then  tell  how  much  tissue 
it  is  safe  to  leave  and  how  much  it  is  necessary  to  remove. 
In  this  way  many  ovaries  and  tubes  may  be  saved,  which  at 
an  earlier  operation  would  be  sacrificed. 

I  should  like  to  endorse  what  Dr.  Coe  has  said,  which  is  in 
conformity  with  my  experience  and  practice.  I  think  it  is 
wise  and  best  to  save  parts  of  the  ovarie&  whenever  possible. 
In  doing  hysterectomies  for  fibroids.  I  am  always  particular 
to  save  all  the  healthy  ovarian  tissue  possible. 

Dr.  Joseph  Brettauer. — I  have  very  little  to  say,  after 
what  has  been  said,  and  want  mainly  to  endorse  the  already 
expressed    sentiments 

So  far  as  conservative  operations  on  the  appendages  are  con- 
cerned Dr.  Krug  was  very  wise  in  the  selection  of  his  three 
cases,  demonstrating  not  only  the  different  pathological  con- 
ditions of  the  diseased  organs  but  also  the  different  social 
positions  of  the  patient. 

The  condition  called  by  Dr.  Wylie  microcystic  ovaries  is  not 
germane  to  this  discussion,  as  it  ought  only  to  be  met  when 
operating  for  some  other  condition. 

In  my  opinion,  conservatism  is  better  employed  before  op- 
eration than  durinr;  operation. 

Dr.  C.  a  von  Ramdohr. — So  far  as  the  discussion  has  gone, 
it  shows  that  we  say  nothing  absolutely  until  we  have  opened 
the  abdomen  and  find  out  just  what  the  condition  is.  In  a 
young  woman  conservative  surgery  is  absolutely  necessary  and 
proper  But  in  older  women  conservative  surgery  is  different; 
if  the  surgeon  does  not  know  whether  an  ovary  is  diseased  or 
not,  I  think  it  is  safer   to  remove  any   tis.  ue  which   might   be 
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diseased  and  leave  some  tissue  which  might  be  considered 
healthy.  I  think  the  whole  thing  comes  to  common  sense. 
So  far  none  of  the  gentlemen  have  said  that  in  each  and  every 
case  you  should  do  so  and  so.  It  is  the  individual  case  that 
should  be  considered.  It  simply  comes  around  to  this  point: 
in  young  women,  do  conservative  surgery;  in  older  women, 
do  radical  surgery. 

Dr.  H.  N.  Vineberg. — I  am  sorry  that  I  did  not  hear  Dr. 
Krug's  paper.  I  think  we  have  all  reached  the  time  when  we 
appreciate  more  the  importance  of  saving  ovarian  tissue  than 
formerly.  I  think  that  bad  results  are  occasionally  or  fre- 
quently obtained  because  of  a  lack  of  proper  appreciation  of 
the  cause.  In  many  instances,  where  we  open  the  abdomen,  after 
having  made  a  diagnosis  from  the  patient's  symptoms  due  to 
disease  of  the  adnexa,  Uttle  disease  has  been  found.  In  the 
large  majority  of  those  cases  the  whole  trouble  has  been  due 
to  disease  of  the  uterine  tissues;  and  the  parametritis  which 
is  present  is  secondary.  When  such  cases  are  operated  upon, 
one  or  two  years  later,  there  is  a  return  of  the  symptoms,  the 
uterus  is  found  more  enlarged  and  there  is  probably  cystic 
disease  on  the  opposite  side.  Then  a  radical  operation  will 
be  required  to  cure  the  patient.  Those  cases  are  not  at  all 
rare. 

The  next  question  that  arises,  is,  when  we  are  in  the  presence 
of  severe  disease,  that  is,  a  double  pyosalpinx  with  a  good  many 
adhesions,  are  we  justified  in  a  given  case  in  making  an  effort 
to  save  a  portion  of  the  ovary,  so  subjecting  the  patient  to  a 
greater  risk  in  not  removing  all  the  organs,  and  thus  doing  a 
less  satisfactory  operation  from  a  surgical  standpoint  ?  I  agree 
with  the  speaker  who  said  we  must  individualize  more.  But 
it  seems  to  me  that  a  certain  amount  of  ovarian  tissue  could  be 
left  often,  even  though  there  were  pus  tubes  on  both  sides.  I 
never  pay  much  attention  to  small  cysts  in  an  ovary. 

I  have  had  under  observation  one  or  two  cases,  seen  first 
four  or  five  years  ago,  with  gonorrhea,  and  here  I  would  differ 
with  the  gentleman  who  said  gonorrheal  infection  would  be 
a  contraindication  for  conservative  surgery.  I  would  not 
sacrifice  all  the  organs  because  the  trouble  was  due  to  gon- 
orrhea. I  have  had  excellent  results  where  I  did  a  conservative 
operation  in  that  disease.  One  woman  has  borne  two  children, 
and  other  has  menstruated  regularly  and  has  ovaries,  although 
she  has  not  become  pregnant.  As  Dr.  Wylie  stated,  I  think 
very  often  the  trouble  is  in  the  uterus  and  not  in  the  adnexa. 
I  think  that  Dr.  Wylie  struck  the  right  note  when  he  laid  stress 
on  the  condition  of  the  uterus  in  many  cases. 

In  illustration  I  will  cite  a  case.  The  young  woman  had 
suffered  intensely  from  dysmenorrhea,  which  resisted  all  medi- 
cation. She  had  also  pain  in  left  groin.  On  opening  the  ab- 
domen,   the   left   adnexa   showed    some    pus,   salpingitis,    and 
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perioophoritis.  The  uterus  was  small,  hard,  with  rather  thick 
wall.  The  left  adnexs  were  removed.  The  patient's  sufferings 
were  not  all  relieved.  She  still  had  to  remain  in  bed  for  fourteen 
days,  durmg  and  after  menstruation.  She  took  various  seda- 
tives. After  counsel  with  another  gynecologist,  it  was  decided 
to  remove  the  uterus,  which  was  done.  The  patient  thereafter 
became  a  changed  woman:  from  being  an  invahd  most  of  the 
time  she  grew  rosy  and  stout,  and  was  able  to  attend  to 
her^^duties  and  enjoy  life. 

^  Dr.  J.  Milton  Mabbott.— I  should  Hke  to  inquire  whether 
all  the  gentlemen  present  are  aware  of  the  fact  that  many  of  these 
cases  perhaps  would  do  well  without  operation  at  all  I  have 
been  doing  work  at  the  Out-Patient  Department  of  the  New 
York  Hospital  for  fifteen  years,  and  I  always  advise  patients 
to  have  pus  tubes  removed  if  they  are  suffering  at  all  from 
them  But  I  have  distinctly  in  mind  a  stage  dancer  with  a 
double  pyosalpinx.  Both  she  and  her  husband  objected  to 
operation,  or  to  anything  which  might  be  followed  by  any 
weakness  of  the  abdominal  walls.  She  came  regulariy  two 
or  three  times  a  week  for  treatment  for  eight  or  nine  months 
and  then  I  saw  no  more  of  her  for  years.  After  eight  years 
she  came  back  and  I  looked  up  her  history  and  examined  her 
and  found  the  pus  tubes  still  present.  During  those  eight 
years  she  had  never  required  any  treatment  and  enjoyed  good 
health.  At  present  time  I  have  had  another  patient  under  my 
observation  for  two  years  or  more  who  absolutely  refuses  op- 
eration^ With  exception  of  suffering  from  some  tenderness 
she  IS  doing  well,  and  the  masses  are  getting  smaller  and  less 
tender.  The  pertinence  of  these  remarks  to  the  question  under 
discussion  will  be  clearly  seen  as  demonstrating  the  fact  that 
It  is  sometimes  justifiable  to  leave  diseased  adnexa  entire  without 
removal  or  operation.  One  would  naturally  infer  that  if  we 
may  leave  the  whole  we  may  leave  a  part. 

Dr.  Brooks  H.  Wells.— I  think  that  all  of  us  try  not  to 
operate  unless  there  are  decided  indications  present  Most 
gynecologists  do  not  operate  in  cases  of  acute  pelvic  inflam- 
mation, unless  there  are  very  urgent  indications  for  immediate 
operation.  In  the  majority  of  instances  the  patient  should 
not  be  subjected  to  operation  until  after  the  acute  stage  has 
passed  In  cases  of  pus  tubes,  or  when  any  fluid  content  is  in 
the  tube,  I  beheve  we  lay  ourselves  open  to  trouble  by  trying 
a  conservative  operation  to  save  the  tube.  But  if  we  operate 
for  conditions  where  the  tube  is  held  down  by  old  adhesions 
oftentimes  we  can  do  a  conservative  operation  and  with  satis- 
factory results.  Eighteen  months  ago  I  had  three  patients 
pregnant  after  conservative  operations;  these  patients  had  beer 
sterile  for  years  as  the  result  of  sHght  infections.*  One  should 
*  Since  this  discussion  one  patient  on  whom  a  conservative  operation 
was  done,  two  years  ago,  has  been  delivered   of  a  child,  after  a  n?nSa 
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hesitate  before  doing  a  complete  operation  in  these  cases;  but 
if  you  are  to  do  a  partial  operation,  you  should  only  do  it  after 
explaining  to  the  patient  why  you  do  it,  and  the  chances  that 
she  runs  for  a  secondary  operation.  Conservatism  of  this  kind 
should  be  for  young  women  only,  and  need  not  be  considered 
in  those  approaching  forty  years  of  age. 

Dr.  Florian  Krug. — I  really  have  but  little  to  add  in  closing 
the  discussion,  as  it  strikes  me  that  all  who  spoke  to-night  have 
agreed  with  me,  and  simply  enlarged  upon  what  was  contained 
in  my  paper,  with  one  exception.  Dr.  Gill  Wylie  said  he  could 
not  agree  with  the  first  speaker.  I  cannot  agree  with  him. 
He  must  operate  upon  an  entirely  different  class  of  cases  when  he 
speaks  of  microcystic  degeneration  of  the  ovaries.  Some- 
times I  cannot  help  but  suspect  that  some  cases  are  operated 
upon  where  I  never  would  think  of  doing  a  laparotomy,  such 
as  cases  of  neurasthenia,  which  should  be  referred  to  the  family 
physician,  or  cases  that  have  their  origin  in  degenerate  habits. 

Another  speaker  said  pus  tubes  did  well  sometimes  without 
operation.  Of  course,  with  professional  dancers,  we  know 
what  their  stock  in  trade  is,  as  a  rule;  sometimes  the  pus  be- 
comes sterile  and  inspissated,  surrounded  by  dense  adhesions, 
and  so  these  people  may  go  on  dancing,  and  even  ply  their 
trade  without  infecting  anybody.  But  these  were  not  the  cases 
referred  to  in  my  paper. 

Dr.  W.  Gill  Wylie. — I  should  like  to  add  a  word.  Dr. 
Krug  says  that  I  operate  upon  many  cases  that  others  might 
not  operate  upon.  Fully  one-half  or  even  two-thirds  of  the 
cases  I  have  in  private  practice  are  reoperation  cases,  cases 
in  which  operation  has  already  been  performed. 

Dr.  Brooks  H.  Wells. — Do  those  cases  belong  to  this 
category,  where  conservative  operations  have  been  done,  and 
troubles  afterwards  came  back. 

Dr  W.  Gill  Wylie. — Yes,  especially  the  suspension  cases. 
My  experience  began  many  years  ago,  when  I  removed  a  number 
of  catarrhal  tubes  and  microcystic  ovaries,  but  I  quit  this  some 
time  ago.  If  Dr.  Krug  will  look  over  the  annual  reports  of  the 
hospital  in  1896,  when  I  worked  on  this  subject,  and  when 
Dr.  Thomas  wrote  his  famous  paper,  he  will  find  that  25  to 
35  per  cent,  abdominal  operations  were  done  on  microcystic 
ovaries,  and  they  were  removed.  That  was  the  practice,  par- 
ticularly when  the  trouble  was  of  gonorrheal  origin,  and  thou- 
sands were  losing  their  ovaries  and  tubes  even  to-day. 

Dr.   Clement  Cleveland  showed  a 

fibroid    uterus    removed    by   supravaginal   hysterectomy. 

Dr.  Cleveland. — The  specimen  I  desire  to  show  was  re- 
moved two  weeks  ago  to-day,   from  a  patient  who  gave  the 

labor,  and  one.  in  whom  the  left  appendages  were  removed  a  year  ago 
came  into  my  service  at  the  Polyclinic  with  a  rupured  ectopic  in  the 
right  tube —B    H    \V. 
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Cleveland — Uterus   with   Subperitoneal,  Interstitial,  Submucous  and 
Pedunculated  Fibromata. 
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following  history:  She  is  a  spinster  of  44  years  of  age.  She 
began  menstruating  at  16,  and  was  always  regular  up  to  a  year 
and  a  half  ago,  when  she  first  noticed  an  increase  in  the  quantity 
of  the  flow.  Last  March,  or  about  nine  months  ago,  the  men- 
struation began  to  be  very  profuse,  and  lasting  seven  to  eight 
days.  When  I  saw  her,  four  weeks  ago,  her  menstruation  was 
excessively  profuse,  and  there  was  hemorrhage  beside  at  in- 
tervals during  the  month.  She  never  has  suffered  from  pain 
at  menstruation,  but  has  had  severe  backache  at  intervals. 
On  examination  the  uterus  was  found  displaced  backward  to  the 
first  degree,  the  right  ovary  appeared  normal,  while  the  left  ovary 
was  apparently  a  cyst  of  about  three  millimeters  in  diameter.  I 
thought  I  could  make  out  an  irregular  mass  upon  the  fundus, 
but  as  the  uterus  was  below  the  promontory,  I  could  not  clearly 
make  it  out.  However,  I  felt  positive  that^  there  must  be  either 
an  intrauterine  fibroid  or  an  interstitial  one.  So  I  made  that 
as  a  tentative  diagnosis. 

On  opening  the  abdomen  I  discovered  an  irregular  fibroid, 
as  you  see  it  in  the  specimen,  of  about  seven  millimeters  in 
length,  and  four  millimeters  in  depth,  attached  to  the  fundus,  near 
the  right  horn.  On  manipulating  the  body  of  the  uterus  a  small 
fibroid,  as  you  see  it  in  the  specimen,  was  made  out.  I  decide4 
at  once  to  do  a  supravaginal  hysterectomy. 

On  cutting  open  the  uterus,  the  small  pedunculated  fibroid 
was  discovered,  as  shown  in  the  specimen.  This  was  not  made 
out  before  the  laparotomy,  though  I  had  carefully  curetted  the 
uterus,  and  also  used  the  curette  forccTDs,  to  see  if  there  might 
be  a  polypoid  mass  that  I  could  remove  in  that  way.  I  had 
not  dilated  the  uterus  to  any  great  extent,  as  I  had  decided  that 
laparotomy  was  necessary. 

I  had  operated  upon  a  sister  of  this  lady  seven  years  ago, 
and_  had  removed  two  ovarian  cysts,  which  proved  to  be  non- 
malignant  papillomata. 

On  sending  the  specimen  to  Dr.  Frederick  Sondern  for  patho- 
logical examination,  I  told  him  I  did  not  wish  a  report  upon 
the  uterus  and  the  fibroid,  but  merelv  upon  the  ovaries.  His 
report  is  that  they  are  simply  ovarian  cysts. 
_  My  interest  in  reporting  the  case  was  merelv  to  show  an 
interesting  specimen,  beautifullv  mounted,  by  Dr.  Sondern, 
which  is  put  up  in  Watter's  Solid  Medium,  which  is  potassiurn 
acetate  100  parts,  glycerine  pure  200  parts,  aq.  distil  1000  parts, 
to  which   10  per  cent,  of  gelatine  has  been  added. 

I   will   add   that   the   patient    has    recovered,    though    that   is 
not  of  particular  interest,  as  a  matter  for  discussion. 
Dr.    Brettauer   presented   a   specimen   of 

CARCINOMA    OF  THE   CERVIX    WITH    PREGNANCY. 

which  he  removed  on  October  2.     Her  historv  is  as  follows- 
(Hospital  No.  90,668.)     She  is  35  years  of  age  and  has  given 
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birth  to  seven  children,  the  last  born  seven  months  before 
admission  to  Mt.  Sinai  Hospital,  on  September  19,  1906;  she 
nursed  this  child  up  to  a  few  weeks  before  entering  the  hospital. 
With  the  exception  of  a  yellowish  discharge,  which  appeared 
one  and  one-half  years  ago,  there  was  nothing  of  interest  in  her 
previous  history.  One  month  after  her  last  delivery  she  began  to 
have  irregular  uterine  hemorrhages,  which  varied  in  intensity 
and  time  of  duration;  for  the  last  seven  weeks  the  bleeding  has 
been  constant  and  at  times  rather  profuse,  especially  w^hen 
walking  about;  complained  of  severe  backache.  On  ad- 
mission she  was  in  a  very  anemic  condition. 

The  right  breast  was  secreting  very  freely,  while  the  left  was 
rather  atrophied.  On  local  examination  it  was  found  that  the 
entire  cervix  was  taken  up  by  a  crater-like,  bleeding  ulcer,  the 
edges  of  which  had  already  invaded  the  mucous  membrane  of 
the  fornix.  On  account  of  severe  hemorrhage  following  the 
first  attempt,  no  exact  bimanual  examination  was  made,  and  the 
fact  simply  noted  that  a  soft  pseudo-fluctuating  mass,  about  the 
size  of  a  child's  head,  appeared  in  the  Douglas.  Packing  con- 
trolled the  hemorrhage  at  once.  Microscopical  examination  of 
a  small  piece  removed  at  that  time  supported  the  clinical  diag- 
nosis of  carcinoma  of  the  cervix.  On  September  28,  the  ulcer 
was  thoroughly  curetted  with  a  sharp  spoon,  and  cauterized 
with  the  Paquelin. 

On  October  2,  radical  operation,  as  fully  described  by  Ros- 
thorn,  with  removal  of  the  entire  broad  ligament  after  ligation 
of  the  uterine  arteries  peripheral  from  their  crossing  the  ureters. 
On  opening  the  abdomen  it  was  immediately  seen  that  what 
was  supposed  to  be  an  ovarian  cyst  behind  the  small  uterus,  was 
a  retro  verted  uterus,  pregnant  about  four  and  one-half  months, 
a  condition  which  made  the  entire  operation  much  easier  than  it 
usually  is.  A  cuff  of  the  vagina  about  two  inches  wide  was 
resected.  Convalescence  was  rapid  and  uneventful.  The  pa- 
tient was  examined  a  few  days  ago  and  a  slight  induration  found 
in  the  vaginal  scar,  the  nature  of  which  is  as  yet  doubtful.  The 
interesting  features  of  this  case  are  the  rapid  development  of 
the  neoplasm,  which  apparently  had  not  been  ulcerated  at  the 
time  of  her  last  delivery,  seven  months  previous,  and  the  tol- 
erance of  the  pregnant  uterus,  which  allowed  a  curettement 
of  the  cervix,  and  deep  cauterization  without  the  slightest 
sign  of  reaction;  also  the  fact  that  the  pregnancy  was  over- 
looked, which,  however,  was  due  rather  to  a  lack  of  thorough- 
ness in  examination,  than  to  any  difficulty  presented  by  the 
case  itself. 

Dr.  Brettauer  also  presented  a  specimen  showing 

DERMOID     cyst     AND     ADENOCARCINOMA     IN     THE     SAME     OVARY, 

removed  from  a  patient  admitted  to  the  hospital  on  October 
17,  1906  (Hospital  No.  91097);  she  was  52  years  of  age,  and  had 
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always  been  in  perfect  health;  has  given  birth  to  four  children, 
the  youngest  being  i8  years  old.  Menstrual  history  perfectly 
normal;  menopause  eight  months  ago;  has  complained  of  more 
or  less  severe  pain  in  the  left  inguinal  region  for  about  one  year. 
A  practically  immovable  mass  was  found  in  the  pelvis,  oc- 
cupying the  whole  left  parametrium,  and  part  of  the  Douglas, 
and  which  was  intimately  connected  with  a  small  uterus;  in 
places,  especially  directly  behind  the  uterus,  it  seemed  to  dis- 
tinctly fluctuate;  in  others,  more  toward  the  pelvic  wall,  the 
consistency  appeared  very  firm.  A  dermoid  cyst,  possibly 
intraligamentous,  was  thought  to  be  the  probable  nature  of 
the  tumor.  On  opening  the  abdomen  it  was  found  that  the 
cyst  was  not  intraligamentous,  but  was  tightly  wedged  into  the 
pelvis ;  owing  to  dense  adhesions  at  its  upper  and  outer  surface 
to  the  parietal  peritoneum,  the  removal  was  somewhat  difficult. 
The  specimen  showed  the  usual  characteristics  of  a  dermoid 
cyst,  with  the  exception  of  the  already  mentioned  adherent 
part,  where,  entirely  independent  of  the  cystic  neoplasm,  a 
tumor  the  size  of  an  egg  was  found,  over  which  the  somewhat 
elongated  but  otherwise  perfectly  normal  tube  was  situated. 
Microscopical  examination  showed  this  to  be  of  an  adeno- 
carcinomatous  character.  The  patient  made  a  perfectly  smooth 
recovery  and  was  discharged  on  November  i .  ■  When  seen 
two  weeks  ago,  there  was  a  mass  about  the  size  of  a  small  orange 
to  the  left  of  the  uterus;  as  an  inflammatory  process  cannot 
be  excluded  as  yet,  the  nature  of  this  mass  has  not  been  de- 
termined. 

Dr.  Charles  Jewett  reported  a  case  of 

HYPEREMESIS  OF  PREGNANCY. 

Mrs.  A.,  34  years  of  age,  admitted  to  Long  Island  College 
Hospital  November  26  last,  in  the  service  of  my  associate,  Dr. 
William.  P.  Pool ;  pregnant  for  the  fifth  time.  Last  menses  Octo- 
ber I,  1906.  Vomiting  had  persisted  at  short  intervals,  day  and 
night,  since  November  i.  Food  and  medicine  were  promptly 
rejected.  Vomitus,  for  the  most  part,  a  greenish  watery  fluid. 
The  first  and  second  pregnancies  had  run  a  normal  course.  In 
the  third  and  fourth  the  uterus  had  been  emptied  owing  to  hyper- 
emesis.  In  the  fifth  pregnancy,  the  one  here  reported,  no  neurotic 
or  reflex  cause  of  the  vomiting  was  apparent.  The  cause  was 
believed  to  be  toxemic.  Eliminative  measures  were  freely  used, 
but  no  improvement  followed  and  the  woman  became  so  much 
exhausted  that  Dr.  Pool  evacuated  the  uterus  on  the  27th.  A 
twenty-four  hour  specimen  of  the  urine  on  the  26th  and  27th  was 
sent  to  Dr.  Sondern.  His  findings,  which  were  characteristic  of 
the  vomiting  type  of  toxemia  and  which,  as  he  says,  justified  the 
belief  that  acute  yellow  atrophy  would  have  resulted,  were  essen- 
tially as  follows : 
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Volume  510  c.c.     Albumin,  a  trace. 

Acetone,  large  amount.     A  few  hyaline  casts. 

Beta  oxybutyric  acid.  Diacetic  acid,  large  amount.  Moderate 
amount,  urobilin,  in  excess. 

Leucin  and  tyrosin  present. 

Total  nitrogen  in  twenty-four  hours,  10.484  grams. 

Nitrogen  of  urea  in  twenty-four  hours  5.263  grams,  50.2  per 
cent,  of  total  nitrogen. 

Nitrogen  of  ammonia  in  twenty-four  hours  0.174  grams,  16.6 
per  cent,  of  total  nitrogen. 

The  point  of  special  interest  in  this  case  is  the  fact  that  the 
vomiting  ceased  abruptly  after  evacuation  of  the  uterus,  recurring 
not  even  once  after  the  anesthesia.  Such  experiences  have  been 
by  no  means  rare  in  my  practice  in  abortion  induced  for  hyper- 
emesis.  They  suggest  the  existence  of  other  factors  than  the 
toxemia.  The  etiology,  I  am  disposed  to  believe,  is  a  complex 
one.  The  cause  may  be  in  part  neurotic  or  reflex,  or  both,  as 
well  as  toxemic. 
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Meeting  of  May  15,  1906. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  Adams  exhibited  the 

BRAIN    OF    A    CHILD 

showing  inflammation  of  the  meninges,  and  reported  the  case. 

A.  T.  (one  of  twins),  born  January  4,  1903,  admitted  to  the  hos- 
pital February  6.  Has  always  had  the  appearance  of  an  anemic 
child.  Had  an  unhappy  disposition  with  a  fickle  appetite.  Would 
eat  plaster  or  dirt  if  not  carefully  watched,  and  at  one  time  had  to 
keep  hair  closely  clipped  to  keep  her  fiom  eating  it.  Had  sev- 
eral attacks  of  acute  indigestion  and  intestinal  catarrah,  one  of 
jaundice  and  two  of  eczema.  In  February,  1906,  had  an  attack 
of  measles,  highest  temperature  104°.  After  measles  walking 
seemed  much  more  difficult.  At  times  seemed  to  have  pain  in  back 
and  limbs.  On  rising  from  sitting  position  would  totter  from  side 
to  side.  April  28  seemed  droopy.  Temperature  slightly  elevated. 
Pain  in  back  seemed  to  increase.  Constipated,  bowels  never  mov- 
ing except  from  enema.  For  several  davs  suffered  with  nausea 
and  vomiting.  A  diet  of  barlev  water  and  top  milk  was  given. 
Was  irritable  if  touched,  but  did  not  seem  at  all  sensible  to  noise. 
At  times  was  extremely  nervous.     On  May  6  had  a  convulsion 
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about  12 :30  p.m.  On  May  7  had  two,  after  which  they  increased 
daily.  At  first  they  were  caused  by  touching  her  head,  after- 
wards the  sHo-htest  touch  to  anv  part  of  the  body  would  brin^  on 
a  paroxysm.  On  May  8  a  trial  was  made  to  see  if  water  a  drop 
at  a  time  could  not  be  g^iven  with  a  medicine  dropper,  but  the 
second  the  water  touched  her  tono-ue  convulsions  beo^an  ag-ain. 

She  died  May  10,  a.m.  During  the  illness  the  rectal  tempera- 
ture ranged  from  100°  to  100.4°. 

Dr.  Vaughan  asked  if  cultures  had  been  made.  The  case 
looked  like  a  hydrocephalus.  The  condition  might  have  been 
caused  bv  other  bacteria  than  the  bacillus  of  tuberculosis.  The 
hydrocephalus  could  have  caused  the  symptoms. 

Dr.  Adams  said  that  considerable  fluid  had  been  found  in  the 
ventricles,  but  it  did  not  seem  to  be  a  case  of  hydrocephalus. 
There  was  no  history  of  an  infection,  no  elevation  of  temperature  ; 
no  ear  nor  joint  symptoms. 

Dr.  Acker  spoke  of  a  case  seen  a  few  days  previously,  a  child 
of  12  months  old,  a  forceps  case  in  which  the  head  had  been 
bruised  at  delivery.  One  month  ago  had  measles,  and  when 
seen  by  him  yesterday  was  comatose,  with  eyes  turned  toward  the 
side  where  the  injury  at  birth  had  occurred.  There  was  no  re- 
traction of  the  abdomen,  no  disease  of  the  chest.  He  did  not 
believe  the  condition  due  to  the  injury  received  at  birth,  but  had 
not  discovered  a  cause  for  the  condition. 

Dr.  Stone  reported  a  case  of 

hysterectomy  for  fibromyoma  WITH  pregnancy. 

and  presented  the  specimen,  which  consisted  of  a  section  of  the 
tumor,  showing  the  fetus  and  membranes  in  position. 

The  patient,  Mrs.  A.,  age  44,  a  dark-skinned,  colored  woman, 

was  admitted  into  Columbia  Hospital  on  April  ,  1906.     She 

had  one  child  living,  aged  19  years,  and  had  been  a  widow  eleven 
years,  and  as  far  as  the  history  goes,  was  innocent  of  any  inter- 
vening pregnancies  until  after  her  last  menstruation,  February 
15,  1906.  In  the  past  five  years  she  had  found  her  abdomen 
gradually  enlarging,  but  had  apparently  suffered  no  serious  ill- 
ness. She  had  been  able  to  work  without  interruption  until  she 
came  to  the  dispensary,  from  whence  she  came  into  the  hospital. 
When  first  seen  in  the  ward  of  the  hospital  we  found  her  suffering 
from  pain  in  the  upper  abdomen,  associated  with  nausea  and 
occasional  vomiting.  Her  abdomen  was  tender,  and  we  could 
not  readily  map  out  the  tumor  and  complete  the  examination. 
The  tumor  was  evidently  a  hard  fibroid  of  very  irregular  shape, 
and  was  divided  into  two  chief  parts :  an  upper  and  a  lower.  Its 
upper  margin  extended  as  high  as  the  ensiform,  and  in  fact  the 
abdomen  was  pretty  well  filled  with  the  growth.  The  attack  of 
pain  was  attended  with  fever  and  all  of  the  symptoms  of  local 
peritonitis  near  the  splenic  flexure  of  the  colon.     We  thought 
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the  Stomach  or  colon  involved,  and  the  possibility  of  perforation 
was  discussed.  Besides  the  local  peritonitis  she  had  very  scanty 
urine,  during  some  days  only  13  ounces  would  be  passed.  The 
urine  contained  a  small  amount  of  albumin  and  casts.  It  re- 
quired several  weeks  of  pretty  careful  treatment  before  we  thought 
her  condition  would  permit  a  successful  operation,  which  was 
finally  done  on  Wednesday,  May  9.  The  specimen  shows  that  the 
woman  was  pregnant  about  three  months.  We  had,  however, 
previously  decided  that  her  amenorrhea  was  due  to  this  cause, 
rather  than  to  the  approach  of  the  menopause,  and  were  not  sur- 
prised at  what  was  shown  when  the  tumor  was  opened.  The 
patient  has  made  an  almost  typical  recovery. 
Dr.  G.  T.  Vaughan  reported  a  case  of 

DUODENAL    ULCER,    ENDING    IN    PERFORATION.         RETROPERITONEAL 

APPENDIX. 

Formerly  duodenal  ulcer  was  regarded  as  a  rare  occurrence 
as  compared  with  gastric  ulcer — the  proportion  having  been  given 
as  from  i  to  9  or  i  to  40.  In  recent  years,  since  operations  for 
gastric  ulcer  have  been  so  frequent,  it  has  been  found  that  duo- 
denal ulcer  is  much  more  common  than  was  at  one  time  thought, 
and  that  not  infrequently  it  occurs  in  connection  with  ulcer  of 
the  stomach — the  Mayos  having  found  it  in  2^]  per  cent,  of  their 
cases,  either  alone  or  coincident  with  gastric  ulcer.  The  pathology 
of  duodenal  ulcer  is  almost  identical  with  that  of  gastric  ulcer,  a 
fact  that  should  not  be  surprising  when  we  consider  the  similarity 
of  structure  and  function  to  the  stomach  of  the  first  2J/2  inches 
of  the  duodenum  above  the  entry  of  the  bile  and  pancreatic  ducts, 
in  the  acid  region  where  the  ulcer  is  almost  invariably  found.  We 
have  the  chronic  and  acute  peptic  duodenal  ulcer,  either  of  which 
may  perforate.  The  causes  seem  to  be  the  same  as  those  which 
produce  gastric  ulcer,  as  hyperacidity  of  the  gastric  juice,  espe- 
cially if  the  tissues  have  been  devitalized  by  the  lodgment  of 
emboli  in  vessels  supplying  the  mucous  membrane,  as  occurs 
after  burns,  frostbites,  laparotomy  and  other  traumatisms.  The 
symptoms  are  about  the  same  as  those  of  gastric  ulcer,  but  there 
seems  to  be  a  greater  tendency  to  perforation  in  duodenal  ulcer 
and  the  formation  of  adhesions  to  the  liver,  gall-bladder,  gastro- 
hepatic  omentum  and  other  viscera — the  Mayos  having  found 
ten  such  chronic  perforations  and  six  acute  perforations  in  fifty- 
eight  duodenal  ulcers. 

The  following  is  the  history  of  a  patient  who  recently  came 
under  my  care :  J.  T. ;  male ;  colored ;  aged  23  years ;  native  of 
D.  C. ;  laborer ;  was  admitted  to  Emergency  Hospital  May  5.  1906. 
Previous  history  throws  no  light  on  his  case,  unless  the  rheu- 
matism which  he  had  three  years  ago  and  the  chancroid  of  the 
penis,  which  he  had  four  months  ago.  could  be  so  regarded. 
Patient  is  well  developed  and  nourished.    On  May  5,  about  noon, 
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the  patient  ate  clams  and  drank  beer.  Soon  after  he  was  taken 
with  cramps  in  the  abdomen  and  vomiting.  The  cramps  were 
general  in  the  abdomen,  were  very  severe,  and  the  vomiting  was 
frequent.  So  far  as  known,  no  blood  was  vomited.  On  admission 
to  hospital  a  few  hours  after  the  attack  began,  his  pulse  was 
80  and  temperature  was  98°.  When  I  first  saw  him,  on  May  6, 
about  24  hours  after  the  attack  began,  he  said  that  he  was  better, 
and  he  did  seem  to  be  so.  The  vomiting  had  stopped,  the  abdomen 
was  soft,  no  rigidity,  slightly  distended,  but  was  somewhat  tender 
to  pressure,  and  the  pulse  was  90  and  temperature  100°.  Many 
possible  conditions  were  considered,  as  appendicitis,  volvulus, 
internal  hernia,  strangulation  and  perforation  of  the  stomach  and 
intestine  from  various  causes,  and  ptomaine  poisoning,  but  noth- 
ing definite  was  decided  on.  I  was  inclined  to  the  theory  of  pto- 
maine poisoning.  At  any  rate,  as  he  seemed  to  be  improving  it 
was  thought  best  not  to  operate.  That  night  he  became  much 
worse — vomiting  returned,  pulse  120-130,  temperature  102°,  ab- 
domen distended,  and  when  I  saw  him  next  day.  May  7,  he  was 
in  a  condition  of  collapse,  and  died  that  night  about  60  hours 
after  the  first  symptoms  began.  The  necropsy  revealed  general 
peritonitis,  evidently  caused  by  perforation  of  an  ulcer  on  the 
anterior  surface  of  the  duodenum,  about  one-third  of  an  inch 
from  the  pyloric  sphincter.  The  ulcer  was  one-fourth  of  an  inch 
in  diameter,  quite  round,  conical,  with  base  in  the  mucous  mem- 
brane, edges  clean-cut,  as  if  punched  out.  There  were  no  ad- 
hesions about  the  ulcer. 

The  appendix  in  this  body  was  remarkable  in  being  completely 
concealed  behind  the  peritoneum.  It  ran  from  its  origin,  upward 
and  inward  behind  the  cecum  and  the  ileum.  It  was  quite  well 
developed,  being  four  inches  in  length,  and  showed  no  sign  of 
disease. 

Dr.  Stone  mentioned  a  case  where  a  perforation  of  the  gall 
bladder  had  occurred  with  very  few  symptoms.  He  saw  a  case 
of  duodenal  ulcer  which  had  perforated  and  caused  death.  The 
patient  had  taken  for  many  years  considerable  quantities  of  sodium 
bicarbonate.  The  ulcer  in  this  case  was  a  large  one.  During  an 
attack  of  grippe  he  was  seized  with  violent  pain  and  vomiting  at  2 
o'clock  in  the  morning,  and  died  at  7  o'clock  in  the  evening. 

Dr.  Balloch  asked  what  symptoms  indicated  perforation  when 
the  case  was  first  seen.  Vomiting  alone  would  not  be  sufficient 
to  diagnose  a  perforation. 

Dr.  White,  who  had  the  case  in  charge,  said  that  he  had  exam- 
ined him  carefully,  but  there  was  nothing  to  indicate  a  perforation. 

Dr.  Vaughan,  in  replying  to  a  question  of  Dr.  Abbe,  said  the 
specimen  was  probably  as  typical  a  duodenal  ulcer  as  one  would 
likely  ever  see.  In  perforation  into  the  peritoneal  cavity  rigidity 
occurs  in  75-90  per  cent. 
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Meeting  of  November  12,  igo6. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  I.  S.  Stone  reported  a  case  of 

DOUBLE  SALPINGO-OOPHORECTOMY. 

and  appendectomy  for  salpingitis  and  ovaritis,  associated  with  a 
collection  of  pus  in  the  upper  part  of  the  abdominal  cavity,  the 
origin  of  which  could  not  be  ascertained.  Mrs.  N.,  colored, 
was  admitted  into  Columbia  Hospital  on  October  26,1906,  when 
the  following  notes  were  made  of  her  physical  condition.  She 
appeared  to  be  in  fairly  good  condition,  and  was  not  emaciated. 
She  was  not  suffering  great  pain,  but  admitted  having  some  dis- 
tress in  the  pelvis,  and  said  it  was  rather  worse  at  night,  and 
perhaps  worse  on  the  right  side.  She  is  the  mother  of  four 
children,  and  has  had  no  miscarriages.  The  menses  have  been 
regular,  and  she  menstruated  last  on  October  6.  Her  prescent 
illness  is  therefore  of  about  three  weeks'  duration.  When  admitted, 
her  pulse  was  104  and  the  temperature  was  not  much  above 
normal.  Examination  of  her  pelvic  organs  showed  evidence  of 
double  pyosalpinx,  with  possible  ovarian  abscesses.  Her  condi- 
tion was  considered  so  perfectlv  satisfactory  that  we  did  not  ex- 
amine her  until  she  was  on  the  operating  table,  when  she  was 
under  anesthesia.  We  confirmed  the  diagnosis  of  the  resident 
physician  and  proceeded  with  the  operation.  When  the  abdomen 
was  opened  a  considerable  quantity  of  clear  serum  escaped  from 
the  peritoneal  cavity,  and  we  did  not  suspect  the  presence  of  pus 
which  was  found  when  we  examined  the  upper  abdomen.  The 
tubes  and  ovaries  and  appendix  were  removed  and  were  found 
greatly  enlarged  with  edema  of  the  tubes  and  cystic  degenera- 
tion of  the  ovaries,  due  to  infection.  The  appearance  of  the  uterus 
and  adnexa  indicated  streptococcic  rather  than  gonorrheal  in- 
fection. The  right  tube  was  patent;  the  left  closed.  The  uterus 
and  appendages  were  greatlv  congested,  and  were  enormously 
enlarged.  The  appendix  was  firmlv  attached  to  the  right  tube, 
showing  a  former  attack  of  appendicitis  which  had  involved  the 
tube.  A  small  abscess  was  still  to  be  seen  at  the  tip  of  the 
appendix  verv  near  the  lumen  of  the  tube.  The  patient  had  been 
placed  in  the  high  pelvis  position  after  the  incision  had  been  made 
and  a  survev  taken  of  the  plan  of  operation.  We  were  now  about 
to  lower  the  table  to  the  horizontal  position,  but  concluded  to 
examine  the  upper  abdominal  organs  before  so  doing.  Accord- 
ingly the  hand  was  inserted  and  search  made  for  anv  possible 
disease.  Greatlv  to  our  astonishment  a  quantity  of  pus  was 
found  near  the  h'ver  and  spleen  and  reaching  down  to  the  kidney 
on  each  side.  Tn  all,  several  ounces  were  removed.  This  pus 
had  but  little  odor,  was  not  "walled  off,"  and  owing  to  our  un- 
preparedncss  we  were  unable  to  make  cultures  of  it.     A  careful 
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search  failed  to  reveal  any  intestinal  or  peritoneal  disease  which 
could  have  been  responsible  for  the  collection  found.  It  appeared 
possible  that  it  mioht  have  just  reached  the  upper  abdomen  after 
the  operation  had  begun,  but  we  found  not  the  slightest  evidence 
of  pus,  but  did  find  serum  when  we  opened  the  abdomen,  with 
the  patient  in  the  horizontal  position.  It  Is  barely  possible  that  the 
pus  was  lightly  held  by  adhesions  between  the  parieties  and  omen- 
tum, or  coils  of  bowel,  in  either  case  a  result  of  a  previous  in- 
fection which  the  patient  had  been  able  to  overcome  prior  to  her 
admission  to  the  hospital. 

The  patient  was  on  the  table  about  two  hours,  as  the  operation 
was  very  difficult,  and  she  had  pretty  severe  shock  which  was 
treated  very  successfully  by  the  resident  physician,  and  her  pulse 
and  temperature  soon  returned  to  safe  limits.  The  temperature 
reached  ioo°  once  only  during  the  first  week  after  operation. 
Her  pulse  gradually  came  down  to  loo  on  the  third  day.  She  has 
had  much  less  pain  than  the  average  patient  after  a  major 
operation. 

Dr.  J.  T.  Johnson  said  the  case  was  interesting  because  the 
source  of  the  pus  was  not  found.  It  seemed  possible  that  the  pus 
gravitated  toward  the  diaphragm  when  the  patient  was  put  in 
the  Trendelenburg  position.  He  has  recently  had  a  case  who  had 
suffered  for  a  year  from  what  was  called  pelvic  cellulitis.  A 
curious  diarrhea  had  persisted.  She  had  a  number  of  so-called 
relapses,  and  entered  the  hospital  with  a  temperature  of  103"  F. 
This  soon  subsided,  but  she  decided  to  have  the  operation  on 
account  of  the  repetition  of  the  attacks  and  persistence  of  suflfer- 
ing.  On  opening  the  abdomen  pelvic  adhesions  so  firm  and  so 
many  were  found  that  an  entrance  into  the  pelvic  cavity  was 
with  great  difficulty  eft'ected.  The  intestine  was  densely  adherent 
to  the  mass,  and  on  separating  it  an  old,  dark-colored  opening  was 
found  in  it.  The  diarrhea  had  evidently  been  due  to  the  abscess 
discharging  its  contents  into  the  gut.  The  opening  was  closed. 
The  patient  stood  the  operation  well,  but  died  in  five 
days  of  general  peritonitis.  The  abscess  had  been  an  old  one, 
but  we  cannot  always  depend  upon  this  in  determining  the  sterility 
of  the  pus. 

Dr.  Miller  said  that  during  his  work  in  Baltimore  he  had  been 
impressed  with  the  necessity  of  diagnosing,  if  possible,  the  in- 
fecting microorganism  in  pus  cases.  In  gonococcus  cases  one 
need  not  have  a  great  dread  of  causing  a  general  peritonitis  by 
allowing  the  pus  to  escape  into  the  general  peritoneal  cavity.  In 
streptococcic  infections,  no  matter  of  what  age,  one  should,  if 
possible,  avoid  infecting  the  general  cavity,  as  the  mortality  in 
such  cases  is  very  high.  He  has  had  cases  where  the  infection  had 
occurred  six  and  twelve  years  before  and  the  streptococci  were 
alive  and  capable  of  being  cultivated.  The  chief  point  in  making 
a  diflFerential  diagnosis  between  the  gonococcic  and  streptococcic 
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infections  have  been  dwelt  upon  at  some  length  in  papers  which 
he  has  written  during  the  past  few  years. 

Dr.  Moran  said  that  it  is  not  difficult  to  understand  the  differ- 
ence in  the  lesions  produced  by  these  bacteria  when  we  consider 
the  mode  and  routes  of  infection  by  them,  the  streptococcus  in- 
vading chiefly  by  way  of  the  lymphatics,  and  the  gonococcus 
spreading  along  the  mucous  membranes.  This  lymphatic  route 
of  the  streptococcus  explains  why  many  women  conceive  after 
puerperal  pelvic  infections. 

Dr.  Stone  in  closing  said  that  the  relation  of  the  pus  in  the 
pelvis  and  upper  abdomen  was  interesting.  He  had  thought  of 
tviberculosis.  The  pus  may  have  been  encysted  between  the 
omentum  and  abdominal  wall. 

The  essay  of  the  evening  was  read  by  Dr.  Shands,  the  title  being 

STRANGULATED  HERNIA.* 

Dr.  Vaughan. — So  many  mistakes  have  been  made  in  diagnosis 
that  there  is  much  yet  to  learn  about  this  part  of  the  subject. 
There  is  frequently  considerable  trouble  to  distinguish  hernia  from 
inflamed  inguinal  glands.  Many  mistakes  of  this  kind  are  made. 
He  saw  a  case  where  a  truss  had  been  worn  on  an  unreduced  in- 
guinal hernia.  One  cannot  get  impulse  when  strangulation 
takes  place.  In  some  cases  the  general  symptoms,  such  as  vomit- 
ing, constipation,  etc.,  give  a  clue.  In  internal  hernia  there  is  no 
perceptible  tumor. 

One  of  his  cases  lived  eleven  days.  In  this  case  all  of  the 
canals  were  examined,  no  tumor  being  found.  A  laparatomy 
revealed  a  hernia  just  inside  the  internal  ring,  causing  a  complete 
obstruction.  When  in  doubt,  these  cases  should  be  operated 
upon.  One  authority  gives  the  mortality  of  strangulated  hernia 
reduced  by  taxis  greater  than  that  by  operation.  When  resection 
is  necessary,  the  mortality  is  high.  Gibson  gives  the  mortality 
when  resection  is  done  as  less  than  when  an  artificial  anus  is  made. 
His  mortality  when  resection  was  done  was  22  per  cent.  His 
(Dr.  Vaughan's)  mortality  where  resection  was  done  in  femoral 
hernias  is  much  greater  than  in  inguinal. 

Dr.  Hagnkr  called  attention  to  mistaking  undescended  testicle 
for  hernia.  Epididymitis  is  also  occasionally  mistaken  for  hernia. 
He  saw  a  case  of  hernia  which  was  diagnosed  epididymitis.  He 
had  a  case  where  three-fourths  of  the  circumference  of  the  large 
bowel  was  strangulated.  Feces  could  pass  in  this  case.  He  had 
a  case  where  the  omentum  and  cecum  were  strangulated  in  sac 
together. 

Dr.  White  thought  the  essayist's  case  remarkable.  No  case 
should  be  reduced  by  taxis,  as  a  gangrenous  gut  may  be  reduced. 
Temperature  and  pulse  are  not  reliable  guides.  Mortality  after 
taxis  7-12  per  cent.,  that  of  operation  is  less.    The  Murphy  button 

*See  original   article,  page  209. 
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is  as  easy  and  as  rapid  to  apply  as  making  an  artificial  anus.  He 
prefers  sutures  if  one  has  the  time  necessary  to  apply  them. 

Dr.  Prentiss  recalled  a  case  at  the  Garfield  Hospital  where 
an  interne  reduced  a  strangulated  hernia  in  an  old  man.  Death 
occurred,  and  the  autopsy  revealed  three  feet  of  gangrenous  bowel. 

Dr.  Stone  would  like  to  know  some  rule  as  to  when  the 
intestine  should  be  dropped  back  and  when  resected.  He  believes 
it  is  a  matter  of  individual  opinion  largely.  He  saw  a  celebrated 
surgeon  and  pathologist  wait  three  hours,  and  the  patient  died 
on  the  table.  Many  physicians  cannot  operate  and  must  use  taxis. 
Another  question  is  to  know  when  one  should  use  drainage  when 
infection  has  occurred  outside  the  gut.  One  of  his  first  cases  of 
herniotomy  was  for  a  hernia  of  the  tube  and  ovarv. 

Dr.  Lewis  saw  Dr.  Shands'  case.  The  essayist  left  out  one 
important  point,  i.e.,  drainage.  Free  drainage  was  used.  He  saw 
a  case  where  a  hernia  was  mistaken  for  an  inflamed  gland.  In 
one  of  his  cases  only  a  partial  obstruction  occurred,  but  it  had 
produced  gangrene  of  the  bowel,  and  the  patient  died  of  general 
peritonitis. 

Dr.  Kelley  thought  it  ridiculous  to  say  that  every  case  of  her- 
nia required  operation.  He  cited  a  case  in  this  city  where  a  man 
had  a  hernia  which  had  been  reduced  a  large  number  of  times. 
He  has  only  had  two  experiences  with  strangulated  hernia.  In 
the  first  case  there  was  no  evidence  of  hernia,  but  of  intestinal  ob- 
struction. Gas  was  passed,  and  the  operation  was  put  ofT.  At 
operation  the  gut  required  resection.  Last  summer  he  was  called 
to  see  a  case  on  Sunday.  Vomiting  was  a  marked  symptom. 
On  Tuesday  the  vomiting  was  fecal  in  character.  Operation  took 
place  on  Friday.  When  first  seen  there  was  a  little  fullness  in 
the  inguinal  region.  At  the  operation  a  portion  of  the  gut  was 
gangrenous.  In  his  first  case  a  Murphv  button  was  used,  and  in 
the  second  sutures  were  employed,  but  both  died. 

In  obscure  cases,  with  symptoms  of  obstruction,  we  should  look 
for  hernia. 

Dr.  Shands  in  closing  the  discussion  said  that  he  had  neglected 
to  state  that  drainasre  was  used.  Just  when  we  should  resect 
the  intestine  was  difificult  to  state.  It  is  a  matter  largely  of  indi- 
vidual opinion.  Two  of  the  most  interesting  points  in  his  case 
was  the  length  of  time  vomiting  had  persisted  before  operation 
and  the  cessation  of  symptoms  of  shock,  etc.,  immediately  after 
operation.  Another  noticeable  feature  of  the  case  was  the  total 
absence  of  hemorrhage,  which  he  thought  due  to  low  vitality. 
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Meeting  of  December  5,   igo6. 

The  President,  W.  R.  Dakin,  M.D.,  in  the  Chair. 

9 
Dr.   Victor  Bonney  read  a  paper  on 

THE  TREATMENT  OF  OVARIAN  PROLAPSE  BY  SHORTENING  THE 
OVARIAN  LIGAMENT. 

The  surgical  treatment  of  ovarian  prolapse  has  leceived 
little  attention  in  comparison  with  that  accorded  to  other 
pathological  conditions  affecting  the  female  generative  organs. 

In  this  paper  the  author  ventures  to  outline  the  several 
aspects  from  which  he  thinks  this  subject  may  best  be  considered, 
and  more  particularly  to  bring  before  the  Fellows  of  this  So- 
ciety the  operative  procedure  which  he  has  for  some  time  past 
adopted  in  these  cases. 

Clinically,  the  cases  of  ovarian  prolapse  may  be  divided  into 
three  distinct  groups,  each  of  which  is  considered  separately. 

These  groups  are  as  follows:  (a)  Primary  ovarian  prolapse 
uncomplicated  with  retroversion  of  the  uterus,  or  disease  of  the 
appendage;  (b)  ovarian  prolapse,  either  secondary  to  or  co- 
incident with  retroversion  of  the  uterus;  (c)  ovarian  prolapse 
caused  by  or  complicated  with  disease  of  the  ovary  or  tube 
to  which  fixed  retroversion  of  the  uterus  may  or  may  not  be 
added. 

The  operation  advocated  consists  in  pleating  the  ovarian 
ligament  by  means  of  a  "gathering"  stitch,  which,  beginning 
on  the  posterior  aspect  of  the  uterus  just  within  the  point  of 
origin  of  the  ligament,  terminates  at  its  attachment  to  the 
ovary.  The  ligament,  by  this  means,  is  not  only  shortened, 
but  thickened,  and  the  ovary  is  brought  up  under  the  uterine 
cornu. 

The  application  of  the  operation  to  the  three  groups  of  cases 
already  defined  is  as  follows: 

Group  A. — The  operation  is  indicated  in  cases  of  primary 
ovarian  prolapse  associated  with  dyspareunia  and  chronic 
ovarian  pain. 

Group  B. — A  certain  proportion  of  the  cases  included  in  this 
group  are  curable  by  pessaries,  i.  e.,  the  replacement  of  the  re- 
troverted  uterus  restores  the  ovaries  to  their  normal  position. 

In  the  remainder,  in  which,  in  spite  of  such  replacement,  the 
ovaries  remain  prolapsed,  the  author's  operation  is  indicated, 
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together     with     ventrofixation     or    suspension   of    the    uterus. 

The  author  calls  attention  to  the  fact  that  ventrofixation  of 
the  terus  alone  often  causes  the  symptoms  of  ovarian  prolapse  to 
be  accentuated,  because  the  operation  lifts  the  prolapsed  ovaries 
oflf  the  pelvic  floor,  and  causes  an  increased  tension  on  their 
already  weakened  suspensory  apparatus.  Ventrofixation  lifts 
the  ovaries  from  out  the  ovarian  fossae,  and  leaves  them  un- 
naturally exposed  to  the  force  of  gravity. 

For  this  reason  it  is  advisable  to  shorten  and  strengthen  the 
ovarian  ligament  as  a  routine  practice  when  performing  ventro- 
fixation or  similar  operations. 

Group  C. — The  author  urges  conservatism  in  operations  for 
"diseased  appendages."  Salpingectomy  alone  should  be  the 
operator's  aim.  Conserved  ovaries,  unless  fixed  in  a  position 
far  removed  from  the  diseased  peritoneal  bed  in  which  they 
were  lying,  continue  to  give  symptoms,  and  are  liable  to  cystic 
degeneration.  The  author  draws  special  attention  to  the 
liability  of  the  uterus  to  become  retroverted  after  operations  for 
inflammatory  tubal  disease. 

The  procedure  advocated  is  removal  of  the  diseased  tubes, 
ventrofixation  of  the  uterus,  and  shortening  the  ovarian  liga- 
ments after  the  method  already  described. 

The  following  advantages  are  claimed:  i.  The  removal  of 
the  focus  of  the  disease.  2.  The  conservation  of  the  ovaries 
in  a  place  far  removed  from  the  diseased  pelvic  peritoneum. 
3.  The  avoidance  of  post-operative  ovarian  prolapse.  4.  The 
avoidance  of  post-operative  retroversion  of  the  uterus. 

Mrs.  Boyd  agreed  with  Dr.  Bonney  in  advocating  suspension 
of  the  ovary  in  some  cases.  She  had  drawn  attention  to  the 
desirability  of  it  in  a  paper  on  conservative  surgery  of  the 
tubes  and  ovaries,  read  before  the  British  Medical  Association 
at  Ipswich,  in  1900.  She  had  employed  practically  the  same 
procedure  as  Dr.  Bonney.  She  did  not,  however,  think  it  was 
necessary  as  a  routine  practice  to  accompany  ventrofixation,  as 
in  most  cases  the  ovaries  were  restored  with  the  uterus  to  a 
normal  position  by  ventrofixation,  just  as  in  some  other  cases 
by  a  pessary.  She  fully  agreed  with  Dr.  Bonney  that  the 
surgery  of  the  ovary  should  be  as  conservative  as  possible,  but  she 
differed  from  his  opinion  that  the  recurrence  of  cystic  disease 
in  the  ovary,  which  she  had  unfortunately  seen  several  times 
after  resection  of  diseased  ovaries,  was  due  to  readhesion  of 
the  ovary  to  the  bed  out  of  which  it  had  been  detached.  She 
thought  the  recurrence  "of  'cystic' disease  was  due  rather  to 
pathological  processes,  persistine  in  the  ovary  itself,  which  would 
not  be  prevented  by  suspending  it  elsewhere  away  from  the  part 
to  which  it  was  primarily  adherent. 

Dr.  Herman  quoted  the  abstract  of  Dr.  Bonney's  paper  to 
the  effect  that  "the  surgical  treatment  of  ovarian  prolapse 
has     received     little    attention."      He     (Dr.  Herman)     thought 
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that  it  had  received  all  the  attention  it  deserved.  He  knew 
of  no  evidence  that  changes  in  the  position  of  a  healthy 
ovary  made  it  tender.  Tenderness  of  the  ovaries  was  generally 
a  local  manifestation  of  neurasthenia.  He  had  watched  patients 
with  tender  ovaries  taken  into  hospital,  and  there  given  the  benefits 
of  food,  rest,  and  sleep,  who  had  left  the  hospital  with  the 
ovaries  in  the  same  position  as  when  they  were  admitted,  but 
no  longer  tender.  He  had  treated  patients  with  tender  ovaries — 
had  lost  sight  of  them  for  many  months  or  years,  and  then  seen 
them  again  and  found  the  ovaries  in  the  old  position,  but  no 
longer   tender. 

Dr.  Blacker  thought  that  these  cases  were  of  importance, 
since  the  condition  was  often  a  source  of  great  distress  to  the 
patients.  At  the  same  time  he  quite  agreed  with  Dr.  Herman, 
that  operative  treatment  was  seldom  called  for.  One  of  the  best 
means  of  treating  such  cases  was  the  occurrence  of  pregnancy. 
In  these  conditions  the  ovary,  placed  at  rest,  as  it  was  for  a 
period  of  nine  months,  and  elevated  out  of  the  pelvis,  tended  to 
become  less  painful,  and  if  proper  care  was  taken  to  ensure 
normal  involution  of  the  uterus  and  its  ligaments,  the  displace- 
ment often  did  not  recur  after  delivery.  The  fact  that  many 
of  these  patients  were  neurasthenics  was  a  factor  to  be  borne 
in  mind  in  counseling  any  operative  treatment.  The  im- 
provement of  the  general  health  was  of  far  greater  importance. 
Indeed,  sending  the  patient  away  from  home,  the  regulation  of 
the  marital  relations,  and  a  few  words  of  advice  to  the  hus- 
band, was  often  of  the  greatest  possible  benefit.  He  could  not 
understand  how  any  abnormality  in  the  position  of  the  ovary 
could  play  any  very  great  part  in  the  production  of  cystic 
degeneration  of  these  organs.  Nor  did  he  understand  how  the 
action  of  gravity  could  have  any  great  effect.  He  was  under 
the  impression  that  the  intraabdominal  pressure  acted  equally 
in  all  directions,  and  gravity  could  hardly  have  any  influence 
on  the  ovary,  apart  from  the  other  viscera  inside  the  peritoneal 
cavity. 

Dr.  Briggs  believed  that  operation  for  uncomplicated  ovarian 
prolapse  was  very  rarely  necessary.  Some  of  the  uncertainty 
in  the  results  of  fixation  operations  was  attributable  to  the 
complications  of  neurosis  or  minor  organic  disease,  the  nature 
and  extent  of  which  were  occasionally  unknown  to  the  operator. 

Dr.  Eden  said  he  was  quite  disposed  to  think  that  the  op- 
eration described  by  Dr.  Bonney  might  prove  to  be  useful  in 
cases  of  uncomplicated  ovarian  prolapse  which  resisted  all 
other  methods  of  treatment,  and  were  not  associated  with  well- 
marked  neurasthenia.  Such  cases  did  occur,  although  they 
were  rare,  and  he  could  not  quite  agree  with  Dr.  Herman's 
dictum  that  prolapsed  ovaries  gave  trouble  to  none  but  neurotic 
women.  With  regard  to  cases  complicated  by  retroversion  of 
the  uterus,  or  inflammatory  disease  of  the  uterine  adnexa,  he 
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did  not  think  that  shortening  the  ovarian  ligament  would  be 
required  as  a  routine  practice  in  such  conditions.  He  quite 
agreed  with  Dr.  Bonney  as  to  the  importance  of  conserving  the 
ovaries,  especially  in  the  case  of  young  women;  but  most  cases 
of  salpingo-oophoritis  were  due  to  infection,  and  the  question 
which  the  operator  had  to  face  was,  whether  by  leaving  the  ovary 
he  would  not  also  allow  a  focus  of  infection  to  remain  which 
would  give  rise  to  further  trouble  in  future. 

Dr.  Victor  Bonney,  in  reply,  pointed  out  that  his  paper 
dealt  solely  with  the  surgical  treatment  of  ovarian  prolapse  and 
its  allied  conditions.  He  had  taken  it  as  understood  when 
addressing  the  Obstetrical  Society  that  proper  care  and  ob- 
servation should  be  exercised  to  exclude  neurasthenic  cases. 
Such  ordinary  precautions  were  always  exercised,  he  had  thought, 
by  accredited  gynecological  surgeons.  He  totally  disagreed 
with  Dr.  Herman's  sweeping  statement.  As  Dr.  Briggs  had 
pointed  out,  it  was  often  impossible  to  recognize  certain  forms 
of  ovarian  or  tubal  disease  by  vaginal  examination.  Many 
of  these  prolapsed  and  painful  ovaries  were  found  on  operation 
to  be  associated  with  degrees  of  adhesive  salpingitis.  No  one 
had  a  right  to  assume  omniscience  in  these  cases.  Whilst  it 
was  true  that  in  a  certain  number  of  those  he  had  included  under 
group  A,  the  symptoms  were  largely  neurotic,  there  could  be  no 
doubt  as  to  their  reality.  The  anatomical  considerations  he 
had  referred  to  were  not  to  be  passed  over  so  lightly,  and  the 
easy  process  of  labeling  all  these  women  as  neurasthenics  was 
unscientific.  He  agreed  with  Dr.  Blacker  that  a  further  preg- 
nancy sometimes  cured  these  patients,  but  he  could  not  follow 
him  when  he  said  that  the  force  of  gravity  did  not  act  within 
the  abdominal  cavity.  This  was  a  surprising  statement.  How, 
then,  was  the  shifting  dullness  of  ascites  and  the  gravitation 
of  extravasated  fluids  and  heavy  tumors  into  the  pelvis  to  be 
accounted  for?  Exception  had  been  taken  to  the  practice  of 
shortening  the  ovarian  ligaments  when  performing  ventro- 
fixation, but  examination  would  make  apparent  the  extent 
to  which  they  were  often  elongated.  There  could  be  no  doubt 
that  the  present  surgical  treatment  of  the  cases  included  in 
Group  C  was  far  from  satisfactory.  The  patients  returned  later 
on  with  post-operative  retroversion  and  (if  the  ovaries  had  been 
conserved)  with  fixed  ovarian  prolapse.  It  was  to  remedy 
these  evils  that  he  had  adopted  the  procedure  described. 


Meeting  of  January  2,  1907. 
The  President,  W.  R.  Dakin,  in  the  Chair. 
Dr.  Archibald  Donald  read  a  paper  on 
Chronic  septic  infection  of  the  uterus  and  its  appendages. 
Dr.  Donald  dealt  briefly  with  septic  infection  which  involves 
the  uterine  appendages  as  well  as  the  uterus. 
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The  cases  in  which  the  uterus  is  chiefly  involved  were  dis- 
cussed more  fully.  The  clinical  historv  and  symptoms  of  thes.e 
cases  were  considered,  and  special  attention  was  drawn  to  the 
discomfort  or  pain  which  is  felt  in  the  hypogastrium  or  iliac 
regions,  and  which  is  so  characteristic  of  a  heavy  uterus. 

In  dealing  with  the  pathology  of  chronic  metritis  the  great 
divergencies  of  opinion  as  to  the  microscopic  anatomy  were  noted. 
The  three  main  theories  as  to  the  cause  of  chronic  metritis  were 
discussed,  namely  (i)  passive  congestion,  (2)  inflammatory 
change,  and   (3)   muscular  hypertrophy. 

Reasons  were  given  why  the  mere  alteration  in  position  of  a 
healthy  uterus  is  not  likely  to  cause  passive  congestion  and  chronic 
metritis,  but  it  was  pointed  out  that  the  treatment  by  pessaries 
and  suspension  operations  is  founded  on  the  assumption  that  a 
displacement  does  cause  these  changes. 

The  author  believed  that  the  parts  played  by  connective  tissue 
increase,  and  muscular  hypertrophy  in  the  enlargement  of  the 
uterus  were  not  as  yet  definitely  established,  and  further  inves- 
tigations are  desired.  The  importance  of  considering  the  clinical 
history  along  with  the  microscopic  anatomy  was  insisted  on. 
Four  clinical  types  were  mentioned.  The  careful  examination 
of  the  endometrium  in  every  case  is  also  of  the  greatest  im- 
portance. 

The  treatment  of  chronic  metritis   was  briefly  considered. 

The  author  objected  to  the  use  of  pessaries  and  the  perform- 
ance of  suspension  operations  or  cases  of  mobile  retroversion 
on  the  ground  that  these  methods  could  never  cure  the  chronic 
metritis,  which  was  at  the  root  of  most  of  the  symptoms. 

Dr.  W.  Fletcher  Shaw  then  gave  a  lantern  demonstration 
and  read  a  paper  on 

THE  PATHOLOGY  OF  CHRONIC    METRITIS 

The  conclusions  arrived  at  in  this  paper  are  the  result  of  the 
examination  of  45  uteri  extirpated  for  chronic  metritis,  38  being" 
uncomplicated  cases,  while  7  occurred  with  some  concurrent 
pathological  condition.  For  the  purpose  of  comparison  23  normal 
uteri  were  also  examined. 

Chronic  metritis  is  a  simple  hypertrophy  of  the  mesometrium 
and  is  not  a  connective-tissue  hyperplasia. 

The  percentage  of  connective  tissue  varies  considerably  in  the 
difiFerent  specimens  of  chronic  metritis,  but  many  normal  multi- 
parous  uteri  possess  an  equal  or  even  greater  proportion  of  con- 
nective tissue ;  the  average  amount  in  the  specimens  of  chronic 
metritis  was  only  0.8  per  cent,  higher  than  the  average  amount 
in  the  normal  parous  uteri. 

The  vessel  changes  are  variable,  and,  as  similar  affections  are 
as  frequently  found  in  normal  uteri,  thev  cannot  be  considered 
as  the  cause  of  the  symptoms. 

Except    two    cases,    which    could    be    easily    explained,    every 
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Specimen  of  uncomplicated  chronic  metritis  also  suffered  from 
chronic  endometritis. 

There  is  no  evidence  of  active  inflammation,  as  shown  by 
small-celled  infiltration  or  cicatricial  tissue. 

Chronic  metritis  is  a  slowly  progressing  affection  of  the 
uterus.  It  is  never  a  primary  affection,  being  usually  secondary 
to  chronic  endometritis,  but  may  be  associated  with  any  pelvic 
or  uterine  disease  leading  to  increased  uterine  contraction  or 
vascularity,  namely,  fibroids,  tuboovarian  disease,  etc. 

Chronic  metritis  occurs  at  a  much  earlier  age  than  the  meno- 
pause, and  thus  proves  that  the  climacterium  is  not  the  causal 
factor. 

In  the  early  stage  chronic  metritis  is  indistinguishable  clinic- 
ally from  chronic  endometritis.  At  a  later  period  the  great 
increase  in  size  of  the  uterus  may  produce  symptoms,  i.  e. 
sacralgia  and  aching  pain  in  the  hypogastrium  and  iliac  regions 
due  to  traction  on  the  broad  ligament. 

The  diagnosis  of  chronic  metritis  is  largely  dependent  on  the 
result  of  treatment.  In  the  early  stage  of  the  affection  all  the 
symptoms  disappear,  after  dilatation  and  curettage  of  the 
uterus,  thus  demonstrating  that  the  endometritis  is  the  primary 
cause. 

In  chronic  metritis  and  chronic  endometritis  local  treatment 
of  the  endometrium  may  fail  to  relieve  the  symptoms.  This  is 
probably  due  to  reinauguration  of  the  endometritis. 

The  President  thanked  Dr.  Shaw  for  his  valuable  paper. 
It  was  an  important  step  toward  putting  the  study  of  so-called 
"metritis"  on  a  scientific  basis.  Dr.  Shaw  had  carefully  con- 
trolled his  observations  on  the  diseased  uteri  by  examining  the 
uteri  of  normal  subjects,  and  his  resulting  opinion  was  in  con- 
sequence a  safe  foundation.  The  President  used  the  term 
"so-called  metritis"  because,  as  far  as  he  could  see,  there  was 
nothing  indicating  inflammation  in  any  of  Dr.  Shaw's  sections 
or  specimen  descriptions.  In  fact,  both  "metritis"  and  "endo- 
metritis," as  used  at  present  by  many,  did  not  necessarily  mean 
anything  connected  with  inflammation.  These  terms,  however, 
led  students  and  others  astray,  and  ought  to  be  reserved  for 
inflammatory  processes.  He  would  appeal  to  both  Dr.  Donald 
and  Dr.  Shaw,  as  among  the  pioneers  of  this  research,  not  to 
countenance  such  misuse  of  terms. 

Dr.  Cullingworth  said  that  he  knew  Dr.  Donald's  paper 
to  be  the  outcome  of  much  careful  clinical  observation,  of  pro- 
longed thought  and  of  strong  conviction.  The  subject  was  one 
that  had  engaged  the  author's  attention  to  his  (the  speaker's) 
knowledge  for  many  years.  With  reference  to  Dr.  Shaw's  paper, 
he  thought  the  Fellows  would  be  interested  to  know  that  it  was 
based  upon  a  thesis  which  had  been  presented  to  the  Victoria 
University  of  Manchester  for  the  M.D.  degree,  and  to  which  the 
authorities  of  that  University  had  awarded  the  distinction  of  a 
gold  medal.     The  paper  represented  three  years'   hard  work. 
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The  two  authors,  though  both  were  Manchester  men,  had  not 
worked  in  collaboration,  but  approaching  the  subject  independ- 
ently, the  one  from  a  clinical,  the  other  from  a  pathological  stand- 
point, they  had  gradually  become  aware  of  each  other's  work 
and  of  the  fact  that  the  conclusions  at  which  they  had  arrived 
were  practically  the  same. 

Dr.  Amand  Routh  said  that  no  subject  in  minor  gynecology 
was  more  perplexing  than  that  of  chronic  metritis.  Some 
patients  with  large  hard  uteri  would  suffer  from  menorrhagia 
and  no  local  pain,  whilst  others,  with  apparently  a  similar  uterus, 
would  have  no  hemorrhage  but  considerable  pelvic  discomfort. 
Curetting  frequently  relieves  such  patients  even  when  the 
scrapings  are  insignificant  in  quantity,  when  in  fact  an  atrophic 
"endometritis"  has  succeeded  to  the  hypertrophic  "endo- 
metritis" which  the  authors  appear  to  have  mainly  dealt  with. 
Did  the  authors  consider  all  their  cases  to  be  "septic"  in  origin? 
Were  not  some  of  them  really  of  the  type  usually  known  as 
arteriofibrosis  of  the  uterus? 

j.  Dr.  Russell  Andrews  said  that  he  thought  Dr.  Fletcher 
iShaw  deserved  the  thanks  of  the  meeting  for  his  clear  demon- 
stration of  the  fact  that  there  were  no  characteristic  histolog- 
ical changes  in  "chronic  metritis."  One  reason  why  some 
gynecologists  were  loth  to  accept  chronic  metritis  as  a  clinical 
entity  was  that  the  slides  and  microphotographs  used  to  illus- 
trate some  papers  on  this  subject  showed  changes  in  the  muscle, 
connective  tissue  and  vessel  walls  which  were  said  to  be  path- 
ognomonic of  chronic  metritis,  though  they  differed  in  no  way  from 
what  was  seen  in  normal  multiparous  uteri.  He  thought  that 
this  was  one  of  the  most  interesting  points  in  a  very  interesting 
demonstration. 

Dr.  Cuthbert  Lockyer  expressed  his  hearty  appreciation  of 
Dr.  Fletcher  Shaw's  admirable  and  painstaking  work  upon  the 
much  vexed  question  of  the  pathology  of  so-called  chronic 
metritis.  He  thought  this  Society  owed  a  debt  of  gratitude  to 
Dr.  Shaw  for  his  paper  and  demonstration,  which  constituted 
the  first  really  scientific  attempt  at  evolving  order  out  of  chaos 
(as  far  as  this  subject  was  concerned),  which  had  been  presented 
for  discussion  at  the  Obstetrical  Society  of  London.  It  was 
true  that  the  Society's  attention  had  previously  been  drawn  to 
certain  histological  features  in  uteri  said  to  be  in  a  state  of 
"chronic  metritis,"  but  such  conditions  as  were  noted  could  all 
be  found  in  parous  uteri  devoid  of  such  clinical  symptoms,  as 
hemorrhage  and  subinvolution.  Dr.  Shaw's  demonstration 
was  convincing  from  the  fact  that  he  was  careful  to  demonstrate 
the  histology  of  the  normal  side  by  side  with  that  of  the  ab- 
normal uterus,  and  again  his  systematic  three  years'  work 
embraced  a  mass  of  material  which  from  its  very  bulk  added 
valuable  weight  to  his  conclusions  It  was  interesting  to  note 
the  unifonn  finding  of  concomitant  mucosal  hypertrophy  with 
similar  changes  in  the  mesometrium.     In  cases  the  speaker  had 
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examined  hysterectomy  had  frequently  foUowed  a  compara- 
tively recent  curettage  and  for  this  reason  probably  the  speci- 
mens showed  no  excess  of  thickness  in  the  lining  membrane  of  the 
cavum  uteri.  Dr.  Lockyer  was,  however,  quite  familiar  with 
changes  in  endometrial  scrapings  which  were  analogous  in  all 
the  details  of  hypertrophy  and  hyperplasia  (including  early 
fibroblastic  invasion  and  new  vessel  formation;,  which  are  to 
be  found  in  the  fibromuscular  walls  of  uteri  removed  for  hemor- 
rhage and  increased  weight.  Dr  Lockyer  particularly  noted 
that  Dr.  Shaw's  series  of  cases  did  not  include  one  type  of  uterus 
in  which  he  himself  was  especially  interested  and  to  which 
attention  had  been  drawn  by  Dr.  Goodall  at  the  meeting  of  the 
British  Medical  Association  at  Toronto,  in  August,  1906,  viz., 
the  arteriosclerotic  uterus.  The  speaker,  from  his  own  clinical 
and  pahological  experience,  agreed  with  Dr.  Goodall  that  there 
was  a  type  of  uterine  disease  which  affected  primarily  the  vessels 
of  that  organ  a  disease  characterized  by  grea.  thickening  and 
hyaline  deg  neration  of  the  middle  coats  of  the  vessels,  together 
with  irregular  thickening  of  the  intima.  These  changes  lead  to 
actu  1  occlusion  of  some  .  f  the  vessels  to  compensate  for  which 
new  vessels  can  be  found  in  the  process  of  formation.  Now 
such  uteri  are  found  to  be  associated  with  general  cardiovascular 
changes,  such  .  s  are  seen  in  Bright's  disease,  and  clinically 
give  rise  to  intractable  hemorrhage.  If  the  latter  be  treated  by 
curettage  the  scrapings  are  not  abundant  and  are  principally 
characterized  by  a  fibroblastic  invasion  starting  in  the  deeper 
layers  of  the  mucosa  and  working  outward.  This  leads  to 
fibrous  tissue  formation,  destruction  of  gland-tubes,  and  atrophy 
of  the  mucosa  itself.  Attention  has  been  drawn  to  this  condition 
not  only  by  Dr.  Goodall,  but  by  Dr.  Freeland  Barbour,  in  a 
paper  entitled,  "Climacteric  Hemorrhage  Due  to  Sclerosis  of 
the  Uterine  Vessels"  {Scottish  Med.  and  Surg.  Jour.  June,  1905), 
and  as  this  author  states,  the  only  remedy  for  the  hemorrhage  is 
removal  of  the  uterus.  Dr.  Lockyer  cited  a  similar  case  from 
his  own  practice  at  St.  Mary's  Hospital,  Plaistow,  and  it  was 
surprising  to  him  that  in  such  an  extensive  research  Dr.  Shaw 
had  not  met  with  this  condition.  Dr.  Lockyer  would  therefore 
like  to  hear  from  Dr.  Shaw  whether  he  regarded  every  case  of 
so-called  chronic  metritis  as  of  infective  origin,  or  if  he  would 
admit  the  entity  of  a  primarily  arteriosclerotic  uterus  occurring 
independently  of  any  source  of  infection  from  without. 

Dr.  Frank  E.  Taylor  said  that  he  had  been  much  impressed 
by  two  points  during  the  routine  pathological  examination  of 
gi  considerable  number  of  uteri,  similar  in  character  to  those 
described  by  Dr.  Donald  and  Dr.  Shaw,  which  had  been  removed 
on  account  of  excessive  and  intractable  hemorrhage.  The  first 
point  was  the  extreme  variability  of  the  histological  findings 
presented  by  the  various  specimens  examined,  some  uteri  pre- 
senting histological  features  which  differed  very  slightly  from 
those  of  normal   uteri,   whilst  others   presented  most  striking 
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changes,  especially  as  regards  the  thickness  of  the  vessel  walls 
in  the  myometrium.  All  the  intermediate  stages  were  likewise 
observed.  The  second  point  was  the  lack  of  a  normal  standard 
with  which  to  compare  the  conditions  found  in  chronic  metritis — 
as  to  what  amount  of  thickening  of  the  vessel  walls  in  the  myo- 
metrium could  be  considered  pathological  and  as  to  the  signifi- 
cance of  the  relative  proportion  of  fibrous  to  muscular  tissues 
present,  along  with  the  difficulty  of  definitely  ascertaining 
this  proportion. 

He  (Dr.  Taylor)  agreed  with  Mr.  Targett  that  a  priori  one 
would  expect  to  find  more  marked  changes  in  the  endometrium 
than  in  the  myometrium  in  uteri  causing  such  excessive  and 
persistent  hemorrhage,  but  in  the  majority  of  the  cases  ex- 
amined by  him,  the  changes  in  the  endometrium,  beyond  possibly 
some  hyperplasia,  were  usually  not  very  marked,  whilst  the 
myometrium  showed  more  definite  changes,  which  changes 
usually  consisted  in  great  thickening  of  the  vessel  walls.  It 
was,  he  considered,  an  extremely  difficult  matter  to  explain 
the  uterine  hemorrhages  on  the  ground  of  these  histological 
findings. 

Both  Dr.  Donald  and  Dr.  Shaw  had  laid  great  stress  on  the 
importance  of  infection  as  a  causative  factor  in  the  etiology 
of  chronic  metritis  and  had  mentioned  the  frequency  with 
which  the  symptoms  dated  from  a  confinement  or  miscarriage, 
presumably  septic.  Now  gonococcal  was  probably  as  frequent  as 
puerperal  infection  of  the  pelvic  viscera.  Hence  it  might  have 
been  expected,  if  infection  were  really  an  important  factor,  that 
a  history  of  gonococcal  infection  would  have  been  present  in  a 
certain  proportion  of  the  cases,  but  of  such  a  possible  origin 
neither  Dr.  Donald  nor  Dr.  Shaw  make  any  mention. 

Dr.  Donald  and  Dr.  Fletcher  Shaw  replied. 
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OBSTETRICS. 

Separation  of  the  Normally  Inserted  Placenta  in  the  Course 
of  Pregnancy. — Jules  Gaston  (Anji.  de  Gyn.  et  d'Obstet.,  Nov. 
1906)  gives  the  etiology  of  separation  of  the  normally  inserted 
placenta  in  the  course  of  pregnancy  as,  first,  anatomo-pathologic, 
due  to  the  fact  that  the  adherence  of  the  placenta  to  the  uterus 
is  greatest  at  the  fourth  month,  and  goes  on  decreasing  from 
that  time  to  full  term;  and  second,  clinical.  The  later  causes 
are  most  frequent,  and  of  most  importance;  albuminuria, 
with  the  accompanying  changes  in  the  blood;  traumatism 
from  without,  and  from  within  by  congestion,  or  sudden  efforts 
of  vomiting  and  coughing,  and  endometritis,  with  the  changes 
produced  in  the  uterine  mucous  membrane,  and  the  conse- 
quent abnormal  formation  of  the  decidua.  Syphilis,  tubercu- 
losis and  cardiac  affections  have  also  been  thought  to  stand  in 
etiological  relation  in  some  cases.  The  principal  symptoms 
are  those  of  internal  hemorrhage,  with  violent  and  continuous 
pains,  a  sensation  of  tearing  or  extreme  tension  in  the  abdomne, 
and  abnormal  volume  of  the  uterus,  accompanied  by  a  hardness 
like  wood  on  palpation.  A  hemorrhage  from  the  cervix  may 
be  found,  while  the  os  is  firm  and  undilated,  and  cerebral  symp- 
toms due  to  anemia  may  occur.  Examination  of  the  uterus 
post-mortem,  shows  poverty  of  vessels,  such  as  to  demonstrate 
a  defective  nutrition  of  the  decidua  amounting  to  necrosis. 
Near  the  serous  coat  a  slight  hemorrhage  infiltration  has  been 
observed  by  some,  tending  to  dissociate  the  muscular  fibers  of 
the  uterus.  Examination  of  the  placenta  shows  a  cavity  next 
to  the  uterus  full  of  clots,  surrounded  by  compressed  placental 
tissue.  Schickele  considers  as  very  important  circulatory 
disturbances  in  the  intervillous  spaces  near  the  decidua,  where 
there  originate  thromboses  which  may,  to  a  great  degree,  pre- 
vent the  arrival  and  departure  of  the  blood,  so  causing  bad 
nutrition  of  the  tissues.  Biancardi  says  that  the  most  im- 
portant alterations  are  in  the  decidua,  where  there  are  hemor- 
rhagic foci,  deposits  of  fibrin,  coagula  in  the  vessels,  leukocyte 
infiltration,  and  thickening  and  degeneration  of  the  decidua. 
The  author's  four  cases  all  had  albuminuria.  Two  placentae 
were  macerated.  In  the  others  there  were  thromboses  and  the 
decidual  cells  were  separated  by  a  fibrinous  intercellular  sub- 
stance. The  mechanism  of  the  separation  is  this:  hemorrhages 
are  produced  within  the  serotina,  which  destroy  the  surface 
of  the  decidua,  and  separate  from  the  uterus  the  relaxed  placen- 
tal tissue  corresponding  to  the  area.     The  uterine  vessels  are 
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opened  and  a  new  hemorrhage  is  caused.  A  slight  increase 
of  blood  tension  will  increase  the  separation  and  the  hemorrhage. 
Rare  Case  of  Tubal  Pregnancy. — Adam  Czyzewicz  {Zent. 
f.  Gyn.,  Dec.  15,  1906)  reports  an  unusual  case  of  tubal  preg- 
nancy, which  went  on  developing  up  to  the  end  of  the  nine 
months.  This  continued  development  the  author  believes 
to  have  been  due  to  the  fact  that  the  patient  had  never  had 
gonorrhea,  and  hence  the  walls  of  the  tube  had  never  been 
weakened  by  inflammation.  As  gonorrhea  is  one  of  the  most 
frequent  causes  of  extrauterine  pregnancy,  so  it  is  the  cause 
of  the  rupture  of  the  inflamed  and  weakened  tube.  In  this 
case  the  ovum  developed  in  the  center  of  the  tube,  and  the 
walls  had  become  sealed  together  early  in  the  pregnancy.  The 
cause  of  the  pregnane}^  being  in  the  tube  in  this  case  may  have 
been  that  the  impregnation  took  place  as  the  ovum  was  break- 
ing away  from  the  ovary,  and  the  ovum  developed  so  fast  that 
when  it  reached  the  tube,  it  was  too  large  to  pass  the  isthmus. 
The  patient  had  been  married  four  years.  Her  last  menstrua- 
tion occurred  in  the  middle  of  April.  In  September  the  move- 
ments of  the  child  were  felt.  In  December  the  patient  had 
a  fall,  and  one  week  later  the  movements  of  the  child  ceased, 
but  the  abdomen  remained  of  the  same  size.  At  the  end  of 
February  there  was  a  sudden  hemorrhage  from  the  vulva, 
which  lasted  three  weeks,  and  was  accompanied  by  pain  in  the 
.abdomen.  The  patient  consulted  the  author  in  the  following 
April,  one  year  after  menstruation  ceased.  When  the  opera- 
tion was  performed  the  diagnosis  lay  between  ovarian  cyst, 
uterine  myoma  and  extrauterine  pregnancy.  The  uterus 
was  small  and  hard,  and  to  the  left.  The  tumor  was  as  hard 
as  a  myoma.  It  was  not  adherent,  but  was  grown  to  the  ovarian 
ligament  so  that  the  latter  formed  a  part  of  the  sac.  On  the 
upper  surface  of  the  tumor  was  a  small  perforation,  through 
which  appeared  a  bundle  of  hair,  suggesting  a  dermoid  cyst. 
The  contents  of  the  tumor  were  a  fulh^  developed,  partly  macer- 
ated fetus,  the  cord  being  macerated,  and  a  thin  flat  placenta. 
There  was  no  amniotic  fluid.  Traces  of  the  tubal  wall 
could  be  distinctly  found  on  both  sides  of  the  sac,  which  reached 
the  horn  of  the  uterus.  No  rupture  of  the  tube  or  tubal  abortion 
had  occurred;  but  the  tubal  sac  had  gone  on  developing  and 
stretching  gradually  up  to  the  time  when  labor  should  have 
taken  place  normally.  This  continued  hypertrophy  of  the  tube 
was  due  to  its  normal  condition,  there  being  no  signs  of  infection. 
There  may  have  been  a  narrowing  of  the  tube,  so  that  the  ovum 
could  not  pass,  or  a  too  early  impregnation.  It  is  perfectly 
evident  that  there  was  some  sort  of  constriction  of  the  tube, 
which  ended  in  its  becoming  impervious  to  the  ovum.  The  per- 
foration of  the  sac  wall  was  above,  where  the  sac  was  thinnest, 
the  other  walls  being  protected  by  the  ovarian  ligament  and 
the  adnexa.     The  childjperished  as  a  result  of  the  injury  sus- 
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tained  by  the  patient,  or  of  the  small  amount  of  amniotic  fluid. 
The  latter  prevented  it  from  becoming    macerated. 

Influence  of  Aggressins  upon  Occurrence  of  General  In- 
fection after  Introduction  of  Pathogenic  Bacteria  into  the  Un- 
injured Genital  Tract. — Experiments  were  undertaken  by  C. 
B.  Towles  {Johns  Hopk.  Hosp.  Bull.  Dec.,  1906)  to  determine 
whether  a  general  or  a  local  reaction  could  be  produced  by  the 
introduction  of  pathogenic  bacteria  into  the  vagina  or  uterus  of 
animals  when  a  lesion  of  the  epithelial  wall  had  been  produced. 
Three  experiments  were  done  upon  adult  guinea-pigs,  two  pairs 
of  which  were  pregnant.  In  the  non-pregnant  pair,  the  animal 
which  received  aggressin  in  addition  to  the  infected  cotton,  died 
in  less  than  two  days,  showing  a  general  streptococcus  in- 
fection, while  the  other,  after  a  slight  reaction,  remained  alive 
and  well.  In  the  two  experiments  upon  pregnant  guinea- 
pigs,  the  animal  receiving  the  aggressin  fluid  in  addition  to  the 
infected  cotton  died  undelivered,  showing  a  general  infection 
with  streptococcus;  while  those  not  receiving  the  aggressin 
remained  alive  and  well  until  delivered,  except  in  one  case,  in 
which  the  guinea-pig  sustained  a  severe  injury.  Several  con- 
trol experiments  also  gave  negative  results.  Two  of  the  ex- 
periments were  done  on  half-grown  guinea-pigs.  All  four  of 
these  animals  died ;  but  those  which  had  received  the  aggressin 
died  twenty-four  and  thirty  hours  earlier  than  the  control 
animals.  From  these  results  it  seems  permissible  to  conclude: 
(i)  That  animals  can,  under  special  conditions,  t  e.,  with  a 
very  virulent  organism,  in  very  young  animals  or  after  the 
addition  of  aggressin,  receive  general  infection  from  strepto- 
cocci introduced  into  the  uninjured  vagina  and  uterus.  (2)  That 
in  adult  guinea-pigs,  whether  pregnant  or  not,  a  general  infection 
cannot  be  produced  by  the  mere  presence  of  streptococcus,  how- 
ever virulent,  in  the  uninjured  vagina  or  uterus;  on  the  other 
hand,  the  subcutaneous  injection  of  aggressin  fluid,  associated 
with  the  introduction  of  bacteria,  promptly  results  in  general 
infection  and  death,  no  matter  whether  the  animal  be  pregnant 
or  not.  (3)  That  a  young  guinea-pig  may  contract  a  general 
infection,  and  die  from  the  mere  presence  of  streptococcus  in 
the  vagina  and  uterus,  but  that  death  occurs  much  more  rapidly 
if,  in  addition,  aggressin  fluid  be  injected  subcutaneously. 

Protection  and  Repair  of  the  Perineum. — K.  Apfelstedt  {Bed. 
klin.  Woch.,  Nov.  20,  1906)  brings  forward  a  new  method  of 
protection  of  the  perineum  during  labor.  The  author  believes 
that  the  muscles  of  the  pelvic  floor  sustain  not  a  passive  but  an 
active  rdle  in  the  descent  of  the  head.  When  ihe  head  enters  the 
pelvic  outlet  they  direct  the  head  forward  and  prevent  too  great 
thinning  of  the  soft  parts  of  the  perineum,  which  in  cases  of 
weak  muscles  must  be  torn  through  in  the  center.  While  the 
head  is  pressed  downward  and  backward  by  the  uterine  and 
abdominal   forces   the   pelvic   floor   directs   the   head   forward. 
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The  reqmsite  forces  are  uterine  contraction,  abdominal  pressure 
and  contraction  of  the  pelvic  floor.  Elasticity  of  the  floor  is  not 
sufficient.  The  changed  direction  taken  by  the  head  in  the  outlet 
is  from  above  forward,  instead  of  backward.  At  the  moment 
when  the  greatest  circumference  of  the  head  is  surrounded  by 
the  vulva  the  levator  pulls  the  soft  parts  over  the  head  by  an 
active  contraction  of  its  fibers.  Pressure  against  the  perineum 
while  the  forehead  is  under  the  promontory  and  the  back  of  the 
head  under  the  symphysis,  or  pressure  against  the  part  of  the 
head  that  is  born,  interferes  with  the  forces  of  nature  and  the 
mechanism  of  labor.  Pressure  from  without  empties  the  tissues 
of  blood  and  makes  them  tear  more  easily.  The  double  pres- 
sure, internal  and  external,  hinders  the  contraction  of  the 
perineum  and  a  false  movement  of  the  head  results.  Holding 
the  head  back  is  unphysiological.  Rupture  occurs  not  only 
when  the  head  passes  the  vulva  too  quickly,  but  also  when 
the  tissues  are  stretched  to  their  utmost,  too  long.  The  author 
has  for  seven  years  had  a  service  in  which  only  primiparae 
are  delivered,  and  he  has  successfully  made  use  of  his  method 
of  protection  of  the  perineum  in  this  service.  The  patient  lies 
on  the  back  with  knees  spread.  The  accoucheur  sits  on  the  side 
of  the  bed  to  left  of  the  patient,  supported  on  the  left  forearm. 
The  points  of  four  fingers  of  the  left  hand  lie  behind  the  per- 
ineum, two  on  each  side  of  the  opening.  Four  fingers  of  the 
right  hand  lie  with  the  points  in  the  fork  between  the  back  of 
the  head  and  the  pubis.  At  each  pain  the  right  fingers  press 
the  soft  parts  under  the  symphysis  back  so  as  to  reach  the 
neck  of  the  child  without  pressing  the  head  up.  The  fingers  of 
the  left  hand  endeavor  to  grasp  the  forehead  so  as  to  aid  the 
pressure  from  above  during  the  contraction,  the  two  hands 
controlling  the  motions  of  the  head  between  them,  and  lifting 
the  head  upward  and  forward  in  the  direction  of  the  pelvic  out- 
let. As  the  head  descends  the  left  fingers  pass  over  the  face 
toward  the  chin  and  the  right  into  the  neck,  and  as  the  head 
passes  out  rotation  of  the  shoulders  is  facilitated.  This  method 
is  physiological,  aseptic,  rational  and  practical.  Pressure  on 
the  soft  parts  under  the  pubes  facilitates  the  passage  of  the 
occiput,  while  elevation  of  the  head  from  the  perineum  aids 
the  muscles  of  the  pelvic  floor,  and  pressure  on  the  inner  surface 
of  the  perineum  is  lessened.  Repair  of  the  ruptured  perineum 
has  often  given  unfavorable  results,  and  the  author  recom- 
mends a  new  method  of  repair  immediately  after  labor,  which 
may  be  accomplished  without  assistance  and  generally  without 
narcosis,  and  results  in  a  complete  healing  of  the  rupture  of 
whatever  degree.  After  disinfection  of  the  soft  parts  the 
sutures  are  passed  in  a  heart-shaped  direction,  sutures  beginning 
in  the  inner  angle  of  the  wound,  and  passing  outward  both 
ways  toward  the  mucous  membrane  of  the  vulva.  Silkworm 
gut  is  used  and  the  sutures  are  threaded  with  needles  at  both 
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ends.  Every  suture  enters  in  the  inner  angle  of  the  wound 
and  comes  out  very  near  the  margin  of  the  mucous  membrane, 
pursuing  a  curved  course  deeply  through  the  tissues.  The 
upper  suture  is  deepest  and  takes  in  the  sphincter  and  the 
mucous  membrane  of  the  rectum.  The  suture  must  pass  through 
the  inner  walls  of  the  sphincter.  The  sutures  are  not  parallel, 
but  slope  toward  the  outer  edge  of  the  wound.  The  innermost 
is  nearly  horizontal,  the  outer  forms  a  decided  angle  in  the 
perineum.  All  the  sutures  are  tied  after  all  are  passed,  the 
sides  of  the  wound  being  firmly  pressed  together.  The  middle 
suture  is  tied  first,  and  then  the  others  are  tied  in  both  directions, 
not  cut  off,  and  the  ends  are  knotted  together.  A  vaginal 
rupture  is  sutured  in  the  same  way,  the  highest  suture  being 
passed  first.  The  first  passage  occurs  on  the  fourth  day  and 
on  the  seventh  the  sutures  are  removed.  The  heart-shaped 
suture  guarantees  exact  coaptation  of  the  parts.  The  perineum 
is  higher  than  normal,  which  is  no  disadvantage.  The  operation 
is  much  less  painful  than  others,  as  piercing  of  the  skin  only  is 
painful,  and  the  needle  is  passed  quickly  through  it  and  as 
near  as  possible  to  the  wound  surface  where  the  skin  is  benumbed. 
The  author  has  practised  this  method  for  twelve  years. 

Pubiotomy.— Gigli  {La  Riforma  Med.,  Dec.  8,  1906)  says  that 
he  has  arrived  at  the  method  of  cutting  the  pelvic  ring  in  the 
most  favorable  portion,  so  as  to  secure  the  qmckest  heaHng, 
the  minimum  of  danger  of  infection  and  the  most  favorable 
prognosis.  He  hopes  to  be  able  to  convince  his  colleagues  that 
by  pubiotomy  this  was  the  case,  and  to  induce  them  to  desist 
from  performing  an  operation  that,  like  symphyseotomy,  exposes 
the  woman  to  grave  dangers  and  has  no  reason  for  its  existence. 
He  reports  300  cases  of  operation  by  his  method,  in  which  the 
mortality  had  been  lowered  to  three  per  cent.,  and  if  one  omits 
the  cases  that  were  infected  when  the  operation  took  place 
one  finds  the  mortality  reduced  to  absolutely  nothing.  He 
believes  that  we  have  arrived  at  a  new  era  in  obstetrics,  begin- 
ning with  this  important  and  precious  modern  discovery. 

Technic  of  and  Indications  for  Pubiotomy. — W.  Zange- 
meister  {Zent.  f.  Gyn.,  Dec.  i,  1906)  prefers  the  method  of  intro- 
ducing the  needle  in  pubiotomy  from  below  upwards,  as  being 
safest  because  it  is  much  easier,  especially  in  fat  women,  to 
direct  the  needle  by  means  of  feeling  from  below.  The  injury 
of  the  corpus  cavernosum  of  the  clitoris  and  the  veins  is  avoided 
best  in  passing  from  below,  and  there  is  less  hemorrhage,  since 
the  needle  approaches  only  the  vessels  lying  directly  against 
the  bone.  It  is  more  difficult  to  direct  the  needle  from  above 
in  such  a  way  as  to  avoid  all  the  structures  that  may  be  injured. 
It  is  important  to  draw  the  soft  parts  of  the  vulva  toward  the 
opposite  side  on  account  of  the  slighter  hemorrhage  and  les- 
sened danger  of  infection  from  the  genitals.  The  author  prefers 
the  needle  of  Bumm  to  that  of  Seeligmann  because  it  is  more 
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slender  and  makes  a  smaller  wound,  and  is  more  curved,  so 
that  it  is  easier  to  pass  around  the  symphysis.  No  protection 
is  needed  for  the  saw  when  passed,  as  injury  b}'  the  thin  chain 
saw  is  almost  impossible.  The  only  faults  to  be  found  with 
Bumm's  needle  are  that  it  is  unnecessarily  sharp  and  it  is  a 
little  too  short  to  be  easily  brought  out  in  fat  women.  The 
nearer  to  the  symphysis  one  can  pass  the  needle  the  better,  since 
this  is  the  thinnest  portion  of  the  bone  and  will  be  most  easily 
sawed.  The  subcutaneous  method  is  greatly  to  be  preferred, 
on  account  of  the  small  danger  of  infection  and  the  ease  of 
operation.  Such  an  operation  may  easily  be  done  in  general 
practice  at  the  patient's  house.  The  aim  of  pubiotomy  is  to 
obtain  a  normal  labor  without  any  operation  to  deliver.  At 
the  same  time  there  are  many  cases  in  which  the  delivery  must 
be  hastened  on  account  of  bad  symptoms  of  mother  or  child. 
When  it  is  not  advisable  to  wait  for  nature  version  and  ex- 
traction is  to  be  preferred  to  forceps.  Indications  for  imme- 
diate delivery  are  inertia  uteri  and  the  habitual  bearing  of  dead 
children.  If  the  child's  heart  is  bad,  meconium  is  passed,  or  a 
high  contraction  ring  forms  delivery  must  be  hastened.  In 
contracted  pelves  version  and  extraction  may  preserve  the 
life  of  a  child  who  would  die  from  compression  of  the  head 
in  normal  delivery. 

Influence  of  Early  Rupture  of  the  Membranes  on  the  Course 
of  Labor. — Caliri  {La  Rij.  Med.,  Dec.  8,  1906)  has  examined 
the  histories  of  1,770  cases  of  pregnancy  at  the  clinic  in  Milan. 
Of  these,  in  968  the  membranes  ruptured  atr  complete  dilatation; 
in  the  remainder  of  the  cases  the  rupture  was  premature.  His 
conclusions  are  given  thus :  i .  Early  rupture  of  the  membranes 
does  not  increase  the  dangers  of  the  puerperium.  2.  The  mor- 
tality in  the  puerperium,  if  it  appears  to  be  greater  in  the  case 
of  rupture  before  complete  dilatation,  cannot  be  attributed 
to  premature  rupture,  but  to  the  operations  frequently  indicated 
by  other  conditions,  by  which,  in  general  premature  rupture 
of  the  membranes  is  caused.  He  asserts  that  the  duration  of 
labor  is  the  same  as  it  is  with  rupture  at  the  time  of  complete 
dilatation,  when  no  other  cause  operates  to  make  it  longer. 

Causes  and  Effects  of  Twisting  of  the  Cord  About  the  Neck 
of  the  Fetus. — Teobaldi  Soli  {Ann.  di  Ost.  e  Gin.,  Oct.,  1906) 
reviews  570  cases  of  twisting  of  the  cord  about  the  neck  of  the 
fetus  that  are  recorded  at  the  Maternity  Hospital  at  Turin.  As 
to  the  etiology  of  the  condition  he  concludes  that  the  pricipal 
causes  are  deficient  development  of  the  fetus,  too  much  am- 
niotic fluid,  and  exaggerated  movements  of  the  fetus.  Pre- 
disposing causes  are  primiparity  and  length  of  the  cord.  The 
condition  is  most  frequent  in  posterior  positions  of  the  fetus. 
The  size  of  the  pelvic  basin  has  no  great  influence  upon  it. 
The  more  numerous  the  turns  about  the  neck,  the  worse  the  re- 
sults for  the  fetus.     The  author  has    found  from  one  to  eight 
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turns.  Marked  development  of  the  fetus  is  unfavorable. 
So  are  primiparity  and  pelvic  deformities,  because  they  delay 
labor  and  favor  compression  of  the  cord.  The  shortness  of 
the  cord  due  to  the  twisting  is  unfavorable  to  the  child.  Com- 
pression of  the  cord  and  interruption  of  the  circulation  are  the 
dangers.  Face  presentation  is  very  unfavorable.  The  treat- 
ment of  the  condition  is  rapid  termination  of  labor  by  artificial 
means,  in  the  interest  of  the  child. 

Prevention  of  Puerperal  Mastitis. — A.  Doderlein  {Zent.  f. 
Gyn.,  Dec.  8,  1906)  recommends  the  use  of  Gaudenin's  solution 
of  rubber  in  benzine  to  be  painted  over  the  nipple  and  areola  of 
the  nursing  woman.  The  area  is  then  powdered  with  sterilized 
talc  or  meal,  and  an  elastic  covering  is  formed  that  is  quite  en- 
during. It  may  be  washed  with  warm  water  or  alcohol,  as  it 
is  soluble  only  in  benzine  or  ether.  The  author  has  used  it  in 
200  cases  as  a  preventive  to  cracks  and  fissures  and  the  mastitis 
that  often  results  from  these.  The  infant  does  not  object  to  the 
taste,  and  nurses  cosily,  or  a  small  glass  nipple  may  be  placed 
over  the  breast.  Any  germs  that  may  be  on  the  brush  when 
the  solution  is  painted  on  die  in  a  few  days,  since  the  solution 
contains  i  per  cent,  of  formalin.  The  breast  is  disinfected 
and  dried  before  applying  the  solution.  This  solution  has  been 
found  of  great  service  in  abdominal  operations,  to  increase 
asepsis.  The  author's  laparotomy  patients  are  now  able  to 
be  up  on  the  third  or  fourth  day,  so  rapid  is  the  healing  of  the 
wound.  It  is  of  the  greatest  use  in  severe  carcinoma  opera- 
tions; also  to  prevent  erosion  of  the  skin  by  irritating  secre- 
tions, as  in  urinary  and  fecal  fistulae. 

New  Method  of  Treatment  of  Severe  Eclampsia. — Albert 
Sippel-Frankfurt  {Berl.  med.  Woch.,  Dec.  3,  1906)  recom- 
mends decapsulation  of  the  kidneys  or  incision  of  the  capsule 
in  severe  cases  of  puerperal  eclampsia,  in  which,  after  delivery, 
the  coma  and  convulsions  continue.  In  these  cases  practically 
no  harm  can  be  done  the  patient,  since  death  is  certain  if  the 
condition  is  not  relieved.  No  blame  can  be  placed  on  any 
treatment  that  gives  any  hope  of  relief.  The  author  believes 
that  the  bad  condition  of  the  kidneys  which  causes  the  con- 
vulsions to  persist,  is  due,  in  great  part,  to  the  obstruction  of 
the  general  circulation  and  to  the  circulation  of  the  kidney  it- 
self during  the  convulsions.  This  increased  pressure  is  not 
relieved  after  labor  is  completed,  and  something  must  be  done 
at  once  to  relieve  it.  In  such  instances  the  author  would  incise 
the  capsule  of  the  kidney  and  relieve  this  abnormal  pressure. 
The  operation  has  been  successful  in  four  cases.  It  should 
not  be  applied  to  every  case,  since  many  are  relieved  by  ordinary 
measures,  but  should  be  confined  to  the  serious  and  hopeless 
cases,  in  which  the  coma  or  convulsions  continue  without 
relief  from  other  means. 
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Fifty  Cases  of  Cesarean  Section. — J.  W.  Markoe  and  Asa  B. 
Davis,  attending  surgeons  to  the  Lying-in  Hospital  of  the  City 
of  New  York  {Lying-in  Hospital  Press)  report  these  cases  with 
a  brief  of  the  technic  employed,  as  follows:  Before  anesthetics 
were  in  general  use,  it  was  the  natural  endeavor  of  the  surgeon 
to  perform  all  operations  as  rapidly  as  possible  in  order  that 
the  suffering  might  be  minimized;  but,  with  the  introduction 
of  anesthetics  and  trained  anesthetists  such  haste,  became 
unwarranted.  It  is  probable  that  this  applies  more  strongly 
to  Cesarean  section  than  to  all  other  abdominal  operations; 
for,  as  a  rule,  the  patient  is  in  normal  condition  and  not  wasted 
by  disease,  and  is  thus  better  able  to  withstand  the  shock  of 
operation.  Even  in  the  case  of  those  women  who  are  suffering 
from  the  effects  of  acute  hemorrhage,  as  in  placenta  previa, 
or  concealed  hemorrhage,  it  is  far  safer  to  carry  out  the  technic 
of  the  operation  with  deliberation  and  at  a  rate  of  speed  which 
would  be  naturally  adopted  for  the  execution  of  any  other 
ordinary  abdominal  operation;  for  loops  of  intestine  are  in 
danger  of  being  cut  through  and  wounds  have  even  been  in- 
flicted upon  the  child  when  the  more  rapid  method  of  cutting 
directly  through  the  abdominal  wall  into  the  uterine  cavities 
has  been  adopted.  The  results  sought  for  in  this  operation 
should  be:  For  the  mother,  emptying  the  uterus  with  the  least 
possible  interference  and  mutilation  and  with  the  greatest  regard 
for  the  safe  closure  of  the  abdominal  and  uterine  wounds  by 
primary  union;  progressive  involution  and  normal  replacement 
of  the  uterus  with  unrestricted  mobility.  For  the  child :  Prompt 
delivery  without  injury.  The  guiding  principles  in  this  opera- 
tion differ  in  no  way  from  those  which  control  the  operations 
of  the  general  surgeon.  Experience  leads  to  the  belief  that  the 
best  restdts  are  to  be  obtained  by  the  following  procedure:  If 
the  patient  is  under  observation  and  not  an  emergency  case, 
she  is  allowed  to  go  into  labor,  thus  giving  probable  assurance 
that  the  child  is  full  term.  A  vaginal  douche  of  normal  salt 
solution,  or  as  in  the  case  of  suspected  vaginal  infection,  cor- 
rosive sublimate  solution  is  given.  Anesthesia  with  chloroform 
or  ether  is  carried  to  the  surgical  degree.  With  the  patient  in 
the  dorsal  position,  the  abdomen  is  scrubbed  with  green  soap 
and  water  and  washed  with  a  solution  of  corrosive  sublimate, 
then  with  ether  or  alcohol,  and  lastly  with  sterile  water.  Dry 
sterile  protecting  drapings  are  applied.  The  abdomen  is  opened 
by  a  median  incision  wholly  above  the  umbilicus  and  long 
enough  to  permit  easy  delivery  of  the  child;  usually  10  to  12  cm. 
is  found  to  be  sufficient.  Bleeding  points  in  the  abdominal 
wall  should  be  controlled.  The  uterine  fundus  is  found  directly 
under  this  wound.  If  the  uterus  is  twisted  upon  its  long  axis 
it  should  be  manually  readjusted  so  that  its  anterior  wall  faces 
directly  forward.  The  abdominal  cavity  is  walled  off  with 
three  or  four  gauze  pads  wet  in  salt  solution,  leaving  a  small 
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portion  of  the  fundus  of  the  uterus  the  only  viscus  exposed  to 
view.  A  competent  assistant  makes  a  continuous  pressure 
through  the  abdominal  walls  with  his  hands,  so  regulating  this 
pressure  that  the  uterus  during  the  process  of  being  emptied 
and  closed  is  held  tightly  against  the  abdominal  opening.  The 
uterus  is  opened  by  median  incision  on  its  anterior  surface, 
carried  well  up  to  the  top  of  the  fundus  and  a  little  longer  than 
the  abdominal  opening.  If  the  placenta  is  located  under  this 
wound  it  is  better  to  cut  or  tear  directly  through  it  and  dehver 
the  child  rapidly.  Where  possible  the  membranes  should  be  kept 
intact  and  the  hand  swept  quickly  between  them  and  the  uterine 
wall  so  that  later,  when  the  uterus  has  contracted,  there  need 
not  be  dangerous  delay  in  removing  adherent  membranes. 
The  hemorrhage  sometimes  comes  from  large  sinuses  in  the 
uterine  wall,  and  in  such  cases  the  appHcation  of  a  few  clamps 
will  control  it,  and  they  should  be  used  before  proceeding 
further.  In  other  cases  the  hemorrhage  is  diffuse  and  it  is 
a  waste  of  valuable  time  to  attempt  to  check  it.  The  authors 
beheve  that  the  administration  of  ergot  before  the  operation, 
as  suggested  by  Olshausen,  is  a  very  good  plan.  The  operator 
should  proceed  to  deliver  the  child  quickly  but  deliberately 
by  breech  extraction,  grasping  the  foot  w^hich  presents  first, 
or,  in  the  case  of  breech  presentation,  doing  a  version  and  then 
following  step  by  step,  as  in  breech  extraction,  from  below.  The 
cord  is  clamped  in  two  places  and  cut,  and  an  assistant  takes 
the  child  from  the  room  and  attends  to  the  establishing  of 
respiration,  the  operator  giving  undivided  attention  to  the 
mother.  The  uterus  is  qmckly  emptied  of  placenta  and  mem- 
branes and  interrupted;  deep  sutures  of  chromic  catgut  down 
to  the  mucosa  are  placed  two  centimeters  apart  in  the  uterine 
wound,  each  sutiu-e  being  tied  as  soon  as  laid,  thereby  checking 
the  hemorrhage.  The  assistant  may  now  relax  abdominal 
pressure,  and  the  closure  of  the  uterine  wound  is  completed 
by  a  continuous  suture  of  catgut,  drawing  the  peritoneum  over 
and  burying  the  deep  sutures.  The  peritoneum  closes  rapidly, 
leaving  no  raw  surfaces  where  adhesions  may  form  and  acting 
as  an  added  safeguard,  if  by  chance  any  of  the  deep  sutiures  should 
give  way.  The  anterior  surface  of  the  uterus  is  cleansed  with 
gauze  pads  moistened  in  normal  salt  solution.  The  abdominal 
pads  are  removed  and  the  completion  of  the  operation  is  the 
same  as  in  any  abdominal  section,  and  according  to  the  method 
adopted  by  the  individual  operator.  As  soon  as  the  patient 
has  fairly  recovered  from  the  anesthetic  the  head  of  the  bed 
should  be  raised  enough  to  give  it  a  decided  incline,  thus  favor- 
ing uterine  drainage  and  the  sinking  down  of  the  uterus  toward 
the  pelvis  and  away  from  the  abdominal  wound.  The  dis- 
tinguishing merits  of  this  procedirre  are:  That  the  long  abdom- 
inal wound  is  done  away  with.  The  uterus  is  not  delivered 
from  the  abdomen  and  intraabdominal   manipulation  and  ex- 
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posure  are  niiiiimized,  and  the  shock  which  is  synchronous 
with  the  delivery  of  the  uterus  is  avoided.  The  short  median 
incision,  whoUy  above  the  umbiHcus,  does^niuch  less  injury  to 
the  abdominal  wall  and  subsequent  ventral  hernia  is  less  likely 
to  occur,  because  the  wound  is  short,  away  from  the  more  de- 
pendent part  of  the  abdomen  of  a  parous  woman,  subjected 
to  less  pressure,  and  is  better  supported  by  the  recti  muscles 
as  they  approach  their  upper  attachments.  When  the  operation 
is  finished  the  uterine  wound  and  the  abdominal  wound  are  not 
in  contact,  for  the  emptied  uterus  takes  a  position  below  the 
umbilicus,  and  if  the  peritoneum  is  closed  over  the  uterine  wound 
there  are  no  raw  surfaces  to  come  in  contact;  adhesions  do  not 
take  place;  involution  goes  on  almost  as  rapidly  as  in  the  case 
of  normal  delivery  and,  eventually,  the  uterus  assumes  the 
position  of  ante  version  in  the  pelvis,  without  adhesions  and 
in  no  way  restricted  as  to  its  normal  mobility.  Where  primary 
union  takes  place  in  the  abdominal  wound  the  cicatrix  shrinks 
to  one  of  about  six  to  eight  centimeters  in  length.  In  a  properly 
equipped  hospital,  with  modern  aseptic  methods,  the  Cesarean 
operation  has  a  very  low  mortality  when  performed  upon  women 
who  are  not  already  infected  and  in  whom  no  serious  compli- 
cations exist.  In  the  fifty  Cesarean  operations  reported, 
six  of  the  mothers  failed  to  survive.  Four  of  the  forty- 
one  were  performed  in  ordinary  tenement  houses  where  the 
surroundings  were  of  the  most  squalid  character.  Of  the  six 
fatal  cases,  three  were  septic  before  operation  was  begun.  One 
died  from  acute  exacerbation  during  labor  of  a  chronic  paren- 
chymatous nephritis ;  one  from  the  shock  of  hysterectomy  added 
to  Cesarean  section  and  one  from  peritonitis,  the  infection  in 
this  case  having  found  entrance  through  the  opening  in  the 
uterine  wound  (the  peritoneum  not  having  been  brought  over 
the  deep  sutures)  by  the  pulling  out  of  one  of  the  uterine  sutures 
which  had  been  accidentally  caught  in  the  uterine  gauze  packing. 

Temperature  Occurring  During  the  Puerperium. — George 
H.  Ryder  {Surg.  Gyn.  and  Obst.,  Jan.)  gives  ten  causes  of  fever 
as  follows:  The  reactionary  temperature  immediately  after 
labor,  that  is  within  twenty-four  hours  and  dropping  almost 
immediately  to  normal.  For  this  no  treatment  is  required. 
On  the  third  or  fourth  day  there  may  be  a  rise  of  temperature 
due  to  distended  breasts.  This  calls  for  softening  of  the  breasts 
by  massage  and  expression  of  the  milk,  emptying  of  the  bowels 
by  saline  purges,  the  apphcation  of  ice  and  the  restriction  of 
fluids. 

The  temperature  due  to  mastitis  comes  on  usually  about 
the  eighth  day  or  later.  There  may  be  a  sudden  rise  of  tem- 
perature, often  preceded  by  a  chill;  there  is  a  tender  lump 
in  one  breast.  The  treatment  is,  in  the  main,  that  of  dis- 
tended breasts.  The  lump  must  be  entirely  massaged  out,  the 
breast  being  massaged  and  the  milk  expressed  every  two  hours. 
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If  the  temperature  remains  high  after  forty-eight  hours,  or 
rises  again  after  this,  it  usually  indicates  the  formation  of  pus. 
The  affected  part  becomes  brawny  and  massage  gives  the  most 
intense  agony.  Prompt  incision,  radiating  from  the  nipple,  and 
a  tight  binder,  to  dry  up  the  breast,  is  the  treatment. 

Temperature  due  to  pyelitis  is  irregular  in  character,  run- 
ning from  101°  F.  to  104°  F.  Examination  of  the  uterus, 
lochia  and  breasts  shows  them  to  be  normal.  Complaint  is  made 
of  pain  over  the  kidney,  usually  the  right,  and  examination 
shows  marked  tenderness  here,  with  acid  urine  full  of  pus- 
cells  and  bacteria.  The  treatment  consists  in  fluid  diet,  large 
drafts  of  water  and  urotropin,  which  generally  give  quick  re- 
lief. 

Temperature  due  to  puerperal  toxemia,  this  term  being  used  to 
include  those  cases  where  there  is  an  absorption  of  toxins  from 
the  uterus.  The  toxemia  due  to  simple  retention  may  come 
on  at  any  time.  Examination  shows  the  uterus  large  and 
softer  than  it  should  be,  the  lochia  somewhat  scant,  and  at 
times  with  a  foul  odor.  The  uterus  must  be  emptied;  for  this 
a  gentle  irrigation  of  the  uterine  cavity,  with  hot  saline  solution 
will  be  sufficient  in  some  cases,  in  others  it  will  be  necessary 
to  remove  the  cause  by  the  hnger,  or  blunt  curette.  If  the  re- 
tention is  due  to  antiflexion  or  retroflexion,  this  must  be  cor- 
rected first,  then  the  uterus  cleansed. 

The  temperature  from  septicemia  occurs  at  any  time  during 
the  puerperium,  the  earlier  the  rise,  as  a  rule,  the  severer  the 
infection. 

The  infection  here  has  passed  through  and  beyond  the  uterus, 
and  we  find  little  local  evidence  of  trouble.  Local  treatment 
is  of  no  value.  Hot  vaginal  douches,  with  ice  bag  to  the 
fundus,  may  be  of  use  in  improving  the  tone  of  the  uterus. 
The  chief  reliance  must  be  placed  on  general  treatment,  stimu- 
lation, nourishment  and  rest.  The  prognosis  depends  entirely 
on  the  severity  of  the  infection  and  the  resistance  of  the  patient. 
We  also  have  temperatures  from  outside  the  uterus,  as  sal- 
pingitis, pelvic  cellulitis,  and  milk  leg. 

Bloody  Methods  of  Rapid  Dilatation. — Rudolph  Wieser 
Holmes  {Surg.  Gyn.  and  Obst.,  Dec.)  believes  the  adaptation  of 
colpotomy  and  trachelotomy  to  obstetric  surgery,  as  vaginal 
Cesarean  section,  is  one  of  the  greatest  advances  of  recent 
times.  Vaginal  Cesarean  section  is  almost  indispensable  in  cer- 
tain cases  of  true  cervical  rigidity.  In  the  absence  of  com- 
plications, expectancy,  aided  by  hystereurysis,  should  be 
precursors  of  the  major  operation. 

In  the  presence  of  grave  contributory  complications,  as 
eclampsia,  heart  disease,  etc.,  complicated  by  cervical  rigidity, 
the  operation  is  indicated.  Evident  encroachment  of  cancer  into 
contiguous  tissues  should  be  held  a  contraindication  to  the 
radical  vaginal  procedure.     Rarely  will  vaginal  section  be  the 
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operation  of  election  in  fibroids  blocking  the  pelvis  in  labor. 
The  abdominal  route  probably  will  continue  to  be  the  method 
of  choice.  Eclampsia,  per  se,  is  not  an  indication  for  vaginal 
Cesarean  section.  If  the  cervix  is  uneffaced,  or  if  it  is  rigid, 
then  the  operation  becomes  a  clinical  necessity.  Vaginal 
Cesarean  section  is  an  irrational  procedure  in  placenta  prsevia, 
and  nearly  so  in  ablatio  placentae.  A  placenta  previa,  with 
a  placental  site  on  the  posterior  wall,  with  a  rigid  os,  in  the 
absence  of  hemorrhage,  might  be  an  indication  for  vaginal 
section. 

The  most  approved  technic  includes  anterior  and  posterior 
incisions,  version,  immediate  removal  of  the  placenta,  repair, 
with  tamponade,  if  necessary.  The  dangers  of  the  operation 
are  real  and  comprise  injuries  to  the  bladder,  tearing  of  the 
uterus,   and   hemorrhage. 

Bloodless  Methods  of  Artificial  Dilatation  of  the  Cervix. — 
Henry  F.  Lewis  {Surg.  Gyn.  and  Obst.,  Dec.)  finds  in  the  Cham- 
petier  de  Ribes  bag,  or  the  Voorhees  bags,  a  method  of  fairly 
rapid  dilatation,  which  is  as  near  the  physiological  as  possible. 
The  danger  here  comes  only  when  undue  haste  or  traction 
are  employed.  In  the  vast  majority  of  cases  where  rapid 
dilatation  is  indicated,  haste  and  roughness  can  do  as  little  harm 
as  in  any  other  method.  In  placenta  prasvia  it  is  the  best 
method.  The  bag  compresses  the  lower  segment  to  prevent 
hemorrhage  and,  when  the  full-sized  one  is  delivered,  the  pre- 
senting part  usually  comes  down  far  enough  to  take  its  place  as 
a  tampon;  and  the  os  is  sufficiently  dilated  to  allow  the  ap- 
plication of  forceps  or  other  obstetric  methods. 

The  bimanual  dilatation,  performed  under  proper  precau- 
tions, with  educated  fingers,  and  without  undue  roughness  or 
haste,  is  most  useful  for  the  great  majority  of  cases  where  as 
quick  a  delivery  as  can  safely  be  accomplished  is  demanded. 

The  writer  believes  the  advocates  of  the  branching  metallic 
dilators,  especially  the  Bossi  type,  have  not  made  out  a  case. 
All  the  instruments  are  complicated,  are  dangerous  as  carriers 
of  infection.  It  is  impossible  to  have  an  adequate  idea  of  how 
much  force  is  being  exercised.  More  lesions  follow  the  method 
of  Bossi  than  follow  labors  where  that  method  is  not  employed. 
Carcinoma  Cervicis  Uteri. — ^John  A.  Sampson  (/.  H.  H.  Bui., 
Jan.)  believes  that  squamous  cell  carcinoma  of  the  vaginal  por- 
tion of  the  cervix  and  of  the  everting  variety  is  among  the 
most  favorable  types  of  growth,  invading  the  surrounding 
tissue  slowly  and  soon  giving  rise  to  S3^mptoms.  It  is  so  sit- 
uated and  of  such  an  appearance  and  structure  that  it  may 
be  easily  diagnosed  on  inspection  or  palpation.  The  inverting 
type  of  squamous  cell  carcinoma  of  the  vaginal  cervix  is  ap- 
parently the  most  frequent  type  of  the  squamous  cell  variety 
it  is  apparently  as  malignant  or  even  more  malignant  than  the 
same  variety  arising  within  the  canal,  for  it  spreads  by  directly 
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invading  the  deep  tissues  of  the  cervix  rather  than  by  extending 
over  the  surface.  It  soon  reaches  the  parametrium  and  metas- 
tasis may  occur  even  before  the  latter  has  become  invaded  by 
the  tumor.  This  type  of  growth  is  an  unfavorable  one.  The 
symptoms  may  appear  early  or  late,  depending  on  how  soon 
necrosis  appears  and  its  extent.  We  are  unable  to  make  a 
definite  prognosis  from  the  history,  or  clinical  or  pathological 
examinations.  Squamous  cell  carcinoma  of  the  cervical  canal 
has  one  very  important  clinical  feature  to  be  emphasized,  and 
that  is  the  induration,  retraction,  and  puckering  of  the  vaginal 
portion  of  the  cervix  caused  by  the  growth  invading  from  above. 
Adenocarcinoma   is  the  most  malignant  form  of  uterine  cancer. 

The  Stem  Pessary  for  Amenorrhea  and  Dysmenorrhea. — J.  H. 
Carstens  {Jour.  A.  M.  A.,  Dec.  29)  believes  the  stem  pessary 
will  generally  cure  amenorrhea  after  all  other  methods  have 
failed.  It  will  develop  an  infantile  uterus,  enlarge  a  pre- 
maturely atrophied  one,  and  restore  a  superinvoluted  womb 
to  a  normal  condition.  It  will  cure  most  cases  of  intractable 
dysmenorrhea,  when  no  special  pathologic  condition  can  be 
found.  If  worn  for  six  months  or  a  yeax  it  sometimes  cures 
sterility.  All  inflammatory  conditions  about  the  pelvic  organs 
must  be  rigidly  excluded  before  it  is  used.  The  same  aseptic 
precautions  should  be  taken  during  its  introduction  as  a  sur- 
geon would  take  with  the  most  complicated  case  of  abdominal 
surgery. 

Stone  in  the  Lower  Part  of  the  Ureter.— Edgar  Garceau  {Am. 
Jour.  Derm.,  Jan.)  advises  the  vaginal  route  for  operation  when 
haste  is  required  and  the  stone  is  situated  in  the  lower  part  of 
the  ureter.  This  route  is  applicable  in  females  with  large, 
roomy  vaginas,  even  when  the  stone  is  well  up  in  the  pelvis. 
The  incision  is  made  in  the  anterior  cul-de-sac  just  in  front  of 
the  cervix,  the  bladder  and  peritoneum  are  pushed  back  as  far 
as  the  broad  ligament,  and  then  the  broad  ligament  is  everted 
backward,  the  stone  is  caught  with  the  tip  of  the  finger  and 
forced  downward  tow^ard  the  vaginal  outlet,  is  cut  upon  and 
squee^.ed  out. 

Treatment  of  Cystitis  in  the  Female. — Arch  Dixon  {Am.  Jour. 
Derm.,  Jan.)  finds  that  the  treatment  in  many  cases  resolves 
itself  into  employing  such  measures  as  are  indicated  for  the 
removal  of  the  etiological  factors.  As  a  rule,  acute  cases  tend 
to  recovery.  Rest  in  bed,  quiet  and  the  administration  of 
urinary  antiseptics,  anodynes,  the  application  of  heat,  and  a 
milk  diet,  will  usually  relieve  the  condition  without  resort  to 
irrigation.  In  more  severe  cases  and  in  chronic  cases,  in  addi- 
tion to  the  above,  irrigation,  topical  applications  and  perhaps 
surgical  interference  will  be  required.  In  these  cases  a  cysto- 
scopic  examination  is  required.  The  simple  dilatation  of  the 
urethra  will  relieve  many  cases.  Irrigation  should  be  employed 
once  a  day  and  should  be  continued  until  the  fluid  comes  away 
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clear  and  clean.  When  the  inflammation  is  only  moderately 
severe,  hot  normal  salt  solution  or  boric  acid  solution  is  called 
for.  In  severe  cases  permanganate  of  potassium  1  to  4,000  or 
5,000  or  pyoktanin  v.  to  x.  grains  to  the  pint.  If  much  pus  is 
present  2  drachms  of  the  following  mixture  added  to  3  ounces 
of  water  and  injected  into  the  bladder  and  allowed  to  remain 
may  be  used.  Vitallin  silver  salt  10  to  20  per  cent.,  4  ounces; 
ichthyol,  i  to  2  drachms;  cocaine  4  grains. 

Treatment  of  General  Peritonitis. — A.  W.  Mayo  Robson 
(Lancet,  Dec.  29)  states  that  to  properly  understand  the  treat- 
ment of  peritonitis  we  must  first  grasp  certain  facts,  (i)  That 
the  lethal  issue  of  acute  peritonitis  is  due  to  poisoning  from 
toxins  formed  in  and  absorbed  from,  the  general  peritoneal 
cavity.  (2)  That  infection  may  arise  either  from  perforation 
of  one  of  the  hollow  viscera  directly  into  the  peritoneal  cavity 
or  from  the  passage  of  infective  germs  through  the  unbroken 
walls  of  the  gastrointestinal  canal  or  its  diverticula  in  certain 
unhealthy  conditions.  (3)  That  in  cases  where  the  peritoneum 
,  is  not  flooded  with  septic  organisms,  as  in  perforation  of  a 
hollow  viscus,  the  first  organisms  to  migrate  are  the  mild 
staphylococci  albi,  which  gives  rise  to  increased  phagocytosis, 
and  to  a  certain  extent  prepare  the  peritoneum  against  further 
invasion.  (4)  That  in  certain  cases  the  peritoneum  is  flooded 
with  virulent  organisms,  and  the  patient  may  be  killed  in  a 
short  time,  if  they  are  not  removed,  if  needful  by  eviseration, 
irrigation  and  thorough  cleansing.  (5)  That  the  use  of  opium 
masks  the  symptoms,  and  later  it  increases  intestinal  paresis 
and  leads  to  distention,  and  it  also  tends  to  diminish  leuco- 
cytosis.  (6)  Drainage,  to  be  effectual,  must  be  preceded  by 
the  repair  or  removal  of  the  cause.  (7)  The  administration  of 
sahne  fluid  by  rectum  is  one  of  the  most  valuable  factors  in  the 
treatment.  (8)  The  semi-sitting  posture  is  of  great  benefit 
after  operation,  as  it  allows  the  fluid  to  drain  into  the  pelvis, 
where  it  is  removed  by  the  drainage  tube.  It  has  been  proved 
that  absorption  takes  place  more  rapidly  through  the  lymphatics 
of  the  diaphragm.  (9)  All  food  or  fluid,  given  by  the  mouth, 
sets  up  peristalsis  not  only  of  the  stomach  but  also  of  the  intes- 
tines, and  this  tends  to  spread  the  septic  material.  Therefore, 
withhold  all  food  and  fluid  by  mouth  before  operation  and 
feed  entirely  by  rectum.  (10)  The  use  of  aperients  in  the  early 
stages  must  always  be  considered  dangerous.  For  the  successful 
termination  of  this  disease  an  earl}'-  diagnosis  and  immediate 
operation  arc  essential. 

Malignant  Disease  of  the  Ovary.^ — Harry  A.  Duncan  (A^.  Y. 
Med.  Jour.)  states  that  carcinoma  of  the  ovary  is  more  often 
primary  than  secondary,  and  is  liable  to  form  metastases  early. 
In  diagnosing  this  condition  age  can  have  no  important  part. 
Cessation  of  menstruation  before  the  menopause  is  a  suspicious 
symptom.     More  important  is  ascites  accompanied  by  a  small 
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tumor — usually  bilateral.  The  tumor  is  slightly  movable, 
with  a  nodular,  irregular  surface.  The  prognosis  is  distinctly 
bad.  Because  of  its  Hability  to  recur  in  the  other  ovary,  both 
ovaries  should  be  removed  at  the  primary  operation.  Sarcoma 
is  more  often  unilateral,  rarely  attended  with  metastases,  and 
its  malignancy  is  not  to  be  compared  with  that  of  carcinoma. 


GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Foreign  Bodies  in  the  Abdominal  Cavity. — W.  S.  Gruzdew 
{Zent.  f.  Gyn.,  Nov.  17,  1906)  says  that  in  1900,  108  cases  of 
foreign  body  left  in  the  abdominal  cavity  after  operation  ap- 
peared in  literature.  Many  others,  probably,  have  never  been 
reported,  and  it  is  not  wonderful  that  in  the  multiplicity  of  de- 
tails and  number  of  instruments  used  in  abdominal  operations, 
occasionally  some  one  should  be  left  in  the  cavity  when  the 
wound  is  closed.  These  objects  include  all  sorts  of  instnmients, 
drainage  tubes,  tampons  and  sponges.  That  in  some  cases 
they  cause  no  trouble  for  a  long  time  is  shown  by  a  case 
observed  by  the  author.  The  patient  had  an  abdominal  op- 
eration seven  years  before  the  author  treated  her.  From 
that  time  on  she  enjoyed  good  health  until  about  one  year 
after  the  operation,  when  she  began  to  have  abdominal  pain; 
but  it  was  not  of  sufficient  severity  to  disable  her  for  her  or- 
dinary employment.  Three  months  before  she  came  to  the 
author  she  noticed  a  pointed  object,  which  seemed  to  be  push- 
ing through  the  abdominal  wall,  at  the  point  of  the  old  wound. 
By  vaginal  examination  it  was  ascertained  that  the  other  end 
of  the  instrument  had  appeared  in  the  posterior  cul-de-sac. 
The  instrument  was  removed  by  way  of  the  vagina.  It  had 
become  completely  encysted  and  was  extraperitoneal.  No 
reaction  followed  the  removal  and  an  abdominal  fistula  that 
had  formed  soon  healed.  The  instrument  was  a  clamp 
forceps,  closed.  It  was  twenty-two  centimeters  long,  and 
the  pointed  end  was  pressing  into  the  anterior  abdominal  wall. 
The  aseptic  operation  had  prevented  any  infection  of  the  peri- 
toneum, and  there  were  no  signs  of  peritonitis,  but  an  encap- 
sulating inflammation  had   walled  it  off  from  the  cavity. 

Retroperitoneal  Cysts  Developing  from  the  Wolffian  Body. — 
Francis  G.  Donoghue  {Jour.  Anier.  Med.  Assn.,  Dec.  22,  1906) 
says  that  movable  cystic  tumors  developing  in  the  region  of 
the  pancreas,  and  having  relationship  with  rather  than  belong- 
ing to  that  organ,  are  usually  denominated  pancreatic  cysts. 
These  cysts  are  found  more  especially  in  women,  and 
are  really  movable.  The  clinical  picture  of  a  cyst  develop- 
ing behind  the  peritoneum,  from  embryologic  remains,  depends 
on  the  relations  it  finally  assumes.  Cysts  from  the  Wolffian 
body  are  not  uncommon  in  women.     Developing  in  the  region 
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of  the  kidney  they  may  be  mistaken  for  hydronephrosis,  or 
may  extend  so  low  as  to  be  considered  ovarian.  Retroperitoneal 
cysts  are  usually  benign,  unaccompanied  by  symptoms  other 
than  those  of  a  mechanical  nature. 

Experiments  on  the  Coagulation  of  Menstrual  Blood. — Richard 
Birnbaum  and  Alfred  Osten  (Archiv.  f.  Gyn.,  Bd.  80,  H.  2) 
tell  us  that  normal  menstrual  blood  is  flmd,  there  being  no 
fibrin  in  it.  It  is  generally  stated  that  it  is  the  strongly  alkaline 
cervical  mucus  that  prevents  coagulation.  But  experiments 
by  mixing  alkaline  mucus  and  a  fluid  containing  a  fibrin  pro- 
ducing substance  show  that  the  mucus  does  not  prevent  coagu- 
lation, but  rather  accelerates  it.  The  cause  of  the  fluidity  of 
menstrual  blood  may  be  in  the  composition  of  the  blood  itself. 
It  has  been  observed  that  in  operations  done  at  the  time  of 
the  menses,  hemorrhage  is  apt  to  occur,  so  that  some  surgeons 
refuse  to  operate  at  the  menstrual  period.  It  has  been  found 
that  the  leukocytes  of  the  blood  contain  no  fibrin  ferment, 
but  a  zymogen  substance  called  thrombin.  In  nonnal  blood, 
either  the  fibrin  ferment  is  too  weak  to  cause  coagulation, 
or  the  fibrin  ferment  is  neutralized  by  some  antagonistic  sub- 
stance. The  blood  or  serum  of  a  dift'erent  animal  has  thi5  effect. 
So  also  have  cold,  acids,  and  some  infectious  diseases.  In  gen- 
eral it  is  found,  from  experiments  made  on  menstrual  blood, 
that  the  serum  has  the  power  of  hindering  coagulation.  The 
author  tested  the  menstrual  blood  in  many  cases,  and  found 
always  that  it  hindered  coagulation  when  the  blood  serum 
was  placed  in  contact  with  a  fibrinogen-holding  substance. 
This  property  may  be  the  result  of  destruction  of  the  ferment, 
of  the  large  amount  of  alkaline  salts  in  solution,  or  of  the  ex- 
istence of  antibodies.  At  present,  which  of  these  causes  is 
operative  cannot  be  determined.  But  the  author  contradicts 
the  statement  that  the  alkaline  cervical  mucus  hinders  coagu- 
lation. 

Anatomy  of  Endometritis  Exfoliative  Menstrualis  with  Ref- 
erence to  Clinical  Conditions. — Selmar  Aschheim  {Archiv. 
f.  Gyn.,  Bd.  80,  H.  2),  after  the  examination  of  seven  cases  of 
menstrual  membrane  thrown  off  by  patients  in  his  clinic,  states 
that  such  membranes  are  the  product  of  an  acute  exudative 
endometritis.  The  anatomical  structure  of  the  membrane 
differs  in  most  cases  from  others  observed.  In  general,  the 
membrane  consists  of  a  necrotic  stroma,  filled  with  leukocytes, 
with  a  fibrinous  reticulum.  The  membrane  forms  in  the  in- 
termenstrual period,  and  is  thrown  off  about  the  third  day  of 
menstruation.  Remains  of  the  uterine  mucous  membrane 
are  generally  to  be  found  in  the  stroma  of  the  exfoliated  mem- 
brane. Decidua  cells  also  appear  in  it.  The  etiological  factors 
have  been  stated  as  general  and  local.  General  conditions 
that  cause  exfoliation  are  anemia,  chlorosis,  scrofula,  tuber- 
culosis,   and   syphilis.     Local    conditions   are    fibroma,    chronic 
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metritis,  ovarian  diseases,  parametritis  and  perimetritis,  abortion, 
and  stenosis  of  the  canal  of  the  uterus.  The  author  found  no 
bacteria  in  the  membranes  examined  by  him.  The  chief  symp- 
toms were  pain  during  the  expulsion  of  the  membrane,  which 
occurs  on  the  second  or  third  day  of  menstruation.  The  con- 
dition is  sometimes  relieved  by  the  occurrence  of  pregnancy; 
but  in  general  it  is  intractable  to  treatment,  only  palliative  meas- 
ures being  successful.  Cauterization  of  the  endometrium 
has  no  good  results,  and  the  local  treatment  should  be  soothing 
rather  than  stimulating. 

Left-Sided  Appendicitis  with  Salpingitis. — E.  Rochard  {Bull. 
Gen.  de  Ther.,  Nov.  23,  1906)  describes  a  case  of  left-sided 
salpingitis,  in  which  an  appendicitis  was  found  to  exist  at  the 
same  time,  the  appendix  being  extremely  long  and  having 
been  carried  over  to  the  left  side  of  the  abdomen  and  become 
adherent  to  the  left  tube.  The  diagnosis  of  appendicitis  was 
made  only  at  the  operation  done  for  salpingitis.  An 
abscess  had  formed  about  the  appendix  due  to  perforation  of  the 
appendix.  The  author  believes  that  the  salpingitis  was  the 
original  trouble,  and  the  infection  had  traveled  from  the  tube 
to  the  appendix,  causing  the  abscess.  The  cecum  was  in  the 
normal    position. 

Treatment  of  the  Appendicular  Stump. — Horace  Packard 
(Brit.  Med.  and  Surg.  Jour.,  Dec.  27,  igo6)  describes  the  fol- 
lowing method  of  reducing  to  the  minimum  the  danger  of  in- 
fection of  the  abdominal  wound  from  the  appendicular  stump. 
It  is  applicable  to  those  in  which  the  tissues  are  in  normal  or 
approximately  normal  condition,  and  so  is  available  in  nearly 
all  interval  appendectomies.  After  the  appendix  has  been 
exposed  and  brought  into  the  field  of  operation  as  far  as  cir- 
cumstances will  permit,  the  mesoappendix  is  ligated  and  divided 
in  the  usual  way.  An  intestinal  needle  with  fine  silk,  or  Pagen- 
stecher  thread,  is  passed  through  the  cecal  coats  on  the  meso 
side  of  the  appendix,  including  the  edges  of  the  peritoneum  which 
have  been  severed  in  the  cutting  away  of  the  mesoappendix. 
The  needle  then  takes  up  a  dip  of  peritoneum  just  outside  the 
mesenteric  wound,  skips  over  to  the  other  side,  takes  up  a 
corresponding  dip  and  is  tied.  This  constitutes  the  first  step 
in  the  suturing,  the  remainder  being  a  continuation  of  the  same 
in  the  form  of  a  right  and  left  continuous  suture,  applied  in 
such  a  way  as  to  gradually  embrace  the  circumference  of  the 
base  of  the  appendix  and  at  the  same  time  bury  it.  After 
two  or  three  passes  of  the  needle,  right  and  left,  the  appendix 
will  be  found  to  have  assumed  somewhat  of  an  upward  turn, 
i.e.,  if  left  to  its  own  inclination  it  will  spontaneously  turn 
upward  along  the  longitudinal  band  of  the  cecum.  Seizing 
it  with  forceps  and  pulling  gently,  its  base,  or  nearly  the  whole 
of  the  circumference  of  its  base,  emerges  from  the  infolding 
portion  of  the  cecal  peritoneum  which  the  suture  has  gathered 
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Up  about  it.  The  tip  of  the  appendix  is  seized  with  a  pair  of 
forceps  and  traction  is  exerted  sufficiently  to  put  the  part  well 
on  the  stretch.  With  a  pair  of  scissors  the  appendix  is  cut 
short  off  at  the  base.  If  the  suture  has  been  correctly  adjusted, 
the  stump,  or  circumference  of  the  opening  resulting  from 
the  amputation,  disappears  at  once — is  buried.  Two  or  three 
dips  more  of  the  needle  in  the  same  right  and  left  manner 
completes  the  suturing,  and  the  operation  is  done  so  far  as 
relates  to  the  appendix.  The  advantages  claimed  for  the 
method  are  simplicity;  lack  of  need  of  cautery  or  antiseptics 
to  sterilize  the  stump;  practical  closure  of  the  stump  before 
removal  of  the  appendix;  need  of  no  special  instruments,  no 
circular  suture  or  inversion  of  the  stump ;  only  one  line  of  suture. 
The  writer  has  employed  the  method  in  over  one  hundred 
cases  without  a  known  instance  of  colon  bacillus  infection  of 
the  abdominal  wound. 

Tuberculosis  of  the  Female  Pelvic  Organs. — Reginald  H.  Lucy 
{Jour.  Ohstet.  and  Gyn.  Brit.  Emp.,  Jan.,  1907). — Tuberculous 
Salpingitis:  There  are  probably  three  ways  in  which  infection 
may  reach  the  tubes : — 

1.  The  peritoneal  cavity  in  the  human  female  communicates 
by  way  of  the  Fallopian  tubes  with  the  uterine  cavity,  vagina 
and  vulva,  whereas  in  the  male  it  is  a  closed  cavity.  There  is  a 
constant  circulation  of  lymph  in  the  peritoneal  cavity,  and 
secretion  and  absorption  are  most  active  in  the  pelvic  portion. 
The  open  outer  ends  of  the  Fallopian  tubes  dip  into  Douglas's 
pouch,  and  it  is  reasonable  to  assume  that  microorganisms, 
such  as  the  tubercle  bacillus,  contained  in  the  lymph,  may  be 
carried  into  the  ostia  abdominalia  and  be  Vv'afted  on  by  the 
downward  lashing  cilia  lining  these  canals.  The  uterine  end 
is  the  narrowest  part  of  the  tubes,  and  although  rarely  occluded 
the  mucous  membrane  may  swell  from  inflammation  so  as 
to  dam  the  stream  back  and  lead  to  stagnation  of  the  contained 
fluid.  Probably  also  ciliary  action  is  soon  suspended  from  the 
same  cause,  and  the  bacilli  obtain  a  nidus  in  the  richly  plicated 
folds  of  the  mucous  membrane  and  so  set  up  inflammation. 

2.  Some  observers  believe  that  owing  to  previous  lowering  of 
the  vitality  of  the  tubes,  tubercle  bacilli  are  deposited  at  the 
"injured"  point  from  the  blood-stream.  This  mode  of  infection 
presupposes  an  existing  focus  of  disease  elsewhere.  Since  cascotis 
bronchial  glands  are  so  frequently  found  post  mortem  in  children, 
without  one  being  always  able  to  demonstrate  by  any  physical 
examination  the  existence  of  such  primary  foci  during  life,  it  is 
possible  that  an  apparently  primary  tubal  affection  may  in 
reality  be  secondary,  infective  material  being  carried  from 
these  glands  in  the  blood-stream.  It  has  been  shown  that  dis- 
eases such  as  measles,  pertussis  and  epidemic  influenza  are 
capable  of  fanning  intf)  a  blaze  the  smouldering  contents  of  the 
bronchial  glands  and  causing  tuberculosis  elsewhere;  so  it  is 
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just  these  above-named  zymotic  diseases  which  are  so  frequently 
followed  by  genital  tuberculosis.  Another  factor  may  be  the 
vascularity  of  the  Fallopian  fimbriae  and  folds  which  favors 
inflammation,  coupled  with  the  almost  glandular  arrangement 
of  the  mucous  membrane,  so  that  the  tubes  play  the  part  of 
sieves  for  the  peritoneal  exudate,  enmeshing  solid  particles 
in  their  recesses  much  in  the  same  way  that  the  faucial  tonsils 
act  as  sentinels  to  entrap  germs  about  to  invade  the  air-passages. 

3.  C.  J.  Bond  has  shown  that  there  exists  an  ascending  mucous 
current  along  the  vagina  and  uterus  toward  the  Fallopian  tubes. 
This  may  explain  a  possible  infection  from  without,  such  as  may 
follow  the  use  of  septic  instruments  and  syringes,  the  wearing 
of  infected  clothes  or  diapers,  infection  from  the  rectum  during 
toilet  of  the  anus,  and  more  especially  during  menstruation  when 
the  whole  length  of  the  genital  tract  is  one  humid  patulous 
channel.  The  relative  narrowness  of  the  intrauterine  portion 
of  the  tubes,  and  the  fact  that  the  cilia  lash  toward  the  uterine 
cavity  would  seem  to  make  such  a  mode  of  infection  improbable ; 
yet  Mr.  Bond  demonstrated  that  solid  particles  placed  in  the 
vagina  were  found  on  subsequent  operation  in  the  Fallopian 
tubes.  Possibly  here  there  may  be  a  peripheral  and  an  axial 
current  in  opposite  directions,  for  the  tubercle  bacillus,  being 
itself  nonmotile,  could  hardly  ascend  against  a  current  nor- 
mally setting  downward  only. 

The  age  limit  ranges  from  5  to  40  years,  although  the  greater 
number  of  cases  occurs  between  the  fourteenth  and  twenty-fifth 
year. 

Tuberculous  salpingitis  is  more  frequently  primary  than  is 
usually  stated;  should  the  abdominal  ostium  become  blocked  it 
may  remain  localized  in  the  tubes,  whereas  if  the  ostium  con- 
tinues patent  the  infection  will  spread  to  the  peritoneum  and 
other  viscera.  It  is  unusual  to  find  tuberculous  peritonitis 
without  tubercle  in  the  tubes,  but  a  completely  occluded  ostium 
will  generally  localize  the  disease  and  prevent  infection  of  the 
peritoneum. 

Like  tuberculous  processes  in  other  organs,  the  inflammatory 
condition  per  se  gives  rise  to  very  little  pain,  and  is  frequently 
overlooked  until  far  advanced.  The  importance  of  recognizing 
the  early  stage  of  this  disease  cannot  be  overestimated,  but 
such  early  recognition  is  difficult  owing  to  the  insidious  onset 
of  the  disease.  It  is  mainly  a  diagnosis  from  suspicion.  A 
girl  or  a  young  woman  is  brought  with  a  complaint  of  indefinite 
ill-health.  She  looks  delicate,  and  presents  the  classical  appear- 
ance formerly  known  as  characterizing  the  strumous  or  scrof- 
ulous diathesis;  either  the  slim  brunette  with  bright  color,  or 
the  better  nourished  type  with  feeble  capillary  circulation. 
The  friends  or  relations  will  often  state  that  the  patient  "has 
never  been  the  same  "  since  an  attack  of  measles,  whooping-cough 
or  influenza.     On   inquiry   as    to   the   menstrual   history,    the 
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fact  is  elicited  that  the  periods  have  been  more  profuse,  or  of 
longer  duration,  latterly,  and  that  more  or  less  leucorrhea 
precedes  and  follows  the  flow.  Nothing  abnormal  is  found  in  the 
lungs,  but  the  lower  abdomen  feels  tumid,  though  not  tender, 
on  palpation. 

On  passing  the  finger  into  the  rectum,  on  one  or  both  sides  of 
the  uterus  is  felt  a  rounded  swelling,  corresponding  with  the 
situation  of  the  Fallopian  tubes.  Bimanually  this  tumor  appears 
to  be  fixed  in  one  or  other  lateral  fornix,  and  frequently  is  nodu- 
lar, but  not  markedl}^  tender. 

Such  a  typical  case  is  not,  however,  often  seen,  because, 
owing  to  the  painless  nature  of  the  process  in  its  early  stages, 
attention  is  not  directed  to  the  pelvis. 

If  a  patient  is  brought  with  a  history  of  recent  amenorrhea, 
leucorrhea  and  anemia — -not  mereh"  chlorosis — both  the  tubes 
will  probably  be  found  affected,  and  in  addition  signs  of  com- 
mencing tuberculous  peritonitis.  Here  also  as  a  rule  there  has 
been  some  menorrhagia  at  the  beginning  of  the  illness,  and  further 
back  still  a  history  of  pleurisy,  or  diarrhea  alternating  with 
constipation. 

On  operation  the  tube  will  be  found  swollen  and  convoluted 
with  thickened  fimbriae,  the  ostium  plugged  by  a  cheesy  mass, 
and  the  whole  tapering  off  to  the  narrow  uterine  end.  The  serous 
coat  is  shining  and  studded  with  tubercles  in  various  stages  of 
growth,  while  on  slitting  open  the  tube  its  mucous  lining  is  of 
a  yellow-ochre  tint,  soft  and  velvety  to  the  touch,  thrown  into 
numerous  longitudinal  folds,  here  and  there  loculated,  and 
containing  a  honey-like  glairy  fluid.  Swelling  of  the  mucous 
membrane  having  exceeded  the  limits  of  the  serous  coat  and  the 
tether  of  the  mesosalpinx,  a  "varicose"  contortion  of  the 
mucosa  takes  place,  and  for  the  same  reason— the  comparative 
inextensibility  of  the  serous  covering — the  swollen  tube  becomes 
more  or  less  sharply  curved,  and  embraces  the  ovary  in  its  clasp. 
The  fimbriae  are  usually  swollen;  they  may  have  tubercles  on  their 
ridges,  and,  owing  to  retraction  of  the  sharp  free  edge  of  the 
serosa,  may  present  the  appearance  of  a  sea  anemone  with  in- 
drawn tentacles. 

On  microscopical  examination  of  the  cross-section  of  such  a 
tube  the  mucous  membrane  is  seen  to  be  thrown  into  more  or 
less  complex  folds,  presenting  an  almost  glandular  arrangement. 
The  submucosa  is  found  to  be  infiltrated  with  small  round  cells. 
In  recent  specimens  tubercle  bacilli  may  be  demonstrated  by 
suitable  staining,  while  in  more  chronic  cases  typical  giant 
cells  are  found;  in'later  stages  still,  patches  of  hyaline  or  granular 
material  which  refuse  to  take  up  the  stain.  The  muscular  coat 
is  thinned  out  and  infiltrated  with  small-cell  growth,  while  the 
serosa  in  a  favorable  section  may  present  typical  tubercles  on  its 
free  surface. 
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It  is  probable  that  certain  examples  of  hydrosalpinx,  met 
with  during  celiotomy  for  other  conditions,  were  ongmally 
tuberculous  in  nature,  but,  owing  to  favorable  circumstances, 
the  inflammation  has  been  arrested,  the  tube  been  sealed  oft, 
and  the  fluid  become  sterile. 

Other  natural  modes  of  cure  are  inspissation  of  the  tubal 
contents,  caseation,  and  finally  calcification.  Should  the  tube 
become  adherent  to  the  bowel  (sigmoid  flexure  of  colon  or  cecum) 
pus  may  be  discharged  per  rectum,  or  if  adherent  to  and  per- 
forating the  ureter  near  the  pelvic  brim,  pus  will  be  passed  m 
acid  urine.  The  appendix  vermiformis  may  become  mfected 
from  a  diseased  right  tube,  or  the  converse  may  happen.  More 
remote  effects  are  the  occurrence  of  sterility  in  married  life— 
the  certain  occurrence  in  cases  with  double  tubal  occlusion  and 
the  probable  occurrence  if  both  tubes  are  diseased,  even  without 
absolute  occlusion.  Night  sweats,  hectic  fever,  diminished  or 
capricious  appetite,  anemia  and  loss  of  body  weight  and  vigor, 
as  in  the  case  of  tuberculous  lesions  elsewhere,  are  usually  met 
with  during  the  course  of  this  disease. 

Whenever  a  diagnosis  of  tuberculous  salpingitis  seems  rea- 
sonable from  the  general  svmptoms  and  local  signs,  celiotomy 
should  be  performed.  The  Trendelenburg  position  is  essential 
to  successful  removal  of  the  deeply-seated,  often  adherent,  tubes, 
and  it  will  be  found  necessary  to  remove  the  ovary  as  well 
owing  to  its  implication— invariably  secondary— in  the  disease. 
Should  it  be  requisite  to  remove  both  tubes  a  small  portion  of 
one  ovarv,  on  the  less  affected  side,  should  be  preserved,  to 
obviate  the  sudden  onbringing  of  an  artificial  menopause 
with  its  unpleasant  sequela^.  All  stumps  should  be  tied  off 
with  aseptic  catgut,  their  faces  touched  with  Hquefied  carbohc 
acid  (after  scraping  away  diseased  tissue),  and,  whenever 
possible,  a  cuff  or  hood  of  peritoneum  should  be  stitched  over 
the  stump. 

Even  if  miliarv  tubercle  be  found  in  the  pelvis  or  studding 
the  intestines  the  prognosis  is  generally  good,  more  particularly 
when  ascitic  fluid  is  present.  As  Sir  A.  E.  Wright  has  pointed 
out,  such  fluid  is  stale,  i.e.,  exhausted  of  opsonins.  By  its  with- 
drawal, fresh  Ivmph,  containing  the  natural  protective  elements 
of  the  blood,  is  poured  out  and  completes  the  cure.  If  in  the 
course  of  a  celiotomy  undertaken  for  the  treatment  of  the 
ascetic  variety  of  tuberculous  peritonitis  the  Fallopian  tubes 
appear  to  be  the  starting  point  of  the  general  peritoneal  infec- 
tion— as  thev  appear  to  be  in  between  30  and  40  per  cent,  of 
such  cases — ^complete  removal  of  both  tubes  as  far  out  to  the 
pelvic  wall  and  as  close  to  the  cornua  of  the  uterus  as  possible 
will  usually  result  in  a  cure,  especially  if  the  peritoneal  cavity 
be  well  flushed  out  with  hot  normal  saline  solution.  Drainage 
of  the  pelvis,  if  thought  advisable,  is  best  carried  out  through 
the  posterior  fornix  into  the  vagina;  drainage  above  the  pubes 
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is  usually  futile,  and,  moreover,  may  lead  to  local  infection  of 
the  parietal  wound  and  almost  certainly  to  subsequent  ventral 
hernia.  Occasionally  a  localized  abscess  is  found  bulging  the 
posterior  fornix  downward.  This  may  be  opened  and  drained 
from  the  vagina,  and  I  have  met  with  cases  where  this  has  been 
sufficient  to  cure  the  patient  after  prolonged  open-air  treatment. 
Extirpation  of  diseased  tubes  by  the  vaginal  route  is  not  to  be 
recommended,  from  the  small  amount  of  space  there  is  to  work 
in  and  from  the  impossibility  of  removing  all  disease  with 
certainty. 

In  cases  of  doubtful  nature  the  diagnosis  may  be  settled  by 
injections  of  new  tuberculin  (T.R.). 

Infection  of  the  parietal  wound  occasionally  follows  celi- 
otomy, but,  with  the  improvement  in  general  health,  the  night 
sweats,  fever  and  wasting  disappear,  and  I  have  seen  lesions 
resulting  from  such  infection  heal,  slowly  but  soundly,  with  a 
firm  keloidal  scar. 

Tuberculous  Pelvic  Peritonitis.  This  condition  is  most  fre- 
quently secondary  to  tubal  disease  by  direct  extension,  but 
miliary  tubercle  is  not  infrequently  found  during  the  operation 
of  ovariotomy,  herniotomy  or  that  for  intestinal  obstruction, 
without  having  given  rise  to  any  special  symptoms.  It  has 
been  shown  that  tubercle  bacilli  may  pass  through  the  thin 
peritoneal  coat  from  an  intestinal  ulcer  and  in  this  way  set  up 
pelvic  peritonitis. 

Tuberculosis  of  the  bladder  is  usually  met  with  as  an  infection 
descending  from  the  renal  pelvis  along  the  ureter  or  else  by 
direct  extension  from  the  peritoneuiji. 

Tuberculosis  of  the  uterus  is  probably  more  common  than  is 
suspected.  The  author  believes  it  will  be  found,  as  microscopical 
evidence  accumulates,  that  a  certain  proportion  of  ulcerations 
of  the  portio  vaginalis,  hitherto  considered  as  malignant,  will 
prove  to  be  tuberculous.  How  otherwise  can  one  explain  the 
undoubted  cures  of  such  lesions  after  merely  scraping,  cauter- 
ization or  other  relatively  superficial  treatment?  Formerly 
such  cases  were  treated  by  supravaginal  amputation  and 
vaginal  hysterectomy,  the  absence  of  any  recurrence  being 
regarded  as  proof  that  the  disease  had  been  eradicated,  and 
where  the  close  resemblance  to  early  cervical  carcinoma  was 
not  proved  or  disproved  by  the  microscope  the  cases  were  added 
to  the  list  of  so-called  successful  treatment  of  uterine  cancer. 

Eric  E.  Young,  in  reporting  a  case  of  tuberculosis  of  the 
cervix  uteri  (Jour.  Obst.  and  Gyn.  Brit.  Emp.,  Jan.,  1907), 
states  that  the  disease  is  extremely  rare.  The  subjective 
symptoms  are  very  vague,  and  cannot  be  relied  upon  as  a  guide 
to  diagnosis  and  treatment.  The  disease  is  most  active  during 
sexual  life,  and  most  commonly  occurs  between  the  ages  of 
twenty  and  thirty. 

The  most  frequent  complaint  is  of  a  discharge  from  the  vagina. 
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purulent  in  character,  which  may  occasionally  be  tinged  with 
blood,  and  which  possesses  a  peculiarly  offensive  odor.  The 
effect  of  the  lesion  on  menstruation  is  not  constant;  frequently 
the  patients  suffer  from  menorrhagia  in  varying  degree,  yet  in 
some  of  the  recorded  instances  amenorrhea  has  existed.  Gen- 
erally, little  or  no  pain  is  experienced.  There  may  be  slight 
bleeding  from  the  growth  on  vaginal  examination.  The  progress 
of  the  disease  is  usually  very  slow.  The  greatest  difficulty 
occurs  at  times  in  diagnosing  between  a  tuberculous  and  a 
carcinomatous  lesion,  and  in  Beyea's  statistics  (quoted  by 
Murphy)  out  of  56  cases  14  were  thought  to  be  carcinoma. 

Tuberculosis  and  carcinoma  may  co-exist  in  the  same  organ, 
thus  rendering  the  diagnosis  still  more  complex,  and  demanding 
early  and  radical  surgical  interference.  On  the  other  hand, 
the  ease  with  which  this  lesion  may  be  confounded  with  car- 
cinoma in  its  early  stages  may  supply  an  explanation  of  some 
of  the  few  cases  of  co-called  cure  after  operation  in  supposed 
carcinoma  of  the  cervix,  where  sections  of  the  growth  have  not 
been  examined  microscopically.  Extreme  care  is  therefore 
necessary  in  establishing  a  diff'erential  diagnosis  between  tuber- 
culosis, erosions  and  early  carcinoma  of  the  cervix,  and  we 
must  rely  upon  (i)  the  clinical  characteristics  of  the  lesion 
furnished  by  a  minute  and  exhaustive  examination  locally, 
under  an  anesthetic,  if  necessary;  (2)  an  examination  of  a  small 
portion  of  the  growth,  microscopically  and  bacteriologically ; 
(3)  inoculation  experiments;  (4)  the  presence  of  any  signs  of 
tuberculosis  in  other  parts  of  the  body;  and  (5)  lastly,  a  knowl- 
edge of  the  patient's  personal  history  and  of  the  duration  of  the 
subjective  symptoms. 

Whitridge  Williams,  in  discussing  the  great  importance  of 
distinguishing  a  tuberculous  from  a  cancerous  ulceration  of 
the  cervix  since  hemorrhage  and  a  foul  discharge  may  be  present 
in  both,  insists  that  a  detection  of  the  tubercle  bacilli  in  the 
vaginal  discharge  affords  the  only  positive  evidence  of  the  true 
condition. 

The  prognosis  in  tuberculous  disease  of  the  cervix  uteri  is  as 
gravely  important  as  in  tuberculous  lesions  in  any  other  portion 
of  the  body ;  but  it  may  be  said  to  be  favorable  if  the  disease  is 
properly  treated  surgicalh%  and  depends  largely  upon  the  ex- 
istence or  absence  of  tuberculous  lesions''elsewhere  and  their 
extent. 

There  should  be  no  hesitation  in  performing  hysterectomy, 
even  for  a  ver}^  circumscribed  ulceration  of  the  cervix  if  the 
diagnosis  be  certain.  If  the  patient  objects  to  radical  treatment 
after  the  facts,  present  and  remote,  have  all  been  carefully 
explained  to  her,  then  milder  measures  must  be  resorted  to; 
placing,  first,  amputation  of  the  cervix;  failing  this,  man}^  ob- 
servers are  in'^favor  of  curetting  and  cauterizing  either  by  the 
actual  cautery  or  by  means  of  zinc  chloride;    this  treatment 
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is  considered  by  some  authorities  to  be  sufficient  to  arrest  the 
disease.  It  must  always  be  remembered  that  the  nature  of 
the  disease  demands  efficient  general,  as  well  as  local,  treatment, 
and  the  patient  must  therefore  be  placed  under  the  best  pos- 
sible hygienic  surroundings. 

Radical  Abdominal  Operation  in  Carcinoma  of  the  Cervix. — 
The  technic  of  the  operation  for  carcinoma  of  the  cervix, 
as  performed  by  E.  Wertheim  {Surg.  Gyn.  and  Obst.,  Jan.)  is  as 
follows :  After  a  preliminary  treatment  of  the  causes  per  vaginam 
by  scraping  and  burning,  the  patient  is  placed  in  the  Trendelen- 
burg position  and  the  abdomen  opened.  The  posterior  layer  of 
the  broad  ligament  is  divided  and  the  ureters  exposed  up  to  their 
entrance  into  the  parametrium,  care  being  taken  not  to  isolate 
them  all  around.  (2)  After  dividing  the  peritoneum,  the 
bladder  is  separated  from  the  uterus.  (3)  Then  follows  the 
ligation  and  division  of  the  infundibulo-pelvic,  broad  and 
round  ligaments.  (4)  The  next  step  is  the  ligation  and  division 
of  the  uterine  vessels.  (5)  As  soon  as  the  uterine  vessels  are 
divided,  the  vesical  portion  of  the  ureters  has  become  easily 
accessible,  and  the  preparation  of  the  ureters  can  be  easily 
completed.  (6)  Next  follows  the  separation  of  the  rectum 
from  the  vagina.  The  isolation  of  the  carcinomatous  organ 
has  now  been  sufficiently  affected  and  its  removal  follows.  (7) 
For  this  purpose  the  parametrium  is  divided  as  closely  as  pos- 
sible to  the  pelvic  wall  and  (8)  the  vagina  is  cut  across.  (9) 
Every  lymphatic  gland  at  all  enlarged  in  the  region  of  the 
great  iliac  vessels  must  be  removed,  up  to  the  diAdsion  of  the 
aorta  and  down  to  the  obturator  foramen.  (10)  The  cavity 
created  by  the  removal  of  the  tumor  is  filled  loosely  with  iodo- 
form gauze,  which  extends  to  the  vulva.  The  peritoneal  ca\aty 
is  closed  by  bringing  together  the  anterior  and  posterior  flaps 
of  peritoneum.  The  superiority  of  this  operation  lies  in  the 
removal  of  the  regional  lymphatic  and  a  larger  amount  of  the 
parametrium  than  can  be  removed  by  the  vaginal  route. 

Senile  Parenchymatous  Hypertrophy  of  the  Breast. — J.  C. 
Bloodgood  (Surg.  Gyn.  and  Obst.,  Dec.)  states  that  senile  par- 
enchymatous hypertrophy  is  a  lesion  distinctly  of  the  senile 
breast,  the  pathological  process  is  chiefly  one  of  epithelial 
activity.  It  may  be  considered  a  pathological  hypertrophy, 
like  diffuse  hypertrophy  of  the  virginal  breast,  and  not  a  phy- 
siological process,  like  lactation  hypertrophy.  The  lesion  has 
a  benign  and  a  malignant  stage.  We  must  recognize  two 
types,  the  first  called  cystic.  In  this  form  one  finds  in  one  or 
both  breasts  one  or  more  smooth-walled  cysts.  In  this  type 
carcinoma  rarely  occurs.  In  the  second  form  the  disease 
consists  of  a  localized  enlargement,  and  this  enlargement  is 
due  to  parenchymatous  hypertrophy  in  which  the  ducts  and 
acini  arc  filled  with  proliferating  epithelial  cells.  In  this  form, 
carcinoma  is  frequent  and  the  breast  should  be  removed.     It 
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appears  early  and  grows  rapidly.  The  normal  breast  may 
undergo  senile  atrophy,  senile  parenchymatous  hypertrophy, 
which  goes  to  the  adenomatous  stage,  then  to  the  stage  of 
ectasia.  This  stage  may  turn  into  the  adenocystic  stage, 
which,  in  turn,  ends  in  carcinoma  or  resolution.  Or  the  stage 
of  ectasia  may  turn  into  the  cystic  stage,  which  in  turn  ends 
in  a  simple  cyst  or  resolution. 

Hysterectomy. — M.  O.  Shivers  (Memphis  Med.  Month.,  Dec), 
in  all  pathological  conditions  requiring  total  ablation  of  the 
appendages,  advises  hysterectomy.  His  reasons  for  this  are  its 
greater  thoroughness  and  completeness  of  operation.  The 
patients  do  not  suffer  from  leucorrhea,  vaginitis  and  hyper- 
esthesia of  the  parts.  Nervous  phenomena  are  not  so  pronounced. 
Pains  varying  in  degree  due  to  toxemia  are  rarely  present. 
Drainage,  if  required,  is  more  easily  accomplished. 

DISEASES    OF    CHILDREN. 

Pyrexia  and  Subnormal  Temperatures  in  Infancy  and  Child- 
hood.— W.  A.  Northridge  {Bkln.  Med.  Jour.  Dec,  1906)  says 
that  in  judging  of  the  symptomatic  value  of  pyrexia  in 
the  young,  one  should  observe  its  effects  and  the  effect  of  the 
disease  present  upon  the  patient,  and  so  be  able  to  judge  of 
the  gravity  of  the  case.  More  attention  should  be  paid  to  the 
effects  of  the  fever  than  its  height.  High  fever  is  a  common 
symptom  in  the  diseases  of  infancy.  The  principal  conditions 
in  which  the  temperature  is  apt  to  be  found  subnormal  are 
exposure  to  cold,  severe  fluxes,  malnutrition,  athrepsia,  pre- 
maturity, inanition,  collapse,  heart  disease,  anemia,  hemorrhage, 
and  for  a  short  time  after  acute  diseases.  A  temperature  per- 
sistently below  97°  shows  a  serious  failure  of  the  powers  of  life, 
and  in  those  cases  in  which  the  mercury  falls  much  below  this 
point  death  soon  takes  place.  In  premature  cases  a  constant 
subnormal  temperature  is  a  bad  sign. 

Pyelitis  m  Infancy.— H.  E.  Tuley  {St.  Louis  Med.  Rev.,  Nov. 
17,  1906)  says  that  in  male  infants  a  rubber  condom  loosely 
attached  to  the  penis  and  carefully  held  in  place  b}^  a 
napkin  is  an  effectual  means  of  obtaining  urine  for 
examination.  In  female  infants  several  drams  can  be  secured 
by  applying  a  large  piece  of  absorbent  cotton  to  the  vulva 
and  holding  this  by  a  rubber  napkin  applied  next  to  the  skin, 
providing  an  evacuation  of  the  bowels  does  not  cause  con- 
tamination. The  employment  of  catheterization  in  infancy, 
except  as  a  last  resort,  is  not  to  be  considered.  A  diagnosis 
of  pyelitis  can  be  made  only  by  an  examination  of  the  urine. 
It  should  always  be  suspected  in  children  with  a  sudden  rise 
of  temperature,  with  or  without  a  preceding  chill,  with  a  wide 
fluctuation  in  the  range  of  temperature  which  continues  without 
other  cause  being  apparent.  The  presence  of  pus,  kidney  cells, 
albumin    and    a    high    acidity    renders    the    diagnosis    certain. 
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Urotropin  and  water  in  large  quantities  are  the  most  efficient 
remedies. 

Congenital  Hypertrophic  Pyloric  Stenosis  of  Infants. — 
George  F.  Thompson  {Surg.  Gyn.  and  ObsL,  Oct.,  1906)  reports 
a  case  of  this  condition  operated  upon  and  resulting  fatally.  The 
characteristic  symptoms  of  the  affection,  in  the  order  of  their 
importance  and  frequency,  are:  vomiting,  constipation,  loss  of 
weight,  epigastric  distention,  visible  peristalsis,  dilated  stomach, 
and  palpable  tumor.  These  he  discusses  in  detail.  The  condi- 
tions to  be  dift"erentiated  are  ( i )  other  forms  of  congenital 
intestinal  obstruction,  (2)  simple  spasm  of  the  pylorus,  (3) 
"indigestion."  The  gross  change  in  the  stomach  is  very  constant. 
The  region  of  the  pylorus  is  occupied  by  a  dense,  tumor-like, 
almost  cartilaginous  mass,  which  encircles  the  whole  circum- 
ference of  the  pylorus,  is  homogeneous  in  consistency  and  ends 
abruptly  at  the  beginning  of  the  duodenum,  while  the  proximal 
end  shades  more  gradually  into  the  gastric  wall.  The  size  of 
the  pyloric  orifice  varies.  In  some  cases  even  a  fine  probe  cannot 
be  introduced.  Microscopically,  the  principal  change  is  a  rela- 
tively extreme  increase  in  the  thickness  of  the  circular  muscle 
layer  at  the  pylorus,  both  hypertrophy  and  hyperplasia.  The 
theories  held  as  to  its  causation  are:  (i)  That  it  is  a  congenital 
anomaly  due  to  an  error  of  development,  by  some  considered 
as  an  overgrowth,  by  others  as  an  example  of  reversion.  (2) 
That  the  hypertrophy  is  the  result  of  spasm,  and  this  spasm  is 
due  to  (a)  incoordinated  action  of  the  muscles  dependent  on 
functional  disturbances;  (b)  gastric  irritation;  (c)  hyperchlor- 
hydria.  It  seems  almost  impossible  that  such  a  marked  hyper- 
trophy of  the  circular  muscle  could  be  produced  in  so  short  a 
time  after  birth,  it  having  been  observed  in  one  operative  case 
at  the  fourteenth  day,  and  earlier  in  autopsy  cases.  No  case 
has,  however,  been  seen  in  the  fetus  as  yet.  If  spasm  could 
result  in  hypertrophy  of  the  muscle  it  would  seem  that  the  same 
should  occur  at  the  cardia  in  cases  of  cardiospasm;  but  autopsy 
has  shown  that  hypertrophy  is  absent  or  very  slight  even  in  cases 
which  have  persisted  for  years.  In  the  severer  types  in  which 
vomiting  is  continuous,  loss  of  weight  progressive,  absence  of 
feces  in  stools  constant,  and  perhaps  peristalsis  visible,  with  or 
without  dilatation  or  palpable  tumor,  the  indication  to  operate  is 
clear.  In  the  milder  cases,  failure  to  effect  amelioration  of  symp- 
toms by  the  ordinary  means  of  treatment  within  a  reasonable 
period  should  be  considered  as  an  imperative  indication  for  opera- 
tive procedures  before  the  child  becomes  practically  moribund. 
In  mild  cases,  where  periods  of  improvement  and  relapse  follow 
each  other,  ojx^ration  should  be  seriously  considered  during  the 
quiescent  stage.  As  dietetic  and  medicinal  treatment  has  given 
a  number  of  cures,  it  should  be  tried  in  those  cases  which  are 
not  excluded  by  the  severity  of  the  symptoms.     Breast  feeding 
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seems  advisable,  though  artificial  feeding  has  been  successful. 
Feeding  should  be  at  regular  intervals,  small  at  first,  then  gradu- 
ally increasing.  Lavage  seems  an  important  aid  in  some  cases, 
as  does  rectal  feeding,  when  vomiting  cannot  be  controlled. 
Alkaline  waters  are  used  in  cases  with  hyperacidity.  The  writer 
summarizes  the  results  of  surgical  treatment  in  89  cases  reported 
in  the  literature  or  personally  to  him,  as  follows :  Pylorectomy, 
I  case,  mortality,  100  per  cent.;  divulsion,  17  cases,  mortality 
53  per  cent.;  pyloroplasty,  12  cases,  mortality,  50  per  cent.; 
gastroenterostomy,  59  cases,  mortality,  51  per  cent.  As  the 
mortality  of  the  latter  two  procedures  is  so  nearly  the  same 
it  is  almost  a  matter  of  personal  preference  which  should  be  em- 
ployed. With  gastroenterostomy  the  posterior  route  is  the  favor- 
ite. In  most  instances  the  cause  of  death  is  tardy  diagnosis. 
Other  causes  are  chiefly  errors  of  technic.  Although  the  time 
elapsed  since  operation  has  been  too  short  in  most  cases  to  judge 
finally  as  to  permanent  cure,  many  cases  have  been  followed  for 
from  one  to  three  years,  and  no  recurrences  are  reported  after 
gastroenterostomy  or  ^^■'•'oroplasty. 

Chronic  Intussusception  with  1  Inversion  of  Vermiform  Ap- 
pendix.— In  the  case  reported  by  J.  W.  Struthers  (Lancet,  Nov. 
17,  1906)  a  girl  five  years  old  began  to  suffer  from  severe  at- 
tacks of  abdominal  pain  and  diarrhea  two  months  before  admis- 
sion to  the  hospital.  These  attacks  occurred  about  once  in 
twenty-four  hours,  often  at  night.  There  was  no  vomiting  until 
two  days  before  admission.  The  patient  was  treated  at  first  as 
a  case  of  summer  diarrhea,  with  relief,  but  not  cure.  The  diarrhea 
continued,  and  five  weeks  after  the  illness  began  streaks  of  blood 
were  noticed  in  the  stools.  A  week  later  the  mother  observed 
a  protrusion  from  the  anus  after  defecation.  This  was  easily 
replaced,  but  came  down  frequently.  Two  days  before  admis- 
sion repeated  vomiting  occurred,  with  increase  of  abdominal 
pain  and  loss  of  strength,  while  the  bodv  protruding  from  the 
anus  increased  in  size  and  remained  outside  almost  continuously. 
On  admission  a  firm  elongated  mass  was  easily  felt  in  the  left  lum- 
bar and  iliac  regions  and  passing  down  mto  the  pelvis,  and  a  mass 
of  intestine  protruded  from  the  anus.  At  its  apparent  apex  was 
a  dimple  and  close  to  this  a  polypoid  projection  about  one  and  a 
half  inches  long.  The  abdomen  was  opened  through  the  left  rectus 
muscle,  and  by  moderate  pressure  the  intussusception  was  made  to 
travel  back  through  the  colon.  It  was  then  found  that  the  ap- 
pendix was  projecting  into  the  cecum.  Failing  to  express  it, 
it  was  amputated  at  its  base.  Recovery  was  excellent.  As  the 
child  was  not  under  observation  from  the  beginning  of  the  illness, 
it  is  impossible  to  say  exactly  how  long  the  intussusception  had 
existed.  Its  apex  appeared  outside  the  anus  a  fortnight  before 
the  operation,  so  it  must  have  been  present  for  two  weeks,  while 
it  may  have  been  the  sole  cause  of  the  illness  and  been  present 
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for  eight  weeks.  In  all  nrobability  the  process  began  with  the 
inversion  of  the  appendix,  for  it  is  difficult  to  believe  that  the 
appendix  could  have  been  turned  outside  in  after  being  drawn  in 
between  the  ileum  and  the  cecum  in  an  ordinary  ileocecal  invagi- 
nation. The  inverted  appendix  probably  acted  as  a  foreign  body 
and  set  up  violent  peristalsis  in  the  cecum  and  so  led  to  the  invagi- 
nation of  the  ileocecal  valve. 

Pneumococcal  Peritonitis. —  In  discussing  the  etiology  of 
this  affection,  H.  S.  Clogg  {Brit.  Jour.  Child  Dis.,  Nov.,  1906) 
says  that  direct  inoculation  must  be  very  rare.  Infection  by  direct 
continuity  from  the  thoracic  viscera  across  the  diaphragm  seems 
to  account  for  some  cases.  In  other  instances,  however,  the  pul- 
monary involvement  appears  secondary  to  that  of  the  peritoneum. 
Infection  by  the  blood  seems  more  or  less  hypothetical,  for  though 
it  is  known  that  in  manv  cases  of  pneumonia  the  blood  contains 
pneumococci,  this  does  not  explain  why  the  peritoneum  should 
become  involved.  The  genital  organs  in  adults  might  be  respon- 
sible for  some  cases,  but  this  does  not  account  for  the  greater  fre- 
quency of  the  affection  in  girls  than  in  boys.  The  intestine  will 
probably  be  proven  to  be  the  source  of  many  cases.  Children  are 
much  more  frequently  attacked  than  adults,  and  girls  about 
seven  times  as  often  as  boys.  Pneumococcal  peritonitis  may  be 
primary  or  secondarv  to  some  other  pneumococcal  affection, 
usually  pulmonary.  The  peritoneal  exudate  may  be  encysted  or 
diffuse.  The  most  frequent  form  in  children  is  the  primary 
encysted  peritonitis.  This  has  usually  a  sudden  onset  with  acute 
pain,  fever,  and  vomiting.  Persistent  diarrhea  soon  follows.  After 
24  to  48  hours  the  initial  symptoms  diminish ;  diarrhea  persists^ 
the  abdomen  becomes  somewhat  distended.  This  increases  dur- 
ing the  formation  of  the  abscess,  which  can  usually  be  palpated 
at  about  the  twelfth  or  fourteenth  day.  At  this  time  there  are 
usually  constipation  and  slight  fever.  Spontaneous  evacuation 
may  follow  perforation  at  the  umbilicus  or  elsewhere.  The  dif- 
fuse form  of  peritonitis  has  not  a  definite  course.  The  onset 
may  be  sudden  and  severe,  and  the  course  that  of  a  diffuse  septic 
peritonitis  with  rapidly  fatal  termination.  Other  cases  have  an 
abrupt  onset,  then  some  amelioration,  and  later  signs  of  peri- 
tonitis and  death  on  the  tenth  or  twelfth  day.  Pneumococcal 
peritonitis  must  be  differentiated  from  typhoid  fever,  appen- 
dicitis, tuberculous  peritonitis,  and  other  forms  of  peritonitis. 
The  cardinal  points  in  the  diagnosis  of  the  encysted  form  are : 
sudden  onset  with  abdominal  pain,  fever,  vomiting,  and  diarrhea ; 
amelioration  of  symptoms,  persistence  of  diarrhea,  and  later  a 
swelling  which  is  usually  hypogastric.  The  primary  encysted 
type  has  a  relatively  very  good  prognosis  after  operation ;  the 
secondary  cases  are  less  favorable.  The  diffuse  form  has  a  very 
high  mortality,  though  a  few  of  the  less  severe  cases  have  re- 
covered after  surgical  intervention.     The  treatment  of  all  forms 
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of  the  affection  is  laparotomy  and  free  drainage,  avoiding  infec- 
tion of  the  unafifected  peritoneum  in  encysted  cases. 

Septic  Endocarditis. — B.  K.  Rachford  {Arch,  of  Fed.,  Oct., 
1906)  distinguishes  between  rheumatic  endocarditis  and  septic 
endocarditis,  a  case  of  the  latter  of  these  being  reported  by  him. 
The  term  rheumatic  endocarditis  should  be  confined  to  those  cases 
produced  bv  the  poison  of  true  rheumatism,  not  ushered  in  by 
ulcerative  tonsilitis,  diphtheria,  a  scarlatinous  sore  throat,  or 
other  local  foci  of  septic  infection,  not  infectious,  having  no  sep- 
tic symptoms,  and  being  favorably  influenced  by  salicylates  and 
alkalies.  Septic  endocarditis  follows  local  foci  of  septic  infection 
in  the  tonsils,  lungs,  pelvis,  and  subcutaneous  tissues,  and  may  be 
produced  by  streptococci,  staphylococci,  pneumococci,  and  gono- 
cocci.  The  prognosis  in  this  form  is  not  necessarily  bad,  provided 
se'cond  and  third  attacks  can  be  prevented  by  the  destruction  ol 
local  foci  of  infection.  The  term  ulcerative  endocarditis  should 
be  applied  not  to  all  cases  of  septic  endocarditis,  but  to  those  in 
which  ulcerative  changes  occur  in  the  endocardium_,  commonly 
on  the  valves. 

Cause  of  So-called  Habitual  Lateral  Curvature  of  the  Spine, 

— From  the  examination  of  41  spines,  Max  Bohm  (Bost.  Med. 
and  Surg.  J  our.,  Nov.  22,  1906)  finds  that  the  female  spine  has 
a  marked  tendency  to  vary  in  a  cranial,  while  the  male  spine  has 
a  strong  tendencv  to  vary  in  the  caudal  direction.  The  left  side 
of  the  spine  has  a  strong  tendency  to  vary  in  a  cranial,  the  right 
side  to  vary  in  a  caudal  direction.  Thus,  considering  the  spines 
of  both  sexes  together,  the  left  side  shows  in  its  variation  the 
same  relationship  to  the  right  side  as  does  the  female  spine  to  the 
male  spine.  He  says  that  anatomical  studies  teach  us  that  cer- 
tain pathological  forms  of  numerical  variation  of  the  spine  may 
cause  certain  kinds  of  lateral  deformities.  The  A'-rays  show 
that  corresponding  clinical  types  of  "habitual  lateral  curvature" 
in  the  great  majority  of  cases  show  the  variation  expected  at  the 
seat  of  the  primary  curve.  The  "habitual"  scoliosis  manifests 
itself  at  the  very  time  at  which  physiological  growth  and  changes 
allow  the  appearance  of  curves,  based  upon  a  "varying"  de- 
velopment. The  different  affection  of  the  two  sides  of  the  spine 
in  "habitual  lateral  curvature"  corresponds  with  the  peculiar  rela- 
tion of  the  right  and  left  sides  of  the  spine  to  the  numerical 
variation.  Based  upon  these  arguments  and  upon  the  fact  that, 
in  16  out  of  20  cases  of  so-called  "habitual"  scoliosis  those 
"pathological"  types  of  variation  were  found  at  the  primary  seat 
of  the  deformitv  present,  the  following  statement  seems  to  be 
justified:  That  developmental  error  of  the  human  body  occurring 
in  embryonic  life,  which  has  its  morphological  expression  in  the 
so-called  "numerical  variation"  of  the  spine,  causes  under  cer- 
tain   circumstances   those   idiopathic    lateral    deformities   of   the 
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Spine  which  manifest  themselves  in  the  first  half  of  the  second 
decade  of  life  and  which  hitherto  have  been  considered  as  affec- 
tions acquired  in  postnatal  life  owing"  to  purely  functional  or 
functional-osteopathic  conditions.  The  writer  believes  this  to  be 
the  etiological  factor  of  "habitual  lateral  curvature,"  or,  as  he 
terms  it,  delayed  congenital  scoliosis. 

Primary  Ma  ignant  Tumors  of  the  Infant  Uterus. — Palmer 
Findley  (Surg.  Gyti.  and  Ohst.,  Oct.,  1906)  gives  abstracts  of 
eight  recorded  cases  and  of  one  which  he  has  recently  observed. 
In  his  case,  at  the  age  of  eighteen  months  a  yellowish  vaginal 
discharge  was  first  noticed,  and  two  months  later  grape-like 
bodies  were  seen  to  protrude  from  the  vagina.  Three  months 
from  this  time  three  ounces  of  these  bodies  were  scraped  from 
the  anterior  lip  of  the  cervix.  Within  six  weeks  similar  masses 
again  protruded  from  the  vulvar  outlet,  and  three  months  later 
the  growth  was  asrain  removed  from  the  anterior  lip  of  the 
cervix.  At  this  time  numerous  small  secondary  nodules  were 
observed  upon  the  vagina  and  vulva.  The  uterus  was  slightly 
enlarged,  and  in  the  left  broad  ligament  was  a  firm,  immovable 
mass  the  size  of  a  small  orange.  The  inguinal  lymph  nodes  on 
both  sides  were  enlarged.  When  seen  a  year  later,  the  child 
was  extremely  emaciated  with  greatly  distended  abdomen  and 
prominent  superficial  veins.  The  entire  abdomen  seemed  filled 
with  a  firm  nodular  tumor,  and  from  the  vulvar  outlet  protruded 
a  grape-like  mass  of  tissue.  Death  occurred  about  six  months 
later.  The  entire  tumor  mass  was  about  the  size  of  a  man's 
head.  It  was  grayish,  homogeneous,  and  firm.  Its  surface  was 
nodular  and  loops  of  bowel  were  matted  to  it.  The  uterus  was 
of  normal  size.  The  great  mass  of  the  tumor  projected  from  its 
posterior  wall.  No  tumor  was  found  attached  to  the  cervix.  The 
microscopic  diagnosis  of  the  specimen  was  primary  sarcoma 
botryoides  cervicalis  with  secondary  involvement  of  the  pelvic 
connective  tissue  and  general  peritoneum.  Microscopical  exami- 
nation showed  a  typical  small  spindle-cell  sarcoma. 

Renal  Complications  of  Impetigo  and  Eczema. — L.  Guinon 
and  Pator  (Rev.  Mens,  dcs  Mai.  de  I'Enf.,  Nov.,  1906)  de- 
scribe impetigo  and  eczema  as  the  most  frequent  dermatoses 
among  children.  It  is  wonderful  that  while  the  disease  opens 
the  way  by  the  lymphatics  and  capillaries  to  the  entrance  of  sec- 
ondary infection  mixed  infections  do  not  often  occur.  It  is  prob- 
ably due  to  the  copious  discharge  which  washes  away  the  germs 
that  they  do  not  enter  the  circulation.  Another  mechanism  of 
defense  is  the  lymph  nodes,  which  retain  and  withhold  the  poisons 
which  enter  the  lymphatics.  In  impetigenous  eczema  of  children 
the  neighboring  lymph  nodes  are  always  involved,  though  they 
rarely  suppurate.  Tuberculosis  sometimes  penetrates  by  the  fis- 
sures that  are  formed,  but  this  invasion  is  limited  to  the  nodes 
near  by.    When  unwise  therapeutics  have  modified  the  protective 
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secretion  the  means  of  defense  are  insnfficint  and  a  violent  infec- 
tion produces  visceral  complications.  One  of  these  complications 
that  is  somewhat  frequent  is  nephritis.  Edema  is  the  first  symp- 
tom that  appears,  local  or  generalized.  Albumin  and  blood  ap- 
pear in  the  urine.  Recovery  is  rapid  when  the  skin  lesion  has 
been  wisely  treated.  Infection  plays  the  primary  role  in  these 
complications.  Bad  feeding  and  digestive  troubles  weaken  resist- 
ance and  the  lymphatic  barrier  no  longer  arrests  infection.  There 
is  a  true  septicemia  which  brings  about  the  renal  symptoms. 

Infantile    Cerebral    Hemiplegia.— Bouchard    (Jour,    des    Sci. 
Med.  de  Lille,  Nov.   lo,  1906)    refers  to  the  usual  descriptions 
of  cerebral  hemiplegia  in  infants  as  incomplete,  since  onlv  two 
forms  are  mentioned,  the  spasmodic  and  hemiathetosic,  or  hemi- 
choreic,  leaving  out  those  cases  in  which  neither  spasm  nor  abnor- 
mal movements  exist  and  those  in  which  the  reflexes  are  abolished. 
The  author  has  had  under  his  observation  a  case  in  which  there 
was  left-sided  hemiplegia  with  abolition  of  the  reflexes  of  the 
lower  extremities,  and  absence  of  exaggeration  of  the  reflexes  in 
the  arms,  a  condition  which  has  not  heretofore  been  described. 
The  face  was  not  involved  and  the  lower  extremity  had  nearly 
recovered   from   paralysis,   while  the   upper   extremity   was  the 
seat  of  an  atrophy  and  arrest  of  development  that  was  marked, 
and  there  was  practically  no  power  at  all  in  the  limb.     The  con- 
dition had  developed  some  years  after  birth,  and  there  was  sclero- 
sis oi  a  portion  of  the  brain.     Hemiplegia  in  children  is  distin- 
guished from  that  of  adults  in  various  ways.     Its  onset  is  acute, 
with  fever  and  convulsions,  and  this  stage  is  followed  by  a  stage 
of  apparent  recovery,  while  later  there  occurs  a  partial  or  com- 
plete paralysis  of  one  side.    Sooner  or  later  spasm  and  abnormal 
movements  come  on,  with  exaggeration  of  the  reflexes  and  con- 
tracture.    Neither  of  the  last  two  symptoms  had  occurred   in 
the  author's  case.    This  condition  has  not  been  observed  in  chil- 
dren or  adults  in  such  cases.    In  healthy  subjects  the  aboHtion  of 
the  knee-jerk  is  extremely  rare.    It  is  exaggerated  in  92  per  cent, 
of  adult  hemiplegias.    The  paralyzed  muscles  had  preserved  elec- 
trical contractility. 

Tetanus  Neonatorum  Treated  by  Bacelli's  Method.  — Lavinio 
Miserocchi  (Riv.  Crit.  di  Clin.  Fed.,  Nov.,  1906)  describes  the 
treatment  of  a  marked  case  of  tetanus  neonatorum  by  injections 
of^  phenic  acid  in  sterilized  oil,  the  patient  being-  cured  after 
thirty- four  days  of  treatment.  The  little  patient  \vas  six  davs 
old  when  it  developed  trismus,  followed  bv  difficulty  of  swallow- 
ing, opisthotonos,  and  tetanic  seizures,  with  high'  temperature. 
The  seizures  M'ere  violent  and  the  prognosis  was  very  bad.  Such 
cases  result  fatally  in  general.  This  patient  recovered  com- 
pletely, without  showingf  any  symptoms  of  carbolic  acid  poison- 
ing, indicating  a  marked  tolerance  for  the  drug. 
Acute  Encephalitis.— F.  Raymond    (Arch,  do  Med.  des  Enf., 
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Nov.,  1906)  says  that  the  problem  of  the  relation  of  cerebral 
softening  to  inflammation  has  been  studied  for  many  years.  The 
author  believes  acute  encephalitis  to  be  toxoinfective  in  nature. 
It  is  not  always  easy  to  determine  the  nature  of  the  lesion  by 
direct  examination.  It  may  be  distinguished  from  hemorrhagic 
conditions  by  the  infiltration  of  the  nervous  tissue  by  the  blood, 
without  its  destruction.  There  is  no  fluctuating  portion  on  punc- 
ture of  which  blood  will  escape.  The  cerebral  substance  every- 
where preserves  its  contour,  its  convolutions,  and  fissures.  From 
ischemic  softening  it  may  be  distinguished  by  the  presence  of 
thrombosis  in  the  veinules,  a  true  phlebitis  with  infectious  peri- 
phlebitic  nodules,  which  characterizes  it  as  an  infective  process. 
There  is  a  relation  between  suppurative  encephalitis,  hemorrhagic 
encephalitis,  meninp'itis,  and  meningoencephalitis,  which  form 
an  uninterrupted  chain  with  slight  transitions  from  one  form  to 
the  next.  The  anatomical  limit  of  encephalitis  is  hard  to  trace. 
Acute  encephalitis  may  appear  at  any  age,  even  perhaps  in  intra- 
uterine life,  and  it  would  be  interesting  to  trace  the  part  played 
by  inflammation  in  congenital  encephalopathies,  such  as  poren- 
cephaly and  microcephaly.  The  infant's  brain  is  especially  sus- 
ceptible to  slight  or  violent  toxi-infections.  In  most  cases  the 
process  is  of  a  toxic  nature,  exogenous  or  microbic  toxines  hav- 
ing the  property  of  producing  poly  nuclear  inflammatory  lesions 
and  alterations  of  the  nerve  cells.  There  are  various  forms  and 
degrees  of  inflammation,  from  the  extremely  acute  type,  ending 
rapidly  in  coma  and  death,  to  the  subacute  forms,  without  high 
fever  and  manifested  chiefly  by  localized  symptoms  of  a  para- 
lytic nature.  The  most  frequent  form  is  that  of  limited  areas  in 
any  part  of  the  brain.  Polioencephalitis  inferior  has  been  de- 
scribed as  bulbar  myelitis.  The  lesions  are  at  the  level  of  the 
fourth  ventricle  and  the  bulbar  area,  there  being  spots  of  soften- 
ing from  miliary  hemorrhages,  in  the  gray  nodules,  but  in- 
volving also  the  white  substance.  It  may  occur  bilaterally  in 
the  hemispheres  or  the  cerebellum.  It  has  many  points  of  simi- 
larity to  the  lesions  of  poliomvelitis  anterior,  and  epidemics  of  the 
latter  have  been  observed  in  which  some  of  the  cases  showed 
the  symptoms  of  encephalitis  either  alone  or  combined  with 
myelitis.  The  areas  involved  vary  in  size  from  that  of  a  pin 
head  to  that  of  a  small  nut,  and  their  number  is  irregular.  The 
brain  is  soft,  edematous,  moist,  and  shining.  There  are  throm- 
boses of  the  cerebral  vessels  as  well  as  of  the  dura  mater.  The 
inflammation  is  at  once  vascular  and  parenchymatous.  The  ves- 
sel walls  are  infiltrated,  all  the  tunics  being  involved ;  they  are 
filled  with  masses  of  red  blood  cells  and  the  perivascular  spaces 
are  full  of  polynuclear  leukocytes.  There  is  a  true  glandular 
degeneration  of  the  vessels.  The  nerve  substance  is  also  altered, 
the  fibers  havinc:  infiltrated  and  the  cells  swollen.  In  manv  places 
the  nervous  matter  is  destroyed.     The  acute  form  is  fatal,  while 
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life  depends  on  the  subacute  nature  of  the  symptoms,  and  there 
are  paralytic  results  that  localize  the  lesion. 

Therapeutic  Value  of  Formic  Acid  in  Diphtheria. — The  car- 
diac stimulants,  such  as  strychnine  and  di^s^italis,  which  are  usually 
employed  in  cases  of  diphtheria,  raise  the  blood  pressure  and 
so  put  an  extra  stra,in  upon  the  degenerated  heart  muscle.  The 
results  with  formic  acid  in  lOO  cases  have  been  studied  by  David 
H.  Croom  (Ediii.  Med.  Jour.,  Oct.,  1906),  who  compares  these 
with  those  in  three  control  series  of  100  cases  each,  in  which 
strychnine  and  other  cardiac  stimulants  were  employed.  In  the 
series  in  which  formic  acid  was  administered  the  main  features 
were:  (i)  The  remarkable  re.^ularity  of  the  pulse  even  after 
irregularity  had  been  present  in  most  pronounced  form.  With 
the  exception  of  four  cases  the  pulse  was  regular  within  four 
days  of  administration,  and  in  the  majority  of  cases  within  three 
days.  (2)  The  great  improvement  in  the  general  nutrition  of 
the  patients,  as  shown  by  their  color,  appetite,  lack  of  depression, 
etc.,  which  was  marked,  as  a  rule,  within  three  days  of  admin- 
istration, and  which  would  point  to  a  successful  combating  of  the 
toxemia.  Comparing  the  results  with  those  in  the  control  series, 
one  finds  an  improvement  in  the  death-rate  from  cardiac  failure 
from  8.6  per  cent,  to  2  per  cent.  Similarly  the  percentage  of 
l)aralyses  of  other  varieties  was  reduced  from  14  to  3  per  cent. 
Although  the  diuretic  effect  of  formic  acid  and  the  formates  in 
the  disease  is  not  pronounced  the  great  reduction  in  the  percent- 
age of  albumin,  from  30  to  10  per  cent.,  is  noteworthy.  That 
the  formic  acid  exercises  any  direct  effect  on  the  kidney  is  diffi- 
cult to  suppose,  and  it  would  seem  that  the  results  are  obtained 
chiefly  by  the  general  condition  of  the  patient  being  so  improved 
as  to  be  highly  resistant  to  the  toxin. 

Oral  Administration  of  Antitoxins  for  Prevention  of  Diphtheria, 
Tetanus,  and  Possibly  Sepsis. — Experiments  by  C.  T.  Mc- 
Clintock  and  W.  E.  King  (Jour.  Infect.  Dis.,  Oct..  1906)  have 
thus  far  failed  to  permit  definite  conclusions  as  to  the  possibility 
of  preventing  or  curing  sepsis  by  the  oral  administration  of  anti- 
toxin. The  writers  have  been  able  to  show  that  the  antitoxins  for 
diphtheria  and  tetanus  may  be  given  by  mouth  and  absorbed  in 
sufficient  quantity  to  show^  markedly  antitoxic  properties  in  the 
blood  of  the  treated  animal.  This  result  has  been  obtained  from 
the  use  of  certain  drugs  with  the  serum ;  on  the  one  hand,  drugs 
that  inhibit  digestion  ;  on  the  other,  those  that  promote  absorption. 
It  remains  to  be  shown  what  are  the  best  drugs  for  this  purpose 
and  in  what  quantities.  The  results  of  the  experiments  show 
that  the  toxins  of  diphtheria  and  tetanus  are  absorbed  from  the 
alimentary  canal,  provided  digestion  is  inhibited.  This  suggests 
a  method  for  slow,  gradual  immunization  of  animals  or  men  that 
is  at  the  same  time  much  easier  and  safer  than  hypodermic  admin- 
istration of  toxin.     It  also  suggests  an  explanation  of  many  cases 
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of  toxemia,  due  to  the  absorption  of  putrefactive  products  where 
digestion  is  deranged.  When  antidiphtheric  serum  alone  is  given 
to  guinea-pigs  by  stomach,  absorption  of  the  antitoxin  does  not 
take  place  with  any  degree  of  uniformity.  Antidiphtheric  serum 
alone  given  to  guinea-pigs  by  intestine  is  absorbed  in  relatively 
large  quantities.  Small  amounts  of  strychnine  and  potassium 
bicarbonate,  added  to  the  serum  given  by  intestine,  aid  absorption 
to  some  extent.  Diphtheria  antitoxin  to  which  trikresol,  salol, 
chloroform,  and  opium  are  added,  when  given  to  guinea-pigs, 
rabbits,  and  dogs  by  stomach,  is  absorbed  in  considerable  amount 
and  with  reasonable  uniformity.  Tetanus  antitoxin,  similarly 
prepared,  administered  to  guinea-pigs  by  mouth,  is  equally  well 
absorbed.  Several  hours  must  be  allowed  for  absorption  of  anti- 
toxin given  by  moutli.  Moderate  starvation  before  and  during 
oral  administration  of  antitoxin  enhances  absorption.  Large 
amounts  of  tetanus  and  diphtheria  toxins,  administered  alone  by 
mouth,  are  rarely  absorbed.  Preliminary  work  seems  to  show 
that  tetanus  and  diphtheria  toxins,  which  are  prepared  with 
chloroform,  salol,  trikresol,  and  opium,  given  by  mouth,  are  ab- 
sorbed with  some  degree  of  uniformity.  Diphtheria  antitoxin, 
placed  in  the  stomach  and  different  portions  of  the  '  estine  of 
dogs  for  one  hour,  is  absorbed  in  considerable  quc»miues.  Diph- 
theria and  tetanus  antitoxins  to  which  trikresol,  salol,  chloroform, 
and  opium  have  been  added,  given  to  human  beings  by  mouth, 
are  absorbed  in  sufficient  quantities  to  show  protective  qualities 
in  the  blood  serum  of  the  individual.  When  diphtheria  antitoxin 
is  injected  subcutaneouslv  into  man.  dogs,  rabbits,  and  guinea- 
pigs,  only  a  part  of  it  appears  in  the  blood.  The  sensitizing 
action  of  horse  serum,  given  to  guinea-pigs  by  mouth,  is  not 
nearly  so  great  as  when  injected  hypodermatically  or  intra- 
peritoneally. 

Bacilli  in  Throats  of  Convalescent  Diphtheria  Patients.— J.  H. 
Meikle  {Edin.  Med.  Jour.,  Dec.  1906)  gives  results  of  a  clinical 
and  bacteriological  investigation  of  300  cases  of  diphtheria,  made 
to  determine  some  cause  for  the  irregularity  as  to  time  when 
the  bacilli  disappear  and  some  practical  method  for  regulating,' 
the  discharge  of  such  patients.  He  finds  that  most  cases  of  diph- 
theria are  free  from  bacilli  after  three  weeks  from  the  beginning 
of  the  illness,  and  can  be  discharged  with  safety  three  weeks 
after  the  membrane  disappears.  While  it  is  good  to  have  three 
consecutive  negative  bacteriological  results  before  discharging 
patients,  the  difficulties  of  carrying  this  out  make  two  consecutive 
negative  results  the  most  practical  standard  to  adopt.  While 
every  endeavor  should  be  made  to  have  all  cases  free  from 
bacilli  before  discharge,  special  exemptions  must  always  be  made. 
The  fact  that  return  cases  of  diphtheria  are  rare  seems  to  be  due 
to  (i)  diminished  virulence  of  the  bacilli  in  convalescence;  (2) 
to  some  immunity  possessed  by  those  who  have  to  come  closest 
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in  contact  with  convalescents  still  carrying  bacilli.  Duration  of 
per.'iistence  is  not  influenced  by  sex,  nor  to  any  appreciable  extent 
bv  the  amount  of  antitoxin  given,  nor  bv  the  antiseptic  used. 
The  duration  of  persistence  is  slightly  lessened  by  season — 
less  in  summer  than  in  winter;  by  age — less  for  older  patients; 
by  the  eartly  date  of  illness  before  treatment.  The  chief  cause  of 
prolonged  persistence  is  tonsils  which  remain  enlarged  during 
and  after  convalescence.  For  the  morphological  diagnosis  of 
diphtheria,  Neisser's  stain  gives  the  best  results.  The  polar 
stained  or  beaded  rod  is  the  rod  nearly  always  found  in  blood 
serum  after  eighteen  hours'  growth.  As  bacilli  disappear  from 
the  throat,  the  long  form  is  usually  replaced  by  the  short  form. 
Hofmann's  bacillus  is  found  in  all  variety  of  cases  and  at  different 
times,  but  is  more  frequent  during  convalescence.  In  cases  with 
staphylococci  present,  the  diphtheria  bacilli  persists  longest.  When 
streptococci  appear  early,  diphtheria  bacilli  usually  disappear 
quickly.  Streptococci  are  found  in  nearly  every  case  after  diph- 
theria bacilli  are  gone.  Thorough  and  continued  local  antiseptic 
treatment  diminishes  the  virulence  of  the  bacilli. 

Serum  Treatment  of  Scarlet  Fever. — A.  N.  Saltykow  {Arch, 
f.  KindcrheU.,  Vol.  74,  Part  iv.)  tells  us  that  since  the  strepto- 
coccus has  been  found  by  many  observers  in  the  blood  of  scarlet 
fever  patients,  it  is  believed  by  many  persons  that  this  is  the 
cause  of  the  disease.  The  author  believes  that  we  do  not  as  yet 
know  the  organism  that  causes  scarlet  fever,  but  that  most  of 
the  serious  complications  and  symptoms  are  produced  by  the 
streptococcus.  As  early  as  1896  Marmorek  attempted  the  cure 
of  the  disease  by  his  antistreptococcic  serum.  Te  believed  that 
if  we  could  successfully  eliminate  the  work  of  the  streptococcus 
we  should  find  the  disease  much  less  fatal.  He. used  the  serum 
in  96  cases.  The  general  condition  improved  after  its  use;  the 
nervous  symptoms  disappeared,  temperature  fell,  and  pulse  was 
better.  The  dose  was  from  ro  to  80  c.c.  The  effect  on  the  glan- 
dular swellings  was  marked ;  they  grew  small  rapidly,  and  did  not 
suppurate.  Albuminuria  disappeared  and  complications  did  not 
occur.  Marmorek  highly  recommended  this  treatment.  Other 
observers  did  not  get  such  good  results.  In  1902  jMoser  brought 
forward  a  serum  that  he  claimed  to  be  specific  for  the  disease. 
In  99  cases  of  scarlet  fever  he  found  streptococci  in  the  blood 
and  organs  of  63.  He  tried  to  immunize  horses  to  the  disease. 
There  was  a  reaction  of  fever  and  abscesses  at  point  of  injection. 
Immunization  took  from  seven  to  eight  months.  He  found  that 
his  serum  agglutinated  with  the  serum  of  scarlet  fever  patients, 
and  not  with  other  streptococci.  Moser  used  the  serum  in  84 
cases.  Injections  wxre  given  in  the  abdominal  wall,  with  a  dose 
of  30  to  180  c.c.  In  severe  cases  a  large  dose  must  be  given  and 
early  in  the  disease  in  order  to  get  good  results.  The  effect  of 
small  doses  repeated  is  much  less.     Moser  claimed  a  progressive 
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lowering  of  the  percentage  of  fatal  cases,  and  a  lower  mortality 
than  in  other  hospitals  of  the  same  city.  There  was  a  lowering 
of  temperature  without  symptoms  of  collapse,  immediately  after 
the  injection.  The  appetite  improved,  nervous  symptoms  van- 
ished, and  the  pulse  was  fuller.  The  appearance  in  nose  and 
throat  were  improved.  The  disease  was  shortened.  Escherisch 
tried  the  serum  in  112  cases  and  found  that  its  action  was  anti- 
toxic. Its  effect  was  marvelous.  The  most  favorable  results 
have  been  obtained  by  many  other  observers.  Prophylactic  in- 
jections were  given  in  200  cases  with  good  results.  Only  two 
or  three  of  the  children  who  had  been  treated  had  a  slight 
attack  of  fever.  In  these  cases  the  serum  of  Marpamann  w^as 
used.  Many  of  the  highest  German  authorities  are  skeptical 
about  the  value  of  these  serums.  After  a  careful  review  of  all 
the  literature  relating  to  this  subject,  the  author  believes  that 
serum  injections  should  be  tried  in  all  sorts  of  cases,  light  and 
severe  alike,  until  sufficient  data  have  been  accumulated  to  arrive 
at  a  definite  opinion  as  to  their  value. 

Empyema  of  the  Frontal  Sinuses  in  Children  Following 
Acute  Infectious  Diseases. — Gustav  SchoUe  (Arch.  f.  Kinder- 
heil,  Vol.  74,  Part  iv.)  says  that  affections  of  the  frontal  sinuses 
belong  to  the  rarest  forms  of  disease  to  be  found  in  children. 
This  is  due  to  the  fact  that  these  sinuses  are  not  fullv  formed 
until  the  fourteenth  to  the  sixteenth  year.  At  the  eleventh  year 
the  sinuses  are  quite  large,  but  in  children  from  six  to  seven 
years  of  age  they  are  not  as  yet  developed.  The  earliest  de- 
scribed case  in  literature  occurred  in  a  child  of  seven  years.  The 
cavities  are  in  the  form  of  inverted  pyramids,  with  the  apex 
downward,  separated  from  one  another  by  a  thin  bony  wall. 
They  open  by  a  narrow  canal  into  the  nasal  cavity,  and  this 
canal  is  lined  wHth  mucous  membrane  which  becomes  swollen 
in  many  nasal  diseases  so  as  to  close  it — the  secretion  being 
dam.med  up  within  the  cavity.  By  means  of  infections  from 
without  the  secretion  becomes  purulent  and  we  have  empyema. 
The  lower  wall  is  thinnest  and  there  is  often  a  slight  bony  defect, 
so  that  the  secretion  presses  downward  into  the  orbit,  and  the 
first  symptom  of  empvema  is  swelling  under  the  upper  eyelid, 
edema  of  the  lid,  and  protrusion  of  the  eyeball  downward  and 
forward.  There  may  be  symptoms  referred  to  the  optic  nerve, 
hyperemia,  dilatation  of  the  veins,  and  limitation  of  the  ocular 
field.  The  result  is  an  abscess  breaking  into  the  eyeball  or  back- 
ward into  the  skull  cavity.  The  vessels  of  the  sinus  and  of  the 
brain  anastomose  and  infection  may  also  reach  the  brain  by  means 
of  septic  thrombi.  In  diphtheria  of  the  throat  alone  there  is  a 
simple  catarrh  of  the  sinus,  and  diphtheria  bacilli  are  not  found 
in  the  secretion,  but  in  nasal  diphtheria  there  is  implication  of 
Jhe  sinus,  sevr-e  symptoms  result  and  the  bacilli  are  found  in  the 
secretions    of    the    sinus.      The    same    infection    takes    place    in 


BRIEF    OF    CURRENT    LITERATURE.  281 

the  antrum  and  the  ethmoidal  sinuses.  There  are  three  forms 
of  disease  of  the  frontal  sinus,  simple  catarrh,  blenorrhagic  sinu- 
sitis, and  purulent  sinusitis.  The  etiolo.^ical  factors  are,  in  adults, 
simple  nasal  catarrh,  influenza,  erysipelas,  smallpox,  pneumonia, 
typhus,  syphilis,  and  gonorrhea.  In  children  the  most  common 
factors  are  scarlet  fever,  measles,  diphtheria,  and  influenza.  The 
diagnosis  of  the  condition  in  children  is  not  easy,  since  the  symp- 
toms are  masked  by  those  of  the  primary  disease.  The  first 
symptom  is  pain  on  pressure  or  percussion  over  the  eyebrow 
and  into  the  top  of  the  orbit.  Pressure  may  cause  pus  to  flow 
from  the  nose.  The  redness  that  is  caused  by  pressure  is  more 
marked  over  the  affected  side  than  over  the  other.  There  are 
edema  and  swelling  over  the  sinus  and  pain  in  the  region  of  the 
supraorbital  nerve.  The  diagnosis  may  be  confirmed  by  passing  a 
sound  into  the  sinus. 

Gonococcus  Vaginitis  in  Children. — B.  H.  Rachford  (Lancet- 
Clinic,  Dec.  I,  1906)  says  that  gonococcus  vaginitis,  which  is 
such  a  persistent  and  frequent  disease  in  children's  wards,  has 
recently  become  epidemic  in  the  Cincinnati  Hospital,  necessitating 
the  opening  of  a  special  gonococcus  ward.  In  this  all  new  cases 
having  vaginal  discharge  are  isolated  until  the  microscope  con- 
firms the  diagnosis.  The  clothing,  linen,  etc.,  are  soaked  in 
bichloride  solution  before  thev  are  sent  to  the  wash.  All  children 
wear  diapers  holding  pads  of  gauze  covering  the  genitalia,  which 
are  changed  frequently  and  destroyed  by  burning.  The  nurses 
keep  their  hands  thoroughly  cleansed  by  frequent  sterilization, 
and  are  informed  as  to  the  possible  complications  of  gonococcus 
infection,  so  that  they  may  carefully  keep  watch  for  them.  The 
bathtub  is  no  longer  used  for  bathing  purposes ;  the  water  closets 
and  seats  are  washed  with  soap  and  water,  and  then  with  bichlo- 
ride solution  after  each  individual  use.  Each  patient  has  a  sepa- 
rate bedpan,  cathether,  and  other  instruments  used  in  the  treat- 
ment. These  are  washed  and  carbolized  after  being  used  and 
the  catheter  and  instruments  placed  in  separte  bottles,  con- 
taining carbolic  acid  solution  and  labeled  with  the  child's  name. 
The  external  genitalia  are  washed  with  bichloride  of  mercury, 
I  :  1,000,  and  a  small  female  glass  catheter,  in  the  end  of  which  a 
hole  has  been  made,  is  carefully  introduced  into  the  vagina,  and 
two  quarts  of  a  weak  solution  of  permanganate  of  potash  is  in- 
jected. This  is  followed  by  the  injection  of  two  or  three  ounces 
of  10  to  40  per  cent,  solution  of  argyrol.  This  treatment  is  given 
twice  a  day  and  the  nurse  is  required  to  record  night  and  morn- 
ing the  character  of  the  discharge  on  a  chart  that  is  prepared  for 
the  purpose.  The  vaeinal  discharges  in  all  cases  are  examined 
microscopically  every  third  day,  and  when  they  are  found  negative 
for  gonococci  the  case  is  isolated,  but  the  treatment  is  continued 
for  ten  davs  longer  and  the  patient  is  then  sent  to  one  of  the 
.adult  wards  and  kept  under  observation  for  ten  davs  or  two  weeks 
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longer  before  it  is  finally  discharged  from  the  hospital  as  cured. 
At  intervals  of  four  or  five  weeks  all  of  the  patients  are  removed 
from  the  gonococcus  ward  to  another  ward  while  th'^  gonococcus 
ward  is  being  thoroughly  disinfected.  The  cases  are  then  re- 
turned. A  treatment  which  has  been  even  more  successful  than 
the  above  is  as  follows :  Two  quarts  of  a  saturated  solution  of 
boric  acid  are  injected  through  the  glass  catheter.  Then  three 
ounces  of  a  one  per  cent,  solution  of  nitrate  of  silver  are  injected. 
This  is  done  twice  daily  until  two  weeks  after  the  discharge  ceases 
and  no  gonococci  are  found;  then  the  solution  of  silver  nitrate 
is  increased  to  two  or  even  three  per  cent.,  still  preceded  by  the 
boric  acid  irrigation.  After  ten  davs  of  this  the  case  is  trans- 
ferred to  an  adult  ward  for  observation. 

Relation  of  Weight  to  Measurement  of  Children  During  (he 
First  Year.— E.  C.  Fleischner  {Arch,  of  Ped.,  Oct.,  1906)  has 
analvzed  the  weights  and  measurements  of  five  hundred  children, 
showing  that  in  normal,  well  nourished  children  the  height  and 
circumference  of  head,  chest,  and  abdomen  increase  as  the  weight 
during  the  first  year.  In  fairly  well  nourished  children  these 
measurements  increase  primarily  as  the  weight,  although  age 
plays  more  of  a  part  than  in  the  well  nourished.  In  the  poorly 
nourished,  age  plays  its  most  important  part,  and  their  measure- 
ments, compared  with  those  of  the  well  nourished,  increase  most 
rapidly  in  the  last  part  of  the  year.  In  the  poorly  nourished, 
when  the  weight  is  below  normal,  all  the  measurements  are  corre- 
spondingly so.  The  height  and  circumference  of  the  head  reach 
the  normal  birth  measurements  a  little  ahead  of  the  weight,  while 
the  chest  and  abdomen  are  two  months  later  in  reaching  the 
measurements  of  a  normal  child  at  birth.  When  the  weight  is 
stationarv^  the  increase  in  the  measurements  is  small.  iSIeasure- 
ments  of  infants  of  the  same  wei"-ht,  irrespective  of  age,  are  very 
similar.  The  observations  show  that  weight  rather  than  age  is 
the  chief  determining  factor  of  the  measurements  during  the  first 
year. 

Acidified  Milk  in  Infant  Feeding. — J.  L.  Morse  and  H.  I. 
Bowditch  {Arch,  of  Ped.,  Dec,  igo6)  describe  the  methods  of 
preparing  such  milk  and  relate  the  results  which  they  have 
obtained  with  it  in  various  tvpes  of  cases.  Thev  find  that  butter- 
milk, buttermilk  mixtures,  and  milk  mixtures  acidified  with  lactic 
acid  bacteria  are  safe  foods  for  infants,  whether  well  or  ill. 
Infants  can  thrive  and  gain  on  them  for  considerable  periods  of 
time.  The  use  of  a  routine  buttermilk  mixture,  as  has  been 
the  custom  in  the  past,  is  not  as  rational  as  that  of  an  acidified 
milk  mixture  modified  to  suit  the  individual  case  or  of  buttermilk 
modified  by  the  addition  of  cream  and  milk  sugar.  The  prepar?- 
tion  of  such  acidified  mixtures,  while  not  difficult,  is  not  very 
practicable  for  private  work.  These  mixtures  and  buttermilk 
are  almost  alwavs  taken  well.     The  results  obtained  from  acidi^ 
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fied  milk  mixtures  in  cases  of  malnutrition  and  chronic  disorders 
of  digestion  are  not  materially  different  from  those  obtained  from 
the  use  of  other  preparations  of  milk  of  the  same  percentages. 
They  are,  however,  worthy  of  trial  in  cases  of  intractable  dis- 
turbances of  digestion,  because  some  cases  do  much  better  on 
them  than  on  other  forms  of  modified  milk.  Practically  the  same, 
and  in  some  instances  better,  results  are  obtained  in  these  con- 
ditions with  pasteurized  buttermilk  than  with  acidified  milk  mix- 
tures. This  fact  suggests  strongly  that  the  good  results  which 
are  obtained  with  buttermilk  mixtures  are  due  to  the-.r  low  fat 
content  in  combination  with  a  large  amount  of  proteid  in  an  easily 
digestible  form,  and  not  to  the  acidity  or  to  the  action  of  the  bac- 
teria. Pasteurized  buttermilk  gives  very  good  results  when  given 
as  the  first  form  of  milk  food  after  the  initial  periods  of  water  and 
starchy  diets  in  acute  intestinal  indigestion  and  infectious  diar- 
rhea. It  is  possible  that  unpasteurized  buttermilk  will  give  even 
better  results  because  of  the  action  of  the  lactic  acid  bacteria  on 
the  intestinal  flora.  Fat  free  milk  acidified  w-ith  pure  cultures  of 
lactic  acid  bacteria  ought,  however,  to  be  safer  and  more  reliable 
than  commercial  buttermilk. 

Value  of  Human  Milk  in  Infantile  Atrophy,  etc. — F.  P. 
Denny  (Jour.  Amer.  Med.  Assn.,  Dec.  8,  1906)  says  that  the  chief 
causes  of  failure  of  an  exclusive  artificial  diet  are  (a)  disturb- 
ances of  assimilation,  of  which  infantile  atrophy  is  an  extreme 
type ;  (b)  a  diminished  resistance  to  bacterial  infections.  The 
benefits  of  human  milk  in  these  conditions  probably  depend  on  the 
action  of  ferments,  and  it  is  therefore  rational  to  expect  to  get 
results  from  the  use  of  small  amounts  of  human  milk.  Good 
results  are  obtained  by  the  addition  to  the  infant's  diet  of  two 
to  five  ounces  of  human  milk  a  day.  Discretion  must  be  exercised 
in  giving  breast  milk  in  the  early  stages  of  a  gastrointestinal 
infection.  It  is  poor  practice  and  unjustifiable  to  have  a  wet  nurse 
abandon  her  own  child  in  order  to  nurse  a  sick  baby.  Much 
can  be  done  with  breast  milk  obtained  from  poor  mothers,  women 
living  at  home,  who  come  to  the  hospital  or  house  a  few  times 
a  day.  The  amounts  obtained  at  each  nursing  should  be  deter- 
mined by  the  nurse's  compensation  made  proportional  to  the 
quantity  furnished.  It  is  unjustifiable  to  keep  babies  in  hospitals 
or  institutions  unless  a  sufficient  amount  of  breast  milk  is  added 
to  their  diet  to  render  them  resistant  to  hospital  infections. 

Wet  Nursing  of  Foundlings. — W.  T.  Watson  {Jour.  Amer. 
Med.  Assn.,  Dec.  8,  1906)  reports  a  case  of  syphilis  acquired 
through  nursing  a  foundling  for  the  city.  He  considers  such 
exposure  of  innocent  and  unmarried  women  to  infection  to  be  an 
unjustifiable  practice,  and  strongly  urges  its  abandonment. 

Absorption  of  Fat  in  Infants. — As  the  result  of  a  study  of 
the  absorption  of  fat  in  infants,  T.  P.  Shaw  and  A.  L.  C.  Gilday 
{Mont.  Med.  Jour.,  Dec.  IQ06)  conclude  that  in  nurslings  about 
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four  per  cent,  and  in  bottle-fed  infants  five  per  cent,  of  the  fat 
ingested  appears  in  the  feces.  The  fat  found  in  the  stools  is, 
to  a  great  extent,  fat  which  has  escaped  digestion.  The  fatty 
compounds  in  the  feces  exist  as  neutral  fat,  fatty  acids,  and 
soaps.  The  fatty  acids  are  usually  in  excess  of  the  two  other 
constituents.  The  soaps  are  relatively  increased  in  artificially 
fed  infants,  in  infants  with  a  low  percentage  of  fat  in  the  food, 
and  in  those  with  diarrhea. 

Inorganic  Late-Systolic  Pulmonary  Murmurs  in  Infancy  and 
Childhood. — Samuel  McHamill  and  Theodore  Le  Boutillier 
(Amer.  Jour.  Med.  Sci.,  Jan.,  1907)  quote  a  number  of  authors, 
showing  the  tendency  to  consider  functional  cardiac  murmurs 
as  rare  in  young  children.  Adding  to  the  children  examined, 
consecutively,  in  the  preparation  of  a  former  paper,  forty-six 
recently  examined,  consecutively,  a  total  of  eighty,  they  found 
that  fift5'-three,  or  66.2  per  cent,  showed  a  late-systolic  pulmonic 
murmur.  Of  these  eighty  children,  forty-eight  were  under 
five  years  of  age,  and  of  this  number,  thirt}'  two,  or  66.2  per  cent, 
had  the  murmur.  Of  the  thirty-two  remaining,  all  of  whom 
were  over  five  years  of  age,  there  were  twenty-one,  or  65.3 
per  cent.,  with  the  murmur.  On  the  basis  of  these  figures,  there- 
fore, it  would  seem  that  in  institutional  children,  showing  no 
special  manifestations  of  disease,  acute  or  chronic,  but  in- 
fluenced only  by  their  environment,  between  60  and  70  per 
cent,  have  the  type  of  murmur  under  discussion,  and  that  this 
murmur  is  quite  as  common  in  children  under  five  years  of  age 
as  in  later  childhood.  It  is  interesting  to  note  also  that  these 
results  correspond  closely  with  those  obtained  by  Rudolf, 
quoted  above,  and  that  the  31.6  per  cent,  of  functional  murmurs 
found  by  Butler  in  the  examination  of  a  series  of  hearts  in 
children  ranging  in  age  from  seven  years  to  puberty,  would 
seem  to  support  the  suspicion  suggested  by  the  figures — that 
this  murmur  is  more  common  during  the  first  five  years  of  life 
than  between  this  age  and  puberty.  This  murmur  occurs 
with  almost  equal  frequency  in  children  living  under  the  best 
hygienic  conditions,  who  have  practically  no  evidences  of  anemia, 
and  whose  state  of  health  is  very  slightly  below  the  normal,  and 
not  infrequently  in  those  who  have  every  appearance  of  being 
perfectly  well.  Of  course,  they  are  much  multiplied  in  fre- 
quency during  the  acute  febrile  conditions,  or  during  any  de- 
cided condition  of  ill  health.  This  murmur  has  no  special 
clinical  significance.  The  recognition  of  the  frequency  of  its 
occurrence  is  important  in  order  that  it  may  be  differentiated 
from  murmurs  of  organic  origin.  If  its  characteristics  are 
fairly  understood,  it  is  not  likely  that  it  will  be  misinterpreted. 
The  points  upon  which  one  should  lay  special  stress  in  dif- 
ferentiating it  from  organic  murmurs  are  these:  The  changes 
in  the  heart  muscle  found  in  organic  disease  of  the  heart,  c--  in- 
dicated by  displacement  of  the  apex  beat  and  increase  in  the  area 
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of  dullness,  are  not  present.     The  murmur  is   proportionately 
more    augumented    by    the    recumbent    posture    than   are    the 
organic  munnurs;    it  is  often  audible    only   when  the    patient 
is  recumbent.     It  is  differently  influenced  by  respiration,  be- 
ing loudest  at  the  end  of  respiration  and  the  beginning  of  in- 
spiration, sometimes  entirely  disappearing  at  the  end  of  a  full 
inspiration.     The  murmur  invariably  has  its  point  of  maximum 
intensity  in  the  second  left  interspace  close  to  the  sternum  or 
over  the  third  costal  cartilage.     It  is  sometimes  transmitted 
over  practically  the  entire  cardiac  area,  but  rarely  beyond  it. 
It  never  eliminates  the  first  sound,  but  exists  only  after  the 
period  of  cystolic  clostire;    it  is,  in  other  words,  late-systolic. 
Headrolling  and    Other  Curious  Movements   in   Children. — 
George   F.    Still    {Clinical   Journal,    Nov.    21,    1906)    writes    of 
certain   more   or  less   rhythmical   movements   which   occur  in 
voung  children.     In  headrolling,  as  the  infant  lies  in  his  cot  he 
rolls  his  head  monotonously  from  side  to  side,  with  occasional 
pauses,  if  his  attention  is  attracted;    the  movement  may  con- 
tinue even  when  the  child  is  asleep.     It  ceases  almost  invar- 
iably when   the   child  is  sitting  up.     This   headrolling  occurs 
chiefly  in  infants  under  the  age  of  two  years.     Fifteen  out  of 
nineteen  of  the  author's  cases  showed  rickets.     There  is  usually 
another  factor  in  cases  of  headrolling,  peripheral  irritation  of 
some  sort.     In  fifteen  out  of  twenty-nine  cases  it  was_  associated, 
sooner    or    later,    with    evidence    of   middle-ear   irritation.     It 
would   seem   that   headrolhng   may   be   caused   by   middle-ear 
afifection  where  there  is  no  other  symptom  suggestive  of  ear 
trouble,  and  long  before  any  discharge  appears  from  the  ear. 
It  may    well  be  that  a  latent  middle-ear  catarrh  accounts_  for 
many  of  the  cases  of  headrolling  for  which  there  is  no  obvious 
cause,  and  that  the  proportion  of  cases  due  to  ear  disease  is 
higher  even  than  can  be  demonstrated  from  climcal    or  post- 
mortem  evidence.     It  seems   likely  that   dentition  is   the  ex- 
citing cause  in  some  cases.     Another  curious  movement,  seen 
during  the  first  few  years  of  life,  is  head-banging.     In  some 
cases  this  takes  the  form  of  beating  the  head  with  the  fists  or 
with  any  available  implement,  in  others  the  child  beats  the 
head    against    some    hard    object,    oftentimes    bending   down- 
wards deliberately  to  beat  its  head  against  the  floor,  or  bang- 
ing its  head  against  the  side  of  the  cot,  or  against  a  neighboring 
wall.     This  is  not  a  sign  of  anger,  and  is  done  without  provo- 
cation, and  when  the  child  thinks  itself  unobserved.     Of  twenty- 
eight  cases,  all  were  under  five  years  of  age,  and  twenty-two  were 
between  six  months  and  two  years  of  age.     Rickets  was  not 
more   frequent  in  these   cases   than  in  any  series   of  hospital 
cases  of  the  same  age.     The  series  showed  that  in  six  out  of 
twenty-eight    cases    head-banging   bore   some    relation    to    ear 
disease,  and  that,  like  head-rolling,  it  may  precede,  by  several 
weeks,  the  appearance  of  discharge  from  the  ear.  or  may  be  due 
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to    a    latent     middle-ear     catarrh.       It    is    noteworthy,    also, 
that  the  banging  in  these  cases  with  ear  disease  is  usually  not 
a  beating  of  the  ear,  but  of  the  frontal  or  occasionally  of  the 
occipital  region.     The  fact  that  more  than  three-fourths  of  the 
cases   occur  between  the  ages   of  six  months   and  two  years, 
makes  it  probable  that  head-banging,  like  head-rolling,  is  due 
to  the  worry  of  dentition  in  some  cases.     It  seems  possible  also 
that  headache,  from  whatever  cause,  may  sometimes  excite  this 
movement.     A   less    common   movement   is    body-rocking,    an 
antero-posterior    motion    of    the    trunk    occurring    in    infancy 
and  early  childhood,  almost  exclusively  in  the  sitting  position, 
and  therefore  only  in  children  old  enough  to  sit  up,  that  is,  over 
nine  months  of  age.     In  some  cases  the  rocking  motion  is  com- 
bined with  a  rising  movement,  like  that  of  a  rider  in  trotting. 
In  one  case  this  ceased  during  sleep;   in  two  others  it  occurred 
chiefly    during   sleep,    the    child   sitting   up.     A   less    common 
variety  of  the  motion  is    a    slow  swaying  of  the  body  from  side 
to  side.     The  substitution  of  one  curious  movement  for  another 
is  not  unusual,  one  being  present  while  awake,  another  when 
asleep,    a   monotonous   cooing  noise  sometimes   accompanying 
the  latter.     In  itself  this  body-swaying  is   of  no  importance, 
but  as  a  little  indication  of  a  child's  temperament  and  tend- 
encies   it  is  worthy   of   notice.       The    children   who   show   this 
curious  movement  are  generally  odd  children — not  in  the  least 
defective  in  intellect,  indeed  often  rather  above  the  average  in  this 
respect,   but  children  of  peculiar  temperament,  sometimes  ex- 
traordinarily reserved,  sometimes  unduly  self-conscious,  some- 
times  showing  some   more   definite    evidence    of   nervous    ab- 
normality.    The    movements    of    masturbation    must    be    dis- 
tinguished   from    the    body-rocking    described.     Head-nodding 
is  a  different  motion  from  those  already  mentioned.     It  is  not 
always  an  antero-posterior  nodding,  but  may  be  a  lateral  ro- 
tation or  a  combined  anterolateral  movement.     It  is  a  rhythmic, 
even    swaying.     These   movements   occur   only  in  the   sitting 
position,    while    head-rolling  is  observed  only  when  recumbent. 
In   most    cases    head-nodding  is    associated   with    nystagmus; 
both  the  nodding  and  nystagmus  are  present  only  at   intervals, 
and  either  may  be  noticeable  without  the  other.      This  nys- 
tagmus presents  a  very  striking  peculiarity  in  its  uniocular  pre- 
dominance;   it  is  almost  always  more  marked  in  one  eye  than 
in  the  other,  and  sometimes  appears  to  be  limited  to  one  eye. 
It  may  be  vertical,  horizontal,  or  rotary,  and  is  usually  very 
fine  and  very  rapid.     In  many  other  conditions  it  is  much  coarser. 
The  child  also  often  looks  at  objects  out  of  the  corners  of  its 
eyes,  turning  the  head  downwards  and  slightly  to  the  opposite 
side.     This   curious    disorder   has   its    onset    almost   invariably 
during  the  period  between  the  ages  of  five  months  and  twelve 
months,  and  very  rarely  lasts    beyond  the  end  of  the  second 
year;     it    corresponds,    therefore,    like    head-rolling   and    head- 
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banging,  very  closely  to  the  period  of  dentition.  Like  head- 
rolling,  also,  it  is  associated  with  more  or  less  rickets  in  a  large 
proportion  of  the  cases  (twenty  out  of  twenty-five  of  the 
author's).  An  illness  or  injury,  perhaps  by  its  general  de- 
pressing effect,  seems  to  predispose  to  this  disorder.  Eighty 
per  cent,  of  the  cases  begin  between  November  ist  and  April 
I  St.  With  head-nodding  is  sometimes  confused  the  head- 
jerking  which  is  occasionally  a  manifestation  of  epilepsy. 
Here  the  head  is  dropped  or  jerked  suddenly  forward,  and  a 
series  of  such  nods  or  jerks  may  occur;  sometimes  as  many  as 
fifty  or  more  in  succession;  the  child  at  the  time  has  a  vacant 
appearance,  probably  with  more  or  less  complete  loss  of  con- 
sciousness. The  head-jerking  may  occur  without  any  spasm  of 
the  limbs,  but  sooner  or  later  more  widespread  spasm  is  likely  to 
occur  so  that  the  attack  resembles  the  more  ordinary  attacks 
of   epilepsy. 

Etiology  of  Cerebral  Palsies  in  Children. — William  J.  Butler 
{Jour.  Amer.  Med.  Assn.,  Dec.  29,  1906)  says  that  on  review- 
ing the  etiology  of  infantile  spastic  hemiplegia  of  postnatal 
origin,  the  conclusion  seems  unavoidable  that  the  causes  are 
essentially  the  same  as  produce  hemiplegia  at  later  periods  of 
life.  While  we  do  not  find  in  children  the  miliary  aneurisms 
or  arteriosclerosis  that  are  found  in  later  life,  and  which  with 
high  arterial  tension  is  the  source  of  spontaneous  hemorrhage 
at  this  period,  we  may  have  a  hemorrhage  resulting  from  spon- 
taneous rupture  during  sudden,  intense,  venous  congestions, 
as  in  convulsions  or  the  parox^^sms  of  whooping  cough,  or  we 
may  have  a  hemorrhage  from  head  injuries.  Likewise  an 
infantile  spastic  hemiplegia  may  depend  on  a  specific  cerebral 
endarteritis  and  thrombosis,  or  an  embolus  from  a  nearby 
arterial  or  cardiac  thrombus  or  an  endocarditis,  resulting  in 
areas  of  cerebral  softening,  all  of  which  are  common  causes 
of  hemiplegia  at  all  periods  of  life.  Although  the  frequency 
of  inflammatory  processes  as  a  cause  of  infantile  spastic  hemi- 
plegias may  remain  a  disputed  question,  the  fact  of  their  oc- 
currence seems  to  have  been  placed  beyond  a  doubt.  Enceph- 
alitis, however,  is  a  lesion  that  may  occur  at  any  time  of  life,  and 
is  probably  an  important  factor  in  the  causes  of  cerebral  par- 
alyses in  children.  Close  clinical  observation  of  some  cases  of 
infantile  spastic  palsies  seems  to  allow  of  no  other  assumption 
than  that  of  an  acute  encephalitis  as  its  cause.  Cerebral  tumor 
is  hardly  to  be  considered  as  a  factor  in  these  cases,  because 
hemiplegia,  if  it  exists,  will  merely  form  one  of  a  series  of  clinical 
manifestations  of  the  tumor,  the  diagnosis  of  which  will  take 
precedence  over  a  symptom.  The  cause  of  spastic  hemiplegia 
in  children  may  be  briefly  stated  as  follows:  First,  vascular 
lesions,  (a)  hemorrhage  from  venous  or  arterial  rupture,  the 
result  of  trauma  or  occurring  spontaneously  in  intense  con- 
gestions, as  in  convulsions  or  the  paroxysm  of  whooping  cough; 
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(b)  embolism  from  cardiac  or  arterial  thrombi  or  endocarditis; 

(c)  endarteritis  and  thrombosis.  Second,  inflammatory  changes, 
acute  encephalitis  and  meningoencephalitis.  Third,  rarely,  a 
tumor. 

Surgery  of  Cerebral  Birth  Palsies. — ^Charles  E.  Atwood  (N. 
Y.  Med.  Jour.,  Jan.  19,  1907)  says  that  immediate  surgical 
intervention  in  intracranial  hemorrhages  of  the  new  born  is 
justifiable  in  properly  selected  cases,  as  offering  hope  where 
no  immediate  hope  seems  otherwise  to  exist,  and  also  from  the 
standpoint  of  mitigating  distressing  sequelae.  Further,  as 
diagnosis  becomes  more  and  more  accurate,  with  experience 
and  careful  observation,  it  may  be  that  meningeal  hemorrhage 
will  be  more  frequently  discovered  than  at  present,  and  we  will 
thus  be  able  to  operate  early  and  obviate  with  certainty  the  sec- 
ondary effects  on  the  cortex  arising  from  pressure.  Early  op- 
eration is  found  to  be  well  borne.  The  blood  is  found  coagulated 
as  in  similar  conditions  in  the  adult,  and  even  when  the  hem- 
orrhage was  basilar  in  a  case  a  decompression  operation  was  use- 
ful. In  all  operated  cases  it  is  advisable  to  assist  the  brain 
in  its  compensation  and  reeducation  of  centres  by  a  careful  and 
thorough  physical  and  mental  training  of  the  child.  On  the 
whole,  however,  our  prognosis  must  be  tentative,  on  account 
of  the  participation  of  the  brain  cortex  in  a  possibly  destructive 
process  from  the  trauma  and  asphyxiation.  As  regards  surgical 
orthopedic  treatment,  nerve  transplantation  would  seem  to 
conform  most  nearly  to  the  indications,  as  the  lesion  is  primarily 
one  of  the  nervous  system.  Its  object  is  to  equalize  innervation 
and  thus  relieve  spasticity,  spasm,  etc.,  and  to  prevent  con- 
tractures and  deformities.  Here  again  it  is  advisable  to  op- 
erate in  early  childhood,  before  atrophy,  contractures,  and  joint 
changes  have  produced  a  deformity  too  exaggerated  for  easy 
correction.  A  careful  differential  diagnosis  of  the  disease  is  of 
course  absolutely  necessary.  Again,  after  the  diagnosis  is  made, 
the  exact  amount  of  individual  muscle  power  must  be  ascertained 
by  electrical  tests,  whatever  operative  procedures  are  decided 
on,  in  order  that  they  may  be  successful,  and  it  is  advisable 
to  begin  experimentation  in  a  given  case  in  the  lower  extremity, 
as  requiring  less  intricate  muscle  coordination  than  is  required 
in  the  upper  extremity.  At  present,  tenotomies,  tenoplasties, 
and  muscle  transplantation  are  common  operations,  and  are 
generally  useful  when  skilfully  performed. 
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In  previous  communications*  we  endeavored  to  point  out  some 
of  the  reasons  why  the  determination  of  the  partition  of  urinary 
nitrogen  might  prove  of  great  value  in  diagnosticating  and  in 
following  the  course  of  certain  disorders  of  metabolism.  At  the 
same  time  an  attempt  was  made  to  establish  a  normal  standard  of 
excretion  of  the  various  nitrogenous  bodies  of  the  urine,  while  the 
significance  of  changes  in  the  ratios  of  these  nitrogenous  elements 
was  considered.  It  must  be  admitted  that  the  main  result  of  that 
communication  was  to  emphasize  the  difficulties  of  technics 
and  interpretation  of  results  in  this  field,  owing  to  the  fact  that 
our  knowledge  of  the  influence  of  age,  sex,  diet,  drugs,  various 
physiological  conditions,  and  personal  idiosyncrasy,  is  still  very 
imperfect. 

In  the  present  article  will  be  presented  the  results  of  a  study 

of  the  urinary  nitrogen  in  the  toxemia  of  pregnancy,  and  since 

*Am.  Jour.  Obst.,  1905,  Vol.  LI,  page  145.  Amer.  Jour,  of  Med.  Sciences 
Vol.  131,  page  751. 
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the  knowledge  of  factors  influencing  metabolism  has  not  been 
much  advanced  recently,  we  must  preface  the  present  study  with 
the  same  caution  regarding  the  accuracy  of  our  present  inter- 
pretation of  results,  although  it  is  probable  that  the  main  conclu- 
sions reached  will  not  have  to  be  altered. 

Although  the  grounds  for  regarding  the  various  forms  of  the 
toxemia  of  pregnancy  as  manifestations  of  a  disturbance  of  meta- 
bolism of  a  single  or  of  closely  related  types  have  been  clearly 
apparent  in  the  literature  for  at  least  a  decade,  there  was  until 
recently  no  indication  that  the  clinical  aspects  of  the  disease  could 
be  successfully  approached  from  this  standpoint.  The  first  sug- 
gestion of  this  nature  with  which  we  are  familiar  appeared 
in  an  article  by  Stone,  December,  1903,  in  which  the  search  for  the 
protein  cleavage  products,  leucin  and  tyrosin,  was  recommended 
as  a  means  of  diagnosis  and  prognosis.  The  most  important 
feature  in  Stone's  article  was  the  demonstration  that  pernicious 
vomiting  and  acute  yellow  atrophy  are  moderately  severe  and 
fulminant  stages  of  one  process,  a  view  which  has  been  virtually 
demonstrated,  although  not  recognized,  in  the  literature  for  at 
least  some  years.  In  a  brief  communication  by  one  of  us  in 
December,  1904,  reference  was  made  to  the  detection  of  leucin  and 
other  protein  derivatives  in  a  series  of  cases.  About  this  time 
Zweifel  reported  a  systematic  study  of  the  sulphur  excretion  in 
eclampsia,  and  pointed  out  the  significance  of  the  great  increase 
of  unoxidized  sulphur  in  this  condition,  concluding  that  it  indi- 
cated as  the  essential  factor  in  the  disease  an  extraordinary  dimi- 
nution in  the  oxidative  capacity  of  the  organism. 

The  present  study  of  the  urinary  nitrogen  was  begun  in  1903, 
when  one  of  us  attempted  to  estimate  the  severity  of  pernicious 
vomiting  by  the  detection  of  leucin  in  the  urinary  sediment,  and 
the  estimation  of  urea  by  the  hypobromite  method.  The  results, 
for  obvious  reasons,  previously  stated,  were  unsatisfactory.  Next 
the  determination  of  the  urea  and  ammonia  nitrogen  by  reliable 
methods  was  used,  but  with  unsatisfactory  results,  so  that  all  of 
the  cases  studied  in  1904  have  been  discarded  from  the  present 
report.  It  gradually  became  apparent  that  the  determination  of 
all  the  nitrogenous  bodies  was  necessary,  and  in  some  later  cases 
we  have  included  also  the  determination  of  sulphur,  which,  how- 
ever, have  not  so  far  added  essentially  to  the  information  secured 
from  the  study  of  the  nitrogen.     Although  the  work  has  been  in 


EWING   AND    wolf:      URINARY    NITROGEN.  25, 

progress  for  three  years,  until  the  present  we  have  not  felt  that 
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In  .905  and  1906,  however,  Stone  reported  cases  in  which  the 
results  proved  of  much  clinical  assistance,  and  Edgar  haH  centlv 
pubhshed  a  considerable  series  of  cases,  and  bv  a  careful  clinS 

Sed  t'het  ""f  :'  ""  """"^  ^"=">-^"  has  provisionali;  sJpa 
nf   hVfi      r  """''  '"'°  ^""="'  'yP''-    Williams  was  one 

of  the  first  to  recogn.ze  the  probable  value  of  the  method  and  1 
some  noteworthy  contributions  has  drawn  the  cone  us.^n  that  a 
h  gh  ammonia  rat.o  is  of  serious  prognostic  import,  and  possibly 
of  diagnostic  value  between  pernicious  vomiting  and  eclampsia 

Before  presenting  the  cases  which  form  the  basis  of  hTZrt 
w  wish  to  acknowledge  our  indebtedness  to  several  phy  dans' 
w  os^co-operation  has  rendered  the  study  possible,  esp'eci  ty  : 
Prof    Al!'     T\        -r.^-  *^''^'°"  ^^^"'  P™f-  Austin  Flint,  Jr 

D::  Id'^'pro'X'  a^d  DfsT  "T"^'  '^'  "'■  ^'""^^ 
V         ^^^  ^"°  ^^-  Stone  have  not  only  furnished  ns 

with  most  o    our  cases,  but  have  constantly  advised  us  regarfin^ 

drawn  from  their  previous  publications  already  referred  to   and 
from  notes  kindly  furnished  of  later  cases.     For  much  of  our 
pathological   material    we  are   indebted   to   Dr    Charles    Nnrrk     • 
pathologist  to  Bellevue  Hospital,  while  several  fSal  casef  w  re 

udied  in  the  Manhattan  Maternity  Hospital  during  the      r" 
of  Prof.  Edgar  and  Prof.  Flint.    We  are  indebted  to  Dr   B    T 
Dry^uss  and  Mr.  Emil  Osterberg  for  their  able  assistance  in  the 
chemical  analyses.    We  are  under  great  obligation  to  Dr   Grav 
resident  physic  an  of  the  Manhattan  Maternify  Hospital    fo^hfs' 

=:  many°:ar''  "^  '''  ^°"^^''°"  ^^  "----'-  '^  ^^^^ 

preserva°«onnf\?r"'°™'  •"'"'  *''  "'^  P^°P^^  ^°"^^«°"  -"d 

cult  eatu  e  of  th'  ^P'r""'"'  °*  """'  ""'  ''^^"  *e  most  diffi- 
cu  t  feature  of  this  work.  In  critical  cases  the  most  valuable  urine 
for  analysis  ,s  usually  lost  by  its  involuntary  passage  and 
cathetenzat  on    is    neressarv       M,*       i  •    ,.      '^'"''■'se.    and 

neres.,r„  ,  necessary.      Natural    prejudice    against    the 

necessary  annoyance  is  constantly  encountered  in  private  on  the 
par,  of  the  patient,  physician,  nurses,  and  family.  We  have 
recommended  that  the  urine  be  placed  immediately  after  passaee 
m  a  large  bottle  containing  one-half  ounce  of  chlorirm    a„d 
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should  be  thoroughly  shaken  after  each  addition.  Failure  to 
carry  out  these  instructions  to  the  last  detail,  especially  in  warm 
weather,  will  constantly  result  in  the  loss  of  essential  observations, 
and  it  is  for  these  reasons  that  many  of  our  reports  are  frag- 
mentary. 

CLASSIFICATION  AND  REPORTS  OF  CASES. 

According  to  the  character  of  their  nitrogenous  metabolism, 
cases  of  pregnancy  fall  into  several  rather  well  defined  groups, 
as  follows: 

I. — Normal  metabolism  with  freedom  from  abnormal  symp- 
toms. 

II. — Disturbed  metabolism   with  comparative   freedom   from 
symptoms. 

III. — Toxemia  characterized  chiefly  by  vomiting. 
IV. — The  preeclamptic  state. 
V. — Eclampsia. 

VI. — Toxemia  ending  in  acute  yellow  atrophy  of  the  liver. 

While  we  find  reason  to  believe  that  all  these  morbid  states 
arise  from  one  fundamental  disturbance,  yet  there  is  clinical 
and  practical  value  in  separating  them  into  the  above  groups. 
Omitting  the  cases  without  symptoms  there  remain  toxemia  with 
vomiting,  the  preeclamptic  state,  eclampsia,  and  acute  yellow 
atrophy. 

/.  Normal  Metabolism.  No  Symptoms. — Although  we  have 
examined  many  apparently  normal  cases  from  hospital  and  private 
practice,  only  two  have  been  secured  with  approximately  normal 
metabolism  and  no  symptoms. 

Both  these  women  (Cases  i  and  2)  were  previously  in  vigorous 
health,  were  carefully  watched  by  husband  and  physician,  accus- 
tomed to  regular  exercise  and  habits,  the  diet  was  guarded,  and 
one  abstained  from  meat.  Even  in  these  patients  the  undeter- 
mined nitrogen  tends  to  run  high  and  the  urea  low  at  certain 
periods  at  which  no  definite  cause  or  effect  were  ascertained.  Case 
I,  on  such  an  occasion,  July  18,  complained  of  general  discomfort 
from  very  hot  weather. 

Comparing  these  findings  with  our  own  observations  in  healthy 
men  and  women,  and  with  Folin's  analyses  of  normal  urines,  the 
results  indicate  that,  in  the  great  majority  of  cases,  pregnancy 
tends  to  disturb  metabolism,  lowering  the  percentage  of  urea  nitro- 
gen and  increasing  the  undetermined  or  amino-acid  nitrogen,  and 
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to  a  less  extent  the  ammonia.  This  conclusion  is  strongly  indi- 
cated also  by  the  rapid  restoration  to  the  normal  standard  usually 
observed  after  delivery   (Cf.  Cases  3,  4,  11,  14,  15,  20,  21). 

With  regard  to  the  normal  nitrogen  elimination  in  pregnancy, 
we  have  unfortunately  too  little  data  that  will  stand  the  test  of 
scientific  criticism.  Zacharjewsky  has,  however,  furnished  some 
results  which  may  be  accepted.  In  all  his  cases  during  the  last 
weeks  of  pregnancy  there  was  a  decided  tendency  to  nitrogen 
retention.  In  the  interpretation  of  analyses  we  must  eventually 
take  into  consideration  the  effect  of  this  nitrogen  retention  on  the 
partition.  This  is  one  of  the  chief  factors,  which,  owing  to  de- 
fective knowledge  of  the  metabolism  in  normal  cases,  we  are 
as  yet  unable  to  properly  estimate. 

//.     Disturbed  Metabolism.  Comparative  Freedom  from  Symp- 
toms.—In  this  group  are  placed  four  cases  in  which  the  urea  was 
at  one  time  distinctly  low  and  the  undetermined  nitrogen  high, 
while  no  abnormal  symptoms  appeared  to  result  from  the  metab- 
olic disturbance.     There  is  abundant  warrant  for  the  recognition 
of  such  a  class  of  cases,  since  they  have  been  observed  in  other 
fields,  and  Richter  in  discussing  the  general  significance  of  altera- 
tions in  metabolism,  says  expressly  that  we  must  recognize  the 
existence  of  a  class  of  individuals  who  show  disturbed  metabolism 
without  symptoms  referable  thereto.    There  are  several  considera- 
tions bearing  on  this  anomaly.    First,  it  is  important  to  know  how 
rapidly  the  disturbance  of  metabolism  has  become  established,  as 
the  system  may  become  accustomed  to  such  disorders.     Second, 
the  possibility  of  recognizing  somewhat  indefinite  symptoms  de- 
pends much  upon  the  mental  attitude  of  the  patient,  some  women 
complaining   urgently   of   troubles   that   others    tolerate   without 
notable  annoyance.    Third,  the  disturbance  of  metabolism  may  be 
interpreted  as  an  underlying  predisposition  to  disease.    The  nitro- 
gen partition  in  Case  No.  6  takes  on  such  a  character  in  the  light 
of  the  history  of  eclampsia  in  a  previous  pregnancy.    Fourth   the 
true   significance    of    such    disturbances    of   metabolism    without 
symptoms  can  hardly  be  reached  without  more  extensive  data  and 
more  prolonged  observations  than  our  records  contain.    Hence  we 
are  not  disposed  to  conclude  from  these  cases  that  disturbance  in 
metabolism  may  sometimes  be  dismissed  as  of  no  importance  but 
the  results  do  show  that  the  clinical  condition  of  the  patient  cannot 
always  be  estimated  from  the  character  of  the  metabolism  (Case*; 
3,4,  5,6). 
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///.     Toxemia,  Characterised  Chiefly  by  Vomiting. — A  numer- 
ous group  of  cases  is  encountered,  chiefly  in  the  first  half  of  gesta- 
tion, in  which  there  is  definite  disturbance  of  metaboHsm  asso- 
ciated with  marked  symptoms,  vomiting  frequent  or  persistent, 
headache,  and  mental  and  physical  torpor.     Stone  has  divided 
these  cases  into  (i)  fulminant,  (2)  acute,  and  (3)  chronic  types. 
The  fulminant  cases  are  rapidly  fatal  with  all  the  symptoms  of 
acute  yellow  atrophy,  but  usually  without  jaundice.     The  acute 
cases  develop  jaundice,  rapid  pulse,  nervous  disturbance,  and  pros- 
tration, but  they  improve  under  rest,  diet,  catharsis,  and  colonic 
irrigations,  or  are  terminated  by   abortion.     The  chronic  cases 
exhibit  a  variety  of  types  with  some  prominent  symptoms,  such  as 
vomiting,   salivation,   neuralgias,   pruritus,   nervous    disturbances 
resembling  hysteria,  and  emaciation.    The  great  majority  tend  to 
run  into  the  preeclamptic  state  in  the  later  months.     It  falls  out- 
side the  scope  of  this  study  to  deal  exhaustively  with  the  clinical 
aspects  of  the  disease,  but  the  urinary  changes  in  the  average  case 
occurring  in  early  pregnancy  and  characterized  chiefly  by  vomit- 
ing, may  be  illustrated  by  the  reports,  Nos.  7  to  12.     The  chief 
features  of  the  urinary  analyses  are  low  urea,  high  amido-acid  or 
undetermined  nitrogen,  and  usually  high  ammonia  excretion.     In- 
dicanuria  is  common,  and  albuminuria  is  absent  or  slight,  even  in 
fatal  cases.    We  have  found  it  difficuft  to  obtain  analyses  extend- 
ing over  long  periods  in  such  cases,  since  they  either  die,  or  re- 
quire abortion,  or  respond  to  treatment. 

IV.  The  Preeclamptic  State. — The  present  study  of  the  urinary 
nitrogen  seems  to  render  more  evident  than  before  the  existence 
of  a  somewhat  distinct  phase  of  the  toxemia  of  pregnancy  which 
has  long  been  recognized  by  obstretricians  under  the  term,  "Pre- 
eclamptic state."  The  previous  history  of  most,  if  not  all,  eclamp- 
tics discloses  the  fact  that  they  have  been  suffering  for  days 
or  weeks  from  a  variety  of  symptoms  recalling  those  of  uremia. 
These  are  chiefly  intermittent  attacks  of  dizziness,  weakness, 
headache,  blindness,  vomiting,  and  increased  tension  of  the  pulse, 
while  the  ordinary  edema  of  late  pregnancy  increases  and  may 
aflfect  the  hands  and  face,  and  there  is  commonly  some  albumi- 
nuria. The  stormy  experience  of  the  eclamptic  seizure  frequently 
throws  these  symptoms  into  obscurity,  but  they  arc  of  great  im- 
portance in  considering  the  etiology  and  significance  of  eclampsia. 
We  have  examined  the  urine  in  a  large  number  of  these  cases  and 
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report  below  as  many  as  a  reasonable  space  will  permit.  The  ma- 
jority of  cases  occurring  after  the  third  or  fourth  month  of  gesta- 
tion exhibit  symptoms  of  this  type.  The  usual  features  of  the 
urinary  analyses  are:  low  urea  nitrogen,  persistent  tendency  to 
high  undetermined  nitrogen,  variable  ammonia,  sometimes  high, 
sometimes  low,  and  albuminuria  appearing  early  or  late.  The 
more  severe  or  untreated  cases  tend  to  develop  active  nephritis 
or  eclampsia.  Some  give  a  history  of  active  nephritis  or  eclampsia 
at  the  end  of  a  previous  pregnancy.  Many  have  suffered  from 
severe  vomiting  in  the  early  months  of  gestation,  and  in  some, 
vomiting  and  its  associated  symptoms  have  been  continuously 
present  (chronic  type  of  pernicious  vomiting).  In  one  case 
(No.  21)  Stone  informs  us  that  in  two  successive  pregnancies, 
symptoms  of  persistent  vomiting  in  the  earlier  months  continued 
intermittently  and  were  followed  by  the  signs  of  the  preeclamptic 
state  in  the  later  months.  The  cases  here  reported  seem  to  show 
in  different  subjects  every  stage  of  this  transformation  (See  re- 
ports of  Cases  Nos.  13  to  21). 

V.  Eclampsia. — Of  the  cases  of  eclampsia  five  recovered  and 
three  were  fatal.  The  urea  nitrogen  was  uniformly  reduced  and 
in  proportion  to  the  severity  of  the  symptoms.  With  improve- 
ment in  the  symptoms  the  urea  rises,  sometimes  very  rapidly  and 
even  antedating  definite  improvement  in  the  clinical  condition. 
In  Case  No.  25  it  rose  from  42  to  79  per  cent,  in  twelve  hours. 
In  the  two  cases  which  came  to  autopsy  the  liver  in  both  showed 
nearly  identical  peripheral  necroses.  In  one  (No.  27)  the  diffuse 
autolysis  was  much  more  pronounced  than  in  the  other,  and  the 
urea  much  lower,  35.8  per  cent,  as  compared  with  64.9  per  cent. 
The  ammonia  was  variable,  as  in  the  preeclamptic  state,  rising  to 
18.3  per  cent,  in  one  case  which  recovered,  and  always  diminish- 
ing as  the  patient  improved.  The  high  ammonia  nitrogen  seems 
to  exist  only  for  a  brief  period  in  cases  which  recover,  and  hence 
may  readily  be  overlooked.  For  this  reason  the  examination  of 
specimens  of  urine  collected  every  six  to  twelve  hours  is  to  be 
recommended,  if  one  wishes  to  determine  the  true  character  of  the 
metabolic  disturbance  in  this  disease. 

The  undetermined  nitrogen  was  increased  as  in  the  preeclamptic 
state,  but  its  ratio  seemed  to  bear  less  relation  to  the  clinical  condi- 
tion than  did  the  urea.  The  nephritic  element  was  prominent  in 
all  the  cases,  and  in  proportion  to  the  severitv  of  the  disease. 
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VI.  Acute  Yellozu  Atrophy. — Four  fatal  cases  are  grouped 
under  this  heading.  The  clinical  histories  are  fragmentary  and 
the  cases  were  of  too  short  duration  for  extended  urinary- 
analyses,  scanty  quantities  of  urine  being  obtainable  by  catheter 
only.  The  microscopical  appearance  of  the  liver  varied  in  each  of 
the  cases  examined  post  mortem.  Distinct  differences  in  the 
character  of  the  metabolic  disturbance  are  associated  with  the 
different  lesions  of  the  liver.  In  Case  No.  30  almost  two-thirds  of 
the  liver  was  completely  necrotic,  but  the  remaining  parenchyma 
was  not  extensively  degenerated,  and  the  urea  forming  function 
seems  to  have  been  improving,  although  no  ante-mortem  speci- 
men of  urine  was  obtainable.  In  Case  No.  31  there  were  very 
low  urea,  high  ammonia,  and  high  undetermined  nitrogen  ratios, 
while  the  liver  showed  advanced  granular  and  fatty  degenera- 
tion. This  case  represents  the  usual  condition  in  fatal  pernicious 
vomiting.  In  Case  No.  23  three  days  before  death  the  degree  of 
disturbance  of  metabolism  corresponded  with  the  rather  mild 
symptoms,  which  were  not  then  regarded  as  critical.  Death  oc- 
curred three  days  later  and  the  hepatic  parenchyma  was  found  al- 
most completely  disintegrated.  In  Case  No,  32  the  disappearance 
of  liver  dullness  indicated  a  disorganized  parenchyma  and  the 
metabolic  disturbance  is  similar  to  tliat  of  Case  No.  33. 

The  relation  between  fatal  pernicious  vomiting  and  typical  acute 
yellow  atrophy  is  not  apparent  in  these  cases,  but  will  be  discussed 
later. 

INTERRELATIONS  OF  THE  DIFFERENT  CLINICAL  FORMS  OF  TOXEMIA. 

The  present  study,  and  that  of  Zweifel  in  eclampsia,  point  to  a 
single  or  closely  related  types  of  metabolic  disturbance  as  the  fund- 
amental factor  in  all  forms  of  the  toxemia  of  pregnancy.  Yet 
the  disease  takes  very  diverse  courses  in  individual  subjects,  es- 
pecially in  different  stages  of  gestation.  In  the  early  months  vom- 
iting is  the  chief  symptom,  and  indicanuria,  low  urea  and  high 
ammonia  ratios  are  rather  characteristic;  while  later,  circulatory 
and  cerebral  disturbances  are  more  prominent,  and  when  convul- 
sions occur  the  disease  is  called  eclampsia.  At  any  time  before  or 
after  delivery  rapidly  fatal  cases  occur  which  clinically  resemble 
acute  yellow  atrophy.  It  is  important  to  know  if  all  these  types 
should  be  regarded  as  different  diseases,  or  should  be  considered 
as  occasional  forms  of  one  disease. 

We  do  not  think  that  this  question  can  be  decided  in  the  pres- 
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ent  state  of  our  knowledge,  but  since  there  is  one  important  ele- 
ment in  them  all,  we  think  they  should  be  regarded,  at  least 
theoretically,  as  one  disease  until  definite  grounds  for  their  sep- 
aration are  secured. 

(a)  The  mild,  severe,  and  fulminant  cases  occurring  in  the 
early  months  are  clearly  shown  to  be  'identical  in  nature  both  by 
the  clinical  symptoms  and  by  the  urinary  analyses,  and  this  group 
may  be  dismissed  without  further-  discussion. 

(b)  In  the  rapidly  fatal  cases  of  pernicious  vomiting,  jaundice 
is  usually  absent,  the  nitrogen  ratios  are  widely  altered,  and  the 
liver  shows  fatty  degeneration  and  autolysis,  but  necrosis  is  lim- 
ited and  often  zonal.  In  other  fatal  cases  the  course  is  more  vio- 
lent, jaundice  is  more  marked,  the  nitrogen  ratios  are  apparently 
much  less  disturbed,  and  the  liver  parenchyma  is  disintegrated  as 
in  the  typical  form  of  acute  yellow  atrophy.  The  relation  of  these 
cases  is  more  difficult  to  determine. 

Clinically,  there  are  all  gradations  between  these  two  types  of 
fatal  cases,  while  the  lesions  in  the  liver  in  a  considerable  number 
of  cases  we  have  found  to  show  every  gradation  between  diffuse 
granular  and  fatty  degeneration  without  necrosis  up  to  complete 
disintegration  of  the  necrotic  parenchyma.  There  must  be  some 
new  element  added  to  account  for  the  extensive  destruction  of 
hepatic  parenchyma,  and  since  it  occurs  only  in  rapid  cases  with 
jaundice,  this  element  may  perhaps  be  found  in  the  solvent  action 
of  extravasated  bile.  In  one  of  our  cases  there  was  terminal  in- 
fection by  bac.  aerogenes.  The  comparatively  slight  changes  in  the 
urea  nitrogen  in  typical  acute  yellow  atrophy  we  have  observed  in 
only  two  cases,  Nos.  32-33,  but  the  same  results  appear  in 
the  literature  of  this  disease.  In  cases  collected  by  Soetbeer  the 
ammonia  varied  from  normal  to  70  per  cent,  of  the  total  nitrogen. 
In  Soetbeer's  rather  prolonged  case  the  ammonia  varied  from  10 
to  18.5  per  cent.,  declining  toward  the  close.  Munzer  believes 
that  during  the  very  rapid  destruction  of  the  hepatic  parenchyma 
the  urea  falls  and  the  ammonia  rises  sharply,  after  which  other 
tissues  assume  the  urea  forming  function.  Where  the  severe 
disturbance  of  nitrogenous  metabolism  has  been  encountered  in 
acute  yellow  atrophy  it  shows  the  usual  characters  of  deficient 
oxidation,  or  incomplete  desamidation,  and  is  therefore  similar  to 
that  seen  in  fatal  pernicious  vomiting.  Granting  that  our  explana- 
tion of   the   difiference   in   metabolic   disturbance   between   these 
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types  of  cases  is  not  fully  established,  the  clinical  and  anatomical 
features  appear  to  us  to  show  that  fatal  pernicious  vomiting  and 
typical  acute  yellow  atrophy  in  pregnancy  are  essentially  the  same 
disease. 

(c)  Pernicious  Vomiting  and  the  Preeclamptic  State.  When 
toxemia  develops  in  the  early  months  of  pregnancy,  vomiting  is 
usually  prominent,  low  urea  and  high  ammonia  nitrogen  is  the 
rule,  and  the  fatal  cases  take  the  form  resembling  acute  yellow 
atrophy.  When  it  develops  in  the  later  months  vomiting  is  less 
common,  circulatory  and  cerebral  symptoms  are  prominent,  low 
urea  and  high  undetermined  nitrogen  are  usually  found,  with  al- 
buminuria, and  the  fatal  cases  usually  end  in  eclampsia  (Cf.  Nos. 
13,  18,  19).  The  typical  cases  of  both  classes  seem  almost  to  rep- 
resent different  diseases. 

The  above  distinctions,  however,  are  far  from  uniform.  Many 
cases,  without  regard  to  the  period  of  gestation,  exhibit  symp- 
toms of  both  classes  (Nos.  14,  16,  19). 

Jaundice,  mild  or  fatal,  is  a  connecting  link  between  them,  as 
it  occurs  with  about  equal  frequency  in  both.  The  urinary  an- 
alyses also  show  intermediate  types  of  disturbance  in  the  nitro- 
gen- partition,  or  transformations  of  one  type  into  the  other 
(Cases  No.  14-15).  We  have  been  much  impressed  by  the  fact 
that  in  some  cases  severe  vomiting  occurs  in  the  early  months, 
followed  by  the  pre-eclamptic  signs  in  the  same  patient  in  the 
later  months.  In  one  case  this  sequence  of  symptoms  occurred 
in  two  successive  pregnancies  (Case  21).  These  considerations 
naturally  suggest  that  the  same  essential  process  tends  to  take  the 
form  of  pernicious  vomiting  in  the  early  months,  and  of  the  pre- 
eclamptic state  in  the  later  months,  and  that  the  two  conditions 
are  essentially  the  same. 

If  such  a  relation  between  persistent  vomiting  and  the  pre- 
eclamptic state  can  be  fully  established,  and  the  present  observa- 
tions point  distinctly  in  that  direction,  then  eclampsia  itself  must 
be  included  in  this  group  of  closely  related  disorders.  When 
eclampsia  occurs  it  is  almost  always  in  patients  who  for  weeks 
or  months  have  exhibited  symptoms  of  the  preeclamptic  state,  and 
there  is  nothing  in  the  violent  termination  of  eclampsia  to  indi- 
cate that  the  disease  is  essentially  different  from  the  premonitory 
conditions  which  precede  it.  One  of  us  has  already  committed 
himself  to  the  view  that  toxemic  vomiting,  acute  yellow  atrophy. 
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and  eclampsia,  are  essentially  one  and  the  same  disease,  but 
without  expecting  to  be  understood  as  holding  that  these  dis- 
eases are  in  all  respects  identical.  This  latter  supposition  is  cer- 
tainly not  true,  and  we  have  pointed  out  at  length  some  of  the 
distinctions.  We  quite  agree  with  Williams  that  eclampsia  is 
not  identical  in  important  respects  with  any  other  disease,  es- 
pecially in  its  well-known  pathological  anatomy,  and  in  its  con- 
vulsive stage. 

But  the   peripheral   thromboses   in   the  liver   lobules   and  the 
convulsions  are  not  the  whole  of  eclampsia.    There  is  a  growing 
tendency  to  recognize  a  form  of  eclampsia  in  which  there  are 
no  convulsions,  and  we  think  we  have  studied  cases  which  de- 
serve this  diagnosis  (Cf.  No.  26).    Typical  hemorrhagic  hepatitis 
occurs  perhaps  invariably  in  very  acute  cases  of  eclampsia  with 
convulsions.    Yet  there  is  no  satisfactory  indication,  and  certainly 
no  proof,  that  the  disease  must  always  occur  in  this  form.     Our 
anatomical  collection  contains  several  cases  diagnosed  as  eclamp- 
sia on  account  of  convulsions,  in  which  the  liver  shows  variations 
from  the  typical  picture  of  hemorrhagic  hepatitis,  including  es- 
pecially the  central  or  zonal  necrosis  and  signs  of  autolysis  so 
characteristic  of  fatal  pernicious  vomiting.     If  cases  of  eclampsia 
have  many  convulsions,  they  are  usually  rapidly  fatal,  and  the 
liver   shows  typical   peripheral  thromboses.      If  they  have   few 
convulsions,  they  usually  recover,  and  the  liver  is  not  examined. 
In  certain  cases  with  few  convulsions,  and  often  with  jaundice, 
the  fatal  issue  may  be  delayed  several  days,  and  in  these  the  peri- 
pheral thromboses  may  not  be  prominent,  and  the  hepatic  lesion 
may  resemble  acute  yellow  atrophy.     Such  cases  were  recorded 
many  years  ago  by  Frerichs,  and  by  Klebs.     It  is  customary  to 
call  these  atypical  cases  of  eclampsia  by  some  other  name,  but 
there  appears  to  be  no  essential  reason  for  supposing  that  a  dis- 
ease like  eclampsia  limits  itself  to  very  rapid  forms  which  either 
promptly  subside  or  immediately  prove  fatal.     No  other  toxemia 
occurs  under  such  limitations. 

Considering  the  metabolic  changes  as  indicated  in  the  urinary 
nitrogen  there  appears  to  be  no  distinct  difiference  between 
eclampsia  and  preeclamptic  toxemia,  and  some  cases  of  persistent 
vomiting. 

In  this  respect  our  observations  on  the  nitrogen  agree  with 
Zweifel's  on  the  sulphur  of  the  urine,  both  showing  deficiency  of 
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oxidation,  or  desamidation.  In  the  more  favorable  cases  the 
urea  is  low,  the  undetermined  nitrogen  high,  and  the  am- 
monia nitrogen  less  disturbed  or  normal.  Williams  has  drawn 
special  attention  to  the  low  ammonia  ratio  in  eclampsia,  and  sev- 
eral of  our  cases  verify  the  correctness  of  his  observations.  Yet 
here  again  the  rule  is  not  invariable  and  cannot  be  used  for  dif- 
ferential diagnosis ;  for  in  the  more  severe  cases  the  ammonia 
rises,  and  in  one  case  (No.  25),  which  recovered,  it  reached  18 
per  cent.,  and  in  two  fatal  cases  (Nos.  27-29)  14.5  per  cent.  The 
sudden  drop  in  the  ammonia  ratio  in  case  No.  25  is  of  interest 
showing  that  the  aggravation  of  the  underlying  metabolic  dis- 
turbance in  eclampsia  may  be  of  brief  duration,  and  that  more 
high  ammonia  and  low  urea  ratios  could  be  discovered  if  the 
urine  of  the  convulsive  period  were  examined  separately.  The 
study  of  the  urinary  nitrogen,  therefore,  instead  of  separating 
eclampsia  from  the  other  forms  of  toxemia  of  pregnancy,  indi- 
cates a  close  relation  between  them. 

There  must  be  some  additional  element,  however,  present  in 
eclampsia  and  absent  in  other  forms  of  the  toxemia  to  account 
for  the  violent  convulsions.  This  additional  factor  has  been 
sought  laboriously  in  the  fetus  and  placenta,  but  without  defi- 
nite success,  and  it  has  long  been  attributed  to  the  kidneys.  It  is 
probable  that  the  combination  of  influences  from  all  these  sources 
may  prove  to  be  necessary  conditions  of  eclamptic  convulsions. 
In  any  case,  it  is  upon  the  existence  of  some  such  additional  fac- 
tors, added  to  the  underlying  disturbance  of  metabolism,  that 
any  final  separation  of  eclampsia  as  a  distinct  disease  seems  likely 
to  be  based. 

Toxemia  and  Nephritis. — Albuminuria  indicating  a  disturb- 
ance of  the  kidneys  is  a  prominent  symptom  of  many  cases  of 
toxemia,  being  very  frequent  in  the  preeclamptic  state,  constant 
in  eclampsia,  and  appearing  in  severe  cases  of  pernicious  vomit- 
ing and  acute  yellow  atrophy.  We  have  repeatedly  noted  that 
patients  who  pass  through  an  acute  stage  of  vomiting  in  the  early 
months  of  pregnancy  develop  albuminuria  and  preeclamptic 
symptoms  in  the  later  months.  In  some  cases  an  active  nephritis 
develops  after  partial  recovery  from  a  period  of  persistent  vomit- 
ing. These  observations  indicate  that  this  toxemia  is  a  frequent 
cause  of  the  nephritis  developing  in  pregnancy.  When  toxemia 
appears  first  in  the  later  months  it  usually  gives  both  the  urinary 
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and  the  general  signs  of  a  mild  or  distinct  nephritis.  In  eclampsia 
the  disturbance  of  the  kidneys  is  without  doubt  a  very  important 
or  essential  factor  in  the  disease.  In  one  case  (No.  17)  severe 
symptoms,  vomiting,  edema,  and  jaundice,  preceded  the  develop- 
ment of  nephritis  by  three  weeks,  but  any  disturbance  of  the  ni- 
trogen ratios  which  may  have  existed  at  that  time  (no  analyses 
were  obtained)  subsided  with  the  appearance  of  the  nephritic 
signs,  while  the  other  symptoms  likewise  diminished.  We  have 
encountered  in  Prof.  Edgar's  service  other  cases  of  acute 
nephritis  or  exacerbations  of  chronic  nephritis  in  pregnancy  with- 
out disturbance  of  the  nitrogen  ratios,  and  Dr.  Edgar  informs  us 
that  the  conditions  and  prognoses  in  such  cases  are  always  better 
than  when  the  active  toxic  element  and  disturbance  of  the  nitro- 
gen ratios  are  present. 

The  above  observations  on  the  relations  of  toxemia  and 
nephritis  seem  worth  recording,  although  they  do  not  offer  any 
explanation  of  this  relationship.  They  seem  to  show,  however, 
that  persistent  toxemia  of  this  type  tends  to  progressively  in- 
volve the  kidneys,  with  serious  or  fatal  results  in  eclampsia,  and 
sometimes  establishing  a  morbid  process  in  the  kidney  which  may 
progress  more  or  less  independently  of  the  original  toxemia.  The 
possible  bearing  of  these  results  on  the  general  problem  of  the 
etiology  of  Bright's  disease  is  apparent. 

RELATION    OF   THE    CHANGES    IN    THE    URINARY    NITROGEN    TO    THE 
PATHOGENESIS   OF   THE   DISEASE. 

The  results  recorded  in  the  present  cases  seem  to  have  a  direct 
bearing  on  the  nature  of  the  toxemia  of  pregnancy,  and  in  the 
light  of  the  information  thus  obtained  a  brief  discussion  of  the 
theories  of  the  disease  may  be  undertaken. 

I.  Neurotic  Vomiting. — Obstetric  teaching  has  handed  down 
as  one  of  its  cherished  tenets  the  theory  that  the  unstable  nervous 
system  of  the  pregnant  woman,  aided  by  a  perverse  mentality, 
may  give  rise  to  persistent  vomiting,  with  many  of  the  serious 
physical  changes  which  accompany  it.  Similar  theories  regarding 
other  diseases,  especially  exophthalmic  goiter  and  chlorosis,  have 
been  abandoned  with  advancing  knowledge,  but  with  persistent 
vomiting  the  neurotic  theory  still  retains  a  firm  hold.  It  has  been 
needless  to  point  out  that  there  never  was  any  properly  accredited 
evidence  in  favor  of  this  theory,  since  it  has  been  equally  true  that 
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no  decisive  evidence  against  it  was  available.  The  study  of  the 
nitrogenous  metabolism  in  persistent  vomiting  appears  to  offer 
the  desired  means  of  submitting  the  neurotic  theory  to  a  test.  If 
persistent  vomiting  occurs  in  neurotic  women  whose  metabolism 
is  normal,  then  the  neurotic  theory  receives  a  further  term  of  dis- 
cussion by  those  inclined  to  accept  it,  but  if  it  appears  that  in  the 
so-called  neurotic  cases  a  definite  disturbance  of  metabolism  can 
at  some  time  be  demonstrated,  then  the  theory  of  intrinsic  neu- 
rosis must  be  abandoned.  In  the  course  of  the  present  study,  in- 
cluding observations  on  about  one  hundred  cases,  we  have  not 
encountered  any  which  failed  to  show  changes  in  the  urine  point- 
ing to  intoxication.  These  signs  have  sometimes  consisted  chiefly 
in  excessive  indicanuria,  but  usually  also  in  a  diminished  propor- 
tion of  urea  nitrogen  and  increase  of  ammonia  or  undetermined 
nitrogen.  From  this  experience  we  are  naturally  inclined  to  be- 
lieve that  purely  neurotic  vomiting  (not  reflex)  does  not  exist, 
and  that  it  will  be  impossible  to  find  a  case  of  this  disorder  in 
pronounced  form  entirely  free  from  signs  of  intoxication. 

Williams,  however,  reports  two  interesting  cases  in  which  se- 
vere symptoms  of  toxemia,  with  increased  ammonia  nitrogen,  oc- 
curred in  one  pregnancy,  while  in  subsequent  gestations  milder 
symptoms  occurred  which  he  regarded  as  neurotic  because  the 
ammonia  nitrogen  was  normal  and  the  symptoms  disappeared 
after  a  short  period  of  rest  in  the  hospital  and  energetical  moral 
suasion. 

We  do  not  think  that  the  evidence  offered  in  these  cases  is 
sufficient  to  establish  their  neurotic  character.  The  existence  of 
a  toxic  type  of  vomiting  in  one  pregnancy,  followed  by  a  neurotic 
type  in  the  next,  is  a  most  unlikely  sequence.  The  failure  of  the 
ammonia  nitrogen  to  rise  in  the  second  attack  may  mean  only 
that  the  toxemias  were  mild,  as  were  the  general  symptoms,  or 
it  may  mean  that  the  ammonia  ratio  alone  is  not  a  reliable  cri- 
terion of  the  presence  of  metabolic  disturbance.  Our  tables  con- 
tain many  cases  of  pronounced  toxemia  in  which  the  ammonia  is 
not  increased.  In  two  severe  cases,  one  early  (No.  lo)  and  one 
later  in  pregnancy  and  fatal  (No.  12),  the  ammonia  was  for  a 
time  far  below  normal. 

Therefore,  this  ratio  cannot  stand  as  a  means  of  differential 
diagnosis  between  neurotic  and  toxemic  types  of  vomiting. 

It  is  interesting  to  note  that  one  of  the  highest  ammonia  ratios 
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(66  per  cent.)  recorded  in  the  literature  occurred  in  a  case  re- 
ported by  Nebelthau  as  an  hysterical  woman  who  had  refused 
practically  all  food  for  some  days. 

It  may  be  argued  that  there  are  two  types  of  vomiting  in  preg- 
nancy, one  occurring  early  and  associated  with  high  ammonia 
ratios,  and  the  other  later,  of  the  preeclamptic  variety,  and  not 
accompanied  by  high  ammonia  excretion.  This  appears  to  be  a 
general  rule,  to  which,  however,  there  are  numerous  exceptions, 
as  in  two  of  our  cases  just  mentioned.  Nevertheless,  our  tables 
and  other  analyses  not  included  here  show,  as  Williams  found, 
that  a  ratio  above  lo  per  cent,  of  ammonia  nitrogen  often  occurs 
in  severe  stages  of  toxemia,  but  we  must  warn  the  reader  that  this 
is  not  always  the  case,  even  in  the  early  months,  and  seldom  true 
in  the  later  months. 

The  results  of  urinary  analysis,  therefore,  do  not  yet  ofifer  any 
support  to  the  theory  of  neurotic  vomiting.  As  for  the  effects  of 
moral  suasion,  they  do  not  deserve  equal  consideration.  Strauss 
has  referred  to  two  cases  in  which,  in  one,  holy  water,  and  in 
the  other,  over-confidence  in  a  trusted  physician,  appeared  to  stop 
urgent  vomiting  in  patients  who  shortly  died  of  acute  yellow 
atrophy.  Neurotic  women  doubtless  exaggerate  the  minor  dis- 
comforts of  pregnancy  and  are  over  anxious  about  serious  symp- 
toms, but  it  should  be  remembered  that  instability  of  the  nervous 
system  is  one  of  the  characteristic  symptoms  of  the  toxemia  of 
pregnancy.  It  cannot  be  too  emphatically  stated  that  the  neurotic 
theory  of  this  condition  is  unsupported  by  any  scientific  evidence, 
is  most  pernicious  in  its  practical  results,  and  should  be  aban- 
doned. 

Reflex  vomiting  undoubtedly  occurs  in  pregnancy,  but  most 
authorities  agree  that  it  is  very  rare  and  never  assumes  the  char- 
acteristic form  seen  in  toxemia. 

Hysterical  vomiting  also  seems  to  occur  in  some  pronounced 
cases  of  this  disorder,  but  must  be  extremely  rare.  Ahlfeld's 
theory  that  the  severe  cases  are  chiefly  hysterical  is  a  fitting  coun- 
terpart to  one  which  it  partly  replaced,  viz.,  that  most  of  the  fatal 
cases  are  suicides  by  phosphorus. 

2.  Acid  Intoxication. — A  prominent  conception  of  the  disease, 
but  one  which  appears  to  us  inadequately  founded,  is  the  theory 
of  acid  intoxication.  According  to  this  view,  the  disorder  arises 
from  the  formation  and  circulation  in  the  blood  of  abnormal  acids 
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derived  from  various  sources  through  disturbed  metabolism.  This 
theory  is  essentially  deficient,  as  it  fails  to  explain  why  the  sup- 
posed acids  develop,  and  in  this  respect  it  is  less  fundamental 
than  the  theory  of  suboxidation,  which  explains  the  formation 
of  toxic  substances,  but  does  not  limit  them  to  acids,  or  necessarily 
refer  the  symptoms  to  the  effects  of  acids.  A  distinction  must  be 
made  between  acid  intoxication  and  acidosis.  The  latter  is  a  well- 
recognized  condition,  occurring  in  starvation,  diabetes,  etc.,  in 
which  the  excessive  production  of  acids  increases  the  urinary 
ammonia  which  has  been  required  to  neutralize  and  render  harm- 
less the  acids.  According  to  the  theory  of  acid  intoxication,  the 
acids  derived  from  various  sources  through  disturbed  metabolism 
are  not  rendered  harmless  by  neutralization,  but  circulate  in  the 
blood  and  produce  symptoms. 

We  cannot  here  enter  into  a  full  discussion  of  the  theory  of 
acid  intoxication,  but  we  fail  to  find  in  this  theory  a  satisfactory 
explanation  of  the  disease.  Some  of  the  reasons  of  this  dissatis- 
faction we  have  discussed  in  a  previous  article  and  are  briefly  as 
follows : 

(i)  There  are  several  thoroughly  investigated  conditions,  as 
diabetes  and  hunger,  in  which  large  quantities  of  the  bodies  sup- 
posed to  measure  the  degree  of  acid  intoxication  (ammonia, 
acetone  bodies,  etc.)  are  present  in  the  urine  over  long  periods  in 
which  symptoms  of  intoxication  are  absent. 

(2)  In  states  of  supposed  acid  intoxication  it  has  been  shown 
that  the  administration  of  alkalies  (diabetes)  or  carbohydrates 
(pernicious  vomiting)  removes  the  evidences  of  acid  intoxication 
from  the  urine,  but  leaves  the  symptoms  unaltered. 

(3)  The  supposed  acids  have  never  been  obtained  from  the 
blood  in  anything  like  the  quantity  required  to  produce  symptoms, 
while  the  administration  of  acids  in  large  quantity  is  required  to 
produce  toxic  symptoms  in  healthy  animals,  and  even  then  the 
symptoms  do  not  closely  resemble  those  of  the  disease  in  which 
the  acids  are  supposed  to  figure. 

The  most  recent  study  of  acid  intoxication,  which  has  been 
made  by  Tangl  and  his  pupils,  tends  to  discredit  the  connection  of 
acids  with  the  toxic  states,  both  in  diabetes  and  in  eclampsia. 
These  observers  have  investigated  the  effects  of  acids  introduced 
into  the  circulation  and  compared  them  with  the  type  of  intoxica- 
tion which  one  finds  in  the  severest  forms  of  diabetes.     The  dif- 
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ferences  are  ver}-  striking.  While  the  organism  reacts  at  once  to 
the  administration  of  alkalies  in  true  acidosis,  the  diabetic  coma 
is  shown  to  be  unchanged  in  its  course,  or,  at  most,  delayed. 
Moreover,  in  a  remarkable  series  of  cases  of  diabetes  progressing 
to  a  fatal  termination,  the  blood  was  found  to  contain  the  same 
concentration  of  hydroxyl  ions,  that  is  to  say,  the  same  degree  of 
true  alkalinity,  as  in  the  normal  individual.  Benedict,  one  of 
Tangl's  pupils,  points  out  that  no  case  is  on  record  in  which  the 
evidence  is  clear  that  the  administration  of  alkalies  produced  a  ces- 
sation of  the  coma. 

Zweifel  has  attached  great  importance  to  the  finding  of  lactic 
acid  in  the  blood  and  urine  of  patients  suffering  from  the  convul- 
sions of  eclampsia.  During  the  past  year  one  of  us  with  Dryfus? 
has  been  able  to  verify  Zweifel's  observations  on  the  presence  of 
this  acid  in  the  blood  and  urine  in  eclampsia,  but  we  are  unable  to 
accept  his  interpretation  of  these  results,  since  it  is  at  variance  with 
the  known  physiology  of  lactic  acid.  In  1891  Araki,  and  in  1902- 
1903,  Inouye  and  Saiki  showed  that  lactic  acid  appears  in  the  urine 
during  and  immediately  after  epileptic  convulsions,  and  they  were 
able  to  show  conclusively  that  the  presence  of  the  acid  results  from 
the  increased  muscular  exertion,  and  lack  of  oxygen  characteriz- 
ing these  convulsions.  Hence  they  deny  any  relation  between  the 
appearance  of  this  acid  and  a  disturbance  of  the  hepatic  function. 
The  same  interpretation  may  be  given  to  the  appearance  of  lactic 
acid  in  the  urine  in  eclampsia,  and  Magnus  Levy  (Van  Noorden, 
Pathologie  des  Stoffwechsels,  1906,  Bd.,  i,  p.  411),  in  discussing 
the  urine  of  pregnancy,  remarks  that  the  presence  of  lactic  acid 
in  the  urine  and  blood  is  probably  a  sequel  rather  than  a  cause  of 
the  epileptiform  convulsions  seen  in  eclampsia. 

We  do  not  suppose,  however,  that  acidosis  is  entirely  without 
etiological  significance  in  the  toxemia  of  pregnancy.  It  occurs  in 
some  cases,  but  not  in  others.  The  early  disturbance  of  digestion 
in  pregnancy  reduces  the  absorption  of  proteids  and  carbohydrates 
and  may  lead  to  the  consumption  of  fats  with  its  accompanying 
acidosis.  If  the  acidosis  is  severe  and  prolonged  there  may  be 
reduction  first  of  the  alkalies  of  the  blood,  then  of  the  fixed  alka- 
lies of  the  organs.  Fatty  degeneration  of  the  liver  and  kidneys 
may  thus  be  induced,  possibly  by  the  mechanism  described  by 
Rubow,  intermediate  nitrogenous  metabolism  is  further  disturbed, 
and  the  normal  capacity  for  the  detoxication  and  excretion  of  poi- 
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sonous  substances  is  reduced.  In  some  very  severe  acute  cases  of 
toxemia  signs  of  acidosis  and  fatty  degeneration  of  the  viscera  are 
prorninent,  and  it  may  be  that  here  acidosis  is  an  important  second- 
ary factor  with  the  defective  desamidation  which  is  more  com- 
monly present.     (Cf.  Case  No.  ii). 

It  is  frequently  observed  that  the  toxemia  of  pregnancy  tends  to 
run  a  severe  course  in  fat  and  plethoric  subjects.  Strumpel  has 
said  that  acute  yellow  atrophy  finds  its  victims  chiefly  among  those 
who  are  in  the  bloom  of  health.  This  fact  suggests  two  possible 
explanations.  It  may  be  that  in  plethoric  subjects  the  nitrogenous 
metabolism,  already  at  a  high  limit  of  activity,  is  unable  to  meet 
the  additional  demands  incident  upon  pregnancy.  Some  lower 
animals  take  little  or  no  food  during  gestation,  and  an  exclusive 
milk  diet  often  relieves  symptoms  of  toxemia.  Or  it  may  be  that 
the  sudden  and  extensive  burning  of  fats  which  supervenes  when 
vomiting  begins  and  the  system  is  unprotected  by  sufficient  food 
is  not  without  danger  in  such  subjects.  Both  of  these  factors  may 
apparently  combine  to  produce  the  fulminant  course  seen  in  som.e 
cases  of  toxemia  occurring  in  early  pregnancy.  In  other  cases 
acidosis  is  absent  while  signs  of  defective  desamidation  and  the 
usual  severe  symptoms  are  present  (Case  21),  so  that  the  forma- 
tion of  abnormal  acids  from  whatever  source  seems  to  be  at  most 
only  an  occasional  and  secondary  factor  in  the  disease.  The  per- 
sistence of  symptoms  after  the  correction  of  the  acidosis  by  the 
administration  of  carbohydrates,  as  shown  by  Scholten,  strongly 
indicates  the  unessential  character  of  this  condition. 

3.  Suhoxidation. — In  all  forms  of  the  disease  there  appears 
one  uniform  factor  which  we  may  interpret  from  the  nitrogen 
ratios,  as  did  Zweifel  from  the  sulphur,  to  consist  in  a  remarkable 
deficiency  in  the  oxidizing  capacity  of  the  organism.  It  must  be 
confessed,  however,  that  the  conception  of  deficient  oxidation  is 
somewhat  indefinite  in  our  minds.  It  appears  to  involve  chiefly 
the  failure  of  the  synthesis  of  ammonia  and  amino  acids  into  urea, 
which,  according  to  Hofmeister,  is  an  oxidative  process.  But, 
according  to  other  hypotheses,  the  formation  of  urea  is  not  simply 
an  oxidative  synthesis,  but  this  and  other  forms  of  nitrogenous 
metabolism  involve  complex  processes,  some  of  which  are  possibly 
hydrolytic  (Drechsel),  or  consist  in  dehydration  (Schmiedeberg). 
The  nature  of  the  processes  concerned  in  urea  formation  has  not 
yet  been  determined,  and  to  assume  that  its  incomplete  formation 
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results  from  deficient  oxidative  capacity  seems  hardly  warranted. 
Protein  metabolism  presents  many  other  phases  besides  the  for- 
mation of  urea  in  which  disturbances  less  suggestive  of  suboxida- 
tion  probably  figure.  Moreover,  there  are  evidences  that  fat  and 
carbohydrate  metabolism  is  also  deranged,  from  the  presence  of 
acetone  bodies  and  sugar  in  the  urine,  and  it  is  not  unlikely  that 
these  disorders  participate  in  the  pathogenesis  of  the  malady. 
Consequently,  while  granting  a  partial  basis  for  the  theory  of  de- 
ficient oxidation,  we  would  prefer  to  substitute  for  it  deficient 
metabolic  capacity  of  another  type,  and  acting  in  an  earlier  stage 
of  intermediary  nitrogenous  metabolism,  and  which  may  be  called 
deficient  desamidation. 

While  deficiency  in  oxidative  capacity  is  a  convenient  term  to 
explain  the  sequence  of  events  occurring  in  these  and  other  toxic 
conditions,  it  must  be  pointed  out  that  the  evidence  in  favor  of 
this  view  is  distinctly  lacking  in  experimental  proof.  This  is  not 
to  be  construed  as  eliminating  its  possibility  or  even  probability. 

The  reason  for  the  paucity  of  evidence  lies  in  the  difficulty  in 
obtaining  it.  In  order  to  obtain  the  necessary  experimental  condi- 
tions either  the  subject  must  be  placed  in  a  respiration  calorimeter 
of  the  type  used  by  Atwater  and  his  associates  in  studying  normal 
metabolism,  or  the  apparatus  of  Zuntz  must  be  used  in  the  hospital 
under  conditions  which  are  not  easy  to  obtain.  As  Weber  has  re- 
marked, even  in  that  condition  with  which  we  have  been  most  apt 
to  associate  decreased  oxidation,  viz.,  phosphorus  poisoning,  the 
evidence  is  not  at  all  clear  that  the  oxidative  capacity  of  the  organ- 
ism is  below  normal.  It  would  seem  that  a  term  having  more  ex- 
perimental evidence  to  its  credit  would  be  acceptable.  This  we 
believe  is  found  in  the  expression,  "Defective  desamidation."  This 
expression  has  the  support  of  Magnus  Levy  in  another  connection. 

In  the  breaking  down  of  protein  materials  during  metabolism, _ 
the  step  following  the  conversion  of  the  albumins  to  simpler  com- 
pounds, the  polypeptids  and  the  amino  acids,  is  the  removal  of  the 
amino  group  to  form  non-nitrogenous  compounds  and  ammonia. 
If  the  amino  group  is  not  split  off  the  amino  acids  remain.  If  they 
are  excreted  in  the  urine,  as  the  rise  in  the  undetermined  nitrogen 
and  the  finding  of  individual  amino  acids  in  a  large  series  of  dis- 
orders of  metabolism  indicate,  it  seems  probable  that  these  dis- 
orders are  connected  with  this  deficiency  in  the  organism  to  re- 
move the  amino  group  and  so  convert  it  eventually  into  ammonia 
and  urea. 
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This  view  has  the  additional  confirmation  that  in  the  studies  of 
starvation,  to  which  reference  was  made  in  a  previous  paper,  while 
the  ammonia  ratio  was  high  during  the  later  stages  of  fasting,  the 
combined  urea  and  ammonia  ratios  kept  nearly  at  the  same  level. 
This  would  indicate  that  in  these  cases  there  was  no  deficiency  in 
desamidation,  but  that  a  part  of  the  ammonia  was  used  before  its 
transformation  into  urea  to  neutralize  the  organic  acids  produced 
by  the  combustion  of  body  fats.  This  condition  of  starvation  dif- 
fers entirely,  as  will  be  seen,  from  that  in  which  the  undetermined 
nitrogen  is  increased.  In  the  latter  conditions  we  have  protein 
material  which  has  escaped  desamidation  through  faulty  metabol- 
ism, being  excreted  in  the  urine,  and  making- its  appearance  in  the 
amino  acid  or  undetermined  nitrogen  fraction. 

That  deficient  desamidation  figures  prominently  in  the  early 
stages  of  all  forms  of  the  disease  seems  very  probable.  The 
changes  in  the  urinary  nitrogen  in  the  present  cases  invariably 
show  the  presence  of  this  element  when  the  observations  covered 
that  stage  of  the  disease  in  pernicious  vomiting,  acute  yellow 
atrophy,  and  eclampsia.  On  the  other  hand,  the  analyses  are 
equally  conclusive  that  the  factor  of  incomplete  desamidation  does 
not  persist  throughout  the  course  of  more  prolonged  cases,  al- 
though the  symptoms  may  progress  to  a  fatal  issue.  In  our  own, 
and  in  other  reported  cases  of  acute  yellow  atrophy,  and  in  eclamp- 
sia, there  is  a  noticeable  tendency  for  the  percentage  of  urea  to 
increase,  although  the  disease  proves  fatal.  In  Case  No.  12,  during 
a  prolonged  and  finally  fatal  course  of  pernicious  vomiting,  the 
urine  shows  little  or  no  sign  of  deficient  oxidation  or  desamida- 
tion. Two  possible  explanations  suggest  themselves  to  account  for 
this  anomaly. 

(a)  It  may  be  supposed  that  the  disease  arises  from  some 
process  entirely  apart  from  defective  desamidation,  which  is  merely 
a  frequent  secondary  feature,  and  therefore  the  symptoms  continue 
when  all  signs  of  this  element  are  wanting.  On  this  basis  one  may 
introduce  the  idea  of  an  intestinal,  placental,  or  fetal  toxin  as  the 
original  factor.  Yet  signs  of  intestinal  intoxication  are  absent  in 
the  majority  of  cases  ,  the  worst  forms  of  fatal  pernicious  vomit- 
ing occur  in  the  first  weeks  of  gestation  when  the  placenta  is 
small  and  the  fetus  negligible,  acute  yellow  atrophy  and  eclampsia 
frequently  develop  in  the  puerperium,  while  the  numerous  reports 
of  the  demonstration  of  a  toxic  element  in  the  placenta  have  failed 
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to  receive  verification.  For  these  and  other  more  general  consid- 
erations, we  are  disposed  to  beheve  that  the  source  of  the  toxic 
substances  must  be  found  in  the  disturbed  internal  metabolism, 
and  not  in  the  intestine,  the  placenta,  or  the  fetus,  all  of  which  may 
occasionally  contribute  to  the  disease  some  special  features. 

(b)  Or,  the  conditions  found  in  Case  No.  12  may  signify  that 
the  initial  process  of  defective  desamidation  and  oxidation  was 
successfully  met  by  the  organism,  and  the  factors  giving  rise  to  it 
were  rendered  inoperative,  but  not  before  there  were  established 
lesions  in  the  organs  and  secondary  disturbances  of  complex  type 
from  which  symptoms  continued  and  death  resulted  in  the  absence 
of  the  original  factors.  Of  these  organic  lesions  may  be  men- 
tioned fatty  degenerations  of  the  viscera,  general  neuritis,  focal 
hemorrhages,  and  acute  nephritis  ;  and  of  secondary  disturbances, 
starvation,  anemia,  and  cardiac  and  general  nervous  exhaustion. 
The  course  of  events  in  other  intoxications,  notably  in  phosphor- 
us poisoning,  gives  at  least  a  partial  warrant  for  this  point  of 
view,  which  we  are  disposed  to  offer  as  the  most  reasonable  ex- 
planation of  the  relation  of  defective  desamidation  and  of  sub- 
oxidation  to  the  toxemia  of  pregnancy. 

The  conception  of  the  disease  as  a  disorder  of  metabolism  re- 
moves much  of  the  point  in  the  long-standing  discussion  whether 
the  process  is  an  affection  primarily  of  the  liver  or  of  the  kidneys,, 
and  to  what  extent  an  hepatic  insufficiency  or  intestinal  intoxica- 
tion m^ay  be  concerned.  The  present  theory  of  a  defective  desami- 
dation, itself  of  complex  origin,  places  all  the  above  factors  in  a 
subordinate  position  to  the  altered  chemical  processes  in  metab- 
olism. Changes  in  structure  and  function  of  the  liver  arise  early 
in  the  disease,  since  this  organ  is  chiefly,  though  not  alone,  con- 
cerned in  nitrogenous  metabolism.  Once  altered  in  structure  by 
granular  and  fatty  degeneration,  and  crippled  in  function,  there 
is  good  reason  to  believe  that  the  liver  contributes  prominently  in 
a  vicious  circle  of  influences  which  maintain  the  disorder.  In  this 
condition  it  often  fails  to  detoxicate  products  of  intestinal  decom- 
position, as  shown  experimentally  by  Richards  and  Rowland.  At 
a  later  stage  the  kidneys  are  progressively  involved  by  a  mechan- 
ism which  is  little  understood,  and  a  prominent  aflfection  of  this 
organ  seems  a  necessary  condition  in  eclamptic  convulsions.  In 
the  later  months  of  gestation  toxic  products  from  the  fetus  and 
placenta,  and  from  the  maternal  tissues  at  all  stages,  doubtless 
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contribute  to  the  complex  picture  of  the  disease,  but  all  of  these 
owe  their  existence  and  operation  to  the  original  disturbance  of 
metabolism  in  the  mother. 

A  further  inquiry  relates  to  the  ultimate  origin  of  the  metabolic 
disturban.ce,  whatever  its  nature,  a  discussion  into  which  we  can- 
not enter  fully  at  this  time.  It  may  be  said,  however,  that  a  study 
of  the  manifold  conditions  surrounding  the  development  of  tox- 
emia in  pregnancy,  including  hereditary  predisposition,  the 
previous  condition  of  the  patient,  the  nervous  influence  of  gesta- 
tion, the  cessation  of  menstruation,  the  influence  of  lactation,  and 
the  increased  demands  on  metabolic  activity,  may  well  reveal 
abundant  cause  for  the  occasional  collapse  of  vital  functions  con- 
cerned in  the  intermediary  nitrogenous  metabolism. 

Toxemia  of  Intestinal  Origin. — Signs  of  intestinal  intoxication, 
chiefly  excessive  indicanuria,  have  appeared  in  many  of  our  cases, 
and  Dirmoser,  Stone,  and  others,  attribute  considerable  importance 
to  this  factor  in  some  individuals.  It  occurs  chiefly  in  the  early 
months  of  gestation  in  patients  suffering  from  persistent  vomit- 
ing, and  since  these  patients  often  recover  after  restriction  of  diet, 
catharsis,  and  colonic  irrigation,  and  the  indicanuria  disappears, 
the  evidence  is  quite  direct  that  intestinal  putrefaction  is  at  least 
a  contributing  if  not  the  chief  exciting  factor  in  these  cases.  The 
test  for  indican  should,  therefore,  form  a  part  of  the  routine 
urinalysis. 

In  connection  with  this  test  it  should  be  remembered  that  symp- 
toms of  intoxication  often  arise  when  the  indicanuria  has  sud- 
denly disappeared,  but  when  the  absorbed  indol  is  retained  in  un- 
altered form  in  the  system.  The  grade  of  indicanuria  signifies 
how  much  indol  is  being  absorbed  and  oxidized  to  the  compara- 
tively harmless  indican.  Partial  disappearance  of  indicanuria  may, 
therefore,  mean  that  the  absorbed  indol  is  not  being  properly 
■oxidized,  but  is  circulating  in  the  system  and  producing  symptoilis. 

The  severe  symptoms  often  accompanying  indicanuria  in  preg- 
nancy may  be  referable  to  the  active  absorption  of  products  of  in- 
testinal putrefaction,  or  they  may  equally  well  be  attributed  to  the 
excessive  ingestion  of  and  absorption  of  the  normal  products  of 
proteid  digestion,  which  are  incompletely  metabolized  as  a  result 
of  defective  desamidation.  Indicanuria  is  usually  seen  in  patients 
who  consume  much  meat,  and  disappears  on  a  milk  diet,  and  it 
occurs  without  symptoms,  showing  that  the  absorption  of  its  fore- 
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runner,  indol,  is  not  necessarily  accompanied  by  symptoms  of  in- 
toxication. 

In  the  majority  of  cases,  however,  indicanuria  is  absent  or  sHght 
throughout  the  course  of  the  malady,  although  the  symptoms  are 
severe,  and  for  this  reason  we  do  not  believe  that  a  comprehensive 
explanation  of  the  disease  can  be  founded  on  the  theory  of  in- 
testinal intoxication.  Excessive  indicanuria  in  pregnancy  is  not 
always  associated  with  symptoms.  When  symptoms  arise  it  is 
probably  because  the  mechanism  of  detoxication  is  deficient,  which 
then  itself  becomes  the  basis  of  the  disease.  The  theory  of  de- 
fective desamidation  with  its  resulting  disturbance  of  the  hepatic 
structure  and  functions,  seems,  therefore,  to  cover  the  cases  of  in- 
testinal autointoxication. 

THE  USE  OF  THE  NITROGEN  DETERMINATIONS  IN  THE  TOXEMIA  OF 

PREGNANCY. 

From  the  results  obtained  in  the  present  study  there  can  be 
no  hesitation  in  recommending  the  routine  use  of  the  nitrogen  de- 
terminations in  dealing  with  the  morbid  states  under  considera- 
tion. That  the  data  thus  obtained  may  prove  of  decisive  value  in 
diagnosis  and  prognosis,  has  already  been  clearly  shown  in  the 
papers  of  Stone  and  Williams,  and  in  the  more  detailed  observa- 
tions of  Edgar,  extended  over  several  clinical  types  of  the  intoxi- 
■cations  of  pregnancy.  The  value  of  the  method  becomes  clearly 
apparent  when  its  results  are  compared  with  those  of  former 
methods,  for  in  some  critical  stages  of  toxemia  the  urine  fails 
to  show  albumen  or  casts  and  the  hypobromite  method  gives  a 
normal  percentage  of  urea.  It  is  not  too  much  to  say  that  such 
methods  of  urinary  analysis  are  worse  than  useless  in  this  field, 
since  they  may  indicate  a  normal  urine  when  the  nitrogenous  met- 
.abolism  is  gravely  disturbed. 

The  technical  knowledge,  labor,  and  expense  of  the  nitrogen 
•determinations  are  practical  difficulties  in  the  way  of  ready  adop- 
tion. Yet,  the  labor  may  be  greatly  reduced  by  carrying  several 
specimens  through  together,  and  hospitals  and  university  labora- 
tories can  readily  meet  these  difficulties.  There  has  naturally 
been  felt  a  strong  temptation  to  omit  from  the  determinations 
all  nitrogenous  bodies  except  the  total  nitrogen,  the  urea,  and  the 
ammonia.  We  ourselves  sufifered  by  persisting  in  this  error  for 
several  months,  and  have  thereby  lost  many  desirable  observa- 
tions on  cases  studied  throughout  1904.     In  the  very  numerous 
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group  of  preeclamptics,  the  ammonia  determinations  alone,  or  with 
urea,  are  of  little  value,  and  in  the  earlier  cases  of  pernicious  vom- 
iting these  data  are  often  misleading.  In  Case  No.  ii  the  urea 
was  repeatedly  lower  and  the  ammonia  much  higher  than  in  any- 
fatal  case  we  have  observed,  but  the  clinical  condition  was  at  no 
time  extremely  urgent,  although  abortion  was  finally  induced. 
In  other  instances  the  ammonia  was  practically  normal  when  the 
patient's  condition  was  grave.  Moreover,  the  ammonia  ex- 
cretion is  subject  tO'  such  rapid  and  extensive  alterations  from 
variations  of  diet,  abstinence  from  food,  and  the  state  of  nutri- 
tion, that  numerous  attempts,  dating  from  Hallervorden's  studies, 
to  make  clinical  use  of  this  ratio  have  uniformly  failed.  Pfaun- 
dler,  among  others,  has  pointed  out  some  of  the  fallacies  which 
may  result  from  too  great  reliance  upon  the  ammonia  excretion. 

The  acetone  bodies,  acetone,  diacetic  acid,  and  /J  oxybutyria 
acid,  have  received  attention  as  possible  means  of  diagnosis  and 
prognosis  in  pregnancy.  We  have  found,  with  others,  that  an 
excessive  proportion  of  these  substances  in  the  urine  is  usually 
associated  with  pronounced  symptoms,  but  have  found  their  ab- 
sence of  little  significance  and  their  quantities  entirely  out  of 
proportion  to  the  severity  of  the  symptoms.  Since  these  bodies 
increase  or  appear  rapidly  during  abstinence  from  food,  and 
signify  chiefly  the  consumption  of  body  fats,  there  are  insuperable 
objections  to  their  exclusive  study  in  other  disorders  of  metab- 
olism. As  furnishing  additional  information  to  that  obtained 
from  the  nitrogen  partition,  their  estimation  may  be  of  value. 

As  was  noted  in  a  previous  article,  we  have  spent  much  time 
and  labor  in  attempting  to  determine  the  presence  and  severity 
of  toxemia  by  the  abundance  of  crystals  resembling  leucin  ob- 
tained by  the  lead  method.  Although  we  have  been  unable  to 
identify  these  crystals  as  leucin,  and  think  that  in  many  cases 
they  are  chiefly  urates,  it  is  nevertheless  true  that  they  are 
extremely  abundant  in  cases  of  acute  yellow  atrophy  and  eclamp- 
sia, and  their  numbers  bear  a  close  relation  to  the  severity  of  the 
symptoms  in  nearly  all  cases  of  toxemia.  The  more  exact  methods 
for  the  determination  of  amino  acids  are  too  complex  for  clinical 
use. 

Marriott,  with  one  of  us,  has  investigated  the  relation  of  the 
nitrogen  precipitated  by  absolute  alcohol,  a  fraction  which  Sal- 
kowski  has  been  disposed  to  consider  identical  in  certain  respects 
with  the  undetermined  nitrogen.     It  has  been  found  that,  while- 
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this  colloidal  nitrogen  does  in  some  instances  bear  a  close  relation- 
ship with  the  undetermined  nitrogen,  the  difference  between  the 
two  is  often  very  marked,  so  that  this  method  cannot  be  recom- 
mended to  replace  others. 

Out  of  the  above  considerations  we  have  come  to  adopt  the  rou- 
tine determination  of  all  the  better  known  nitrogenous  constitu- 
ents, in  the  belief  that  at  present  the  scope  of  the  analysis  cannot 
safely  be  reduced  if  correct  interpretations  are  to  be  reached. 
Even  with  this  range  of  information,  added  to  the  tests  for  specific 
gravity,  casts,  albumen,  indican,  and  sugar,  the  case  reports  show 
many  obscurities.  Many  apparent  discrepancies,  however,  are 
cleared  up  when  the  nitrogen  partition  is  compared  with  the  nor- 
mal ratios  for  the  total  nitrogen  excreted  per  diem,  according  to 
the  table  compiled  for  this  purpose  in  our  previous  article.  Others 
become  less  puzzling  when  the  influence  of  starvation  is  recog- 
nized, as  in  Case  No.  ii. 

With  the  urinary  analysis  complete,  great  caution  is  required 
in  interpreting  the  results.  In  many  cases  it  is  apparent  at  once 
that  the  symptoms  are  associated  with  a  serious  change  in  nitro- 
genous metabolism.  In  other  cases  the  symptoms  are  distinctly 
more  or  less  severe  than  would  be  expected  if  they  were  essen- 
tially connected  with  the  disturbance  of  metabolism.  We  have 
not  found  it  possible  to  fix  any  limits  in  the  different  ratios  beyond 
which  the  condition  must  be  regarded  as  serious,  and  it  does  not 
seem  likely  that  such  rigid  criteria  can  ever  be  established. 

When  the  nitrogen  ratios  do  not  accord  with  the  symptoms 
several  considerations  may  be  of  value  in  the  interpretation. 

(i)  The  ratios  must  be  compared  with  normal  ratios  for  the 
total  nitrogen  excretion  per  diem. 

(2)  It  is  most  important  to  know  whether  a  disturbance  of 
metabolism  is  increasing  or  decreasing,  and  how  rapidly  it  has 
become  established.  Sixty  per  cent,  of  urea  nitrogen  is  very  low, 
but  its  significance  is  entirely  dependent  on  the  ratio  which  pre- 
ceded it,  whether  50  or  70  per  cent.  In  first  analyses  this  is  usually 
difficult  to  decide,  and  it  is  in  such  circumstances  or  in  cases  fol- 
lowed for  a  short  time  only  that  obscure  results  are  encountered. 
In  fact,  it  appears  that  the  system  may  become  inured  to  a  dis- 
turbance of  metabolism,  which,  if  rapidly  established,  would  give 
rise  to  pronounced  symptoms  (Cases  Nos.  4,  15).  These  long- 
established  digressions  from  the  normal  nitrogen  partition  with- 
out symptoms  may  constitute  the  important  element  in  personal 
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idiosyncrasy,  and  since  they  are  relatively  common,  it  becomes  de- 
sirable to  establish  the  usual  type  of  metabolism  for  a  given  indi- 
vidual before  drawing  conclusions  from  variations  in  the  nitrogen 
ratios.  Case  No.  3  shows  such  an  unusual  type  of  nitrogen  ex- 
cretion without  symptoms. 

(3)  In  certain  cases  of  toxemia  terminating  in  nephritis 
(No.  17),  or  fatally  (No.  12),  we  can  only  explain  the  condition 
by  supposing  that  the  original  disturbance  of  metabolism  may 
gradually  disappear,  although  symptoms  continue  as  a  result  of 
secondary  alterations  in  the  liver,  kidney,  and  other  organs.  It 
has  been  clearly  shown  in  acute  yellow  atrophy  that  the  urea 
forming  function  may  be  partly  taken  over  by  other  organs  when 
the  liver  has  been  severely  damaged.  Hence  the  altered  nitrogen 
ratios  will  be  found  chiefly  during  the  acute  destructive  process 
in  the  organ,  while  the  ratios  will  be  gradually  restored,  although 
the  patient  may  die  as  a  result  of  other  factors  in  the  disease. 
Comparing  cases  No.  12  and  Nos.  3  and  4,  we  find  practically 
identical  nitrogen  ratios,  although  one  patient  was  dying,  and  the 
others  free  from  definite  symptoms.  We  do  not  conclude  from 
this  comparison  that  the  nitrogen  ratios  are  of  no  significance, 
but  that  they  must  be  interpreted  in  the  light  of  all  available  data. 
In  case  No.  12  there  is  reason  to  suppose  that  nitrogenous  metab- 
olism had  been  readjusted  after  a  period  of  severe  disturbance 
which  resulted  in  serious  changes  in  the  organs,  while  cases  Nos. 

3  and  4  we  regard  as  illustrating  a  long  established  but  very  un- 
stable condition,  apparently  without  symptoms,  but  nevertheless 
liable  to  give  serious  symptoms  upon  further  disturbance.  The 
conclusion  to  be  drawn  from  such  urinalyses  as  those  of  cases 
Nos.  3,  4,  5,  and  6  is  not  that  the  subjects  are  perfectly  well,  but 
that  in  spite  of  the  absence  of  symptoms  the  patients  should  be 
watched  with  special  concern,  the  diet  chosen  with  care,  the  bow- 
els kept  free,  and  regular  exercise  instituted,  zcith  a  viezv  to  im- 
proving the  metabolism.  In  connection  with  these  cases  it  might 
be  pointed  out  that  a  very  conspicuous  difference  exists  in  the 
amount  of  kreatinin  excreted.    It  will  be  noted  that  while  in  case 

4  the  elimination  of  this  substance  is  within  the  normal  limits, 
in  the  fatal  case  (No.  12)  only  one-sixth  of  the  amount  was  ex- 
creted. In  a  previous  paper  we  have  discussed  some  of  the  possi- 
bilities of  which  the  estimation  of  kreatinin  may  be  capable.  It 
would  seem  here,  in  the  light  of  what  we  know  of  the  formation 
and  elimination  of  kreatinin,  that  endogenous  metabolism  was  at 
.an  extremely  low  ebb.    This  observation  suggests  that  a  promising 
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field  for  clinical  investigation  is  opened  up  through  the  conve- 
nient method  for  the  estimation  of  kreatinin  devised  by  Folin. 

(4)  The  nitrogen  ratios  may  vary  much  within  a  few  hours, 
and  the  twenty-four-hour  specimen  may  fail  to  indicate  pro- 
nounced alterations  of  brief  duration.  This  source  of  error 
applies  to  eclampsia  (Case  No.  25),  to  acute  yellow  atrophy,  and 
to  many  sharp  but  brief  attacks  of  vomiting. 

(5)  Some  patients  complain  urgently  of  disturbances  which 
others  tolerate  without  annoyance.  This  is  especially  true  of 
pregnant  women,  and  here  is  to  be  found  the  chief  importance 
which  a  neurotic  element  can  have  in  the  toxemia  of  pregnancy. 

(6)  The  numerous  sudden  fatalities  which  mark  the  entire 
course  of  the  toxemia  of  pregnancy  indicate  that  changes  in  the 
nitrogen  ratios  are  really  the  most  accessible  sign  of  a  very 
unstable  condition  of  the  organism  which  may  turn  unfavorably 
on  slight  provocation,  and  produce  grave  symptoms  which  arise 
without  apparent  reason,  and  to  the  astonishment  of  the  attending 
physician. 

Guided  by  the  above  considerations,  the  study  of  the  urinary 
nitrogen  appears  to  have  the  following  practical  applications  in 
pregnancy : 

It  may  determine  the  existence  and  gravity  of  a  toxic  condition. 

In  urgent  cases  it  may  be  relied  upon  with  some  caution  to 
determine  the  safest  treatment. 

It  frequently  establishes  the  trifling  importance  of  symptoms 
referable  to  transitory  gastric  disorders. 

//  may  indicate  an  abnormal  state  of  vietabolisni  ivhen  other 
symptoms  arc  absent,  and  thus  form  the  basis  of  treatment  de- 
signed to  avoid  some  of  the  serious  complications  of  pregnancy. 

It  is  of  great  value  in  determining  the  true  condition  of  the 
patient  in  the  preeclamptic  state,  and  in  distinguishing  between 
simple  chronic  nephritis  and  impending  eclampsia. 

It  is  an  excellent  guide  in  determining  the  progress  of  con- 
valescence. 

It  is,  however,  not  to  be  relied  upon  exclusively,  any  more  than 
any  other  set  of  the  phenomena  of  the  disease,  but  only  in  con- 
nection with  all  the  data  in  the  case. 

According  to  our  present  impression,  the  study  of  the  urinary 
nitrogen  furnishes  a  new  and  fundamental  point  of  view  in  this 
field  which  must  be  carefully  tested,  not  with  the  idea  of  displacing 
other  criteria,  but  with  a  view  to  supplement  them  with  informa- 
tion of  a  more  precise  character. 
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Clinical  Symptoms 

Persistent      vomiting      2      weeks. 
Pulse  170-130.  Urobilin,  acetone 
and  cliacetic  acid.  Granular  casts. 

Symptoms  more  severe.  Curettage 
Mar.      2.          Urobilin,     marked 
diacetic  acid. 
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ABSTRACTS    OF    CLINICAL    HISTORIES. 

I.  Normal  Metabolism.     No  symptoms. 
Cases  Nos.  i  and  2.     See  notes  in  tables. 

II.  Disturbed   Metabolism.     No  symptoms. 
Case  No.  j.     See  notes  in  tables. 

Case  No.  4. — 32  years,  IV-para,  labors  difficult  from  con- 
tracted pelvis.  Has  suffered  very  little  nausea  or  vomiting  in 
any  pregnancy,  but  always  from  chronic  constipation,  move- 
ments occurring  often  at  intervals  of  one  week.  Leads  a  seden- 
tary life.  The  indicanuria  is  excessive.  No  definite  toxic 
symptoms  ascertainable.  August  18,  three  weeks  post-partum, 
the  metabolism  is  normal,  and  constipation  somewhat  relieved. 

Case  No.  5. — Patient,  I-gravida,  rather  stout,  confinement 
expected  April  10,  1906.  No  clinical  symptoms  of  toxemia 
noted. 

In  view  of  the  low  urea  and  high  proportion  of  undetermined 
nitrogen  this  case  seems  to  fall  in  the  group  showing  disturbances 
of  metabolism  without  subjective  disturbance  of  health. 

Case  A'o.  6. — -Patient,  22  years,  thin.  First  pregnancy  ter- 
minated in  eight  months  by  eclampsia.  Although  this  patient 
failed  to  show  definite  signs  of  toxemia,  the  low  urea  and  high 
undetermined  nitrogen  show  that  her  metabolism  was  far  from 
normal.  That  her  condition  was  not  so  safe  as  might  appear 
is  also  indicated  by  the  occurrence  of  eclampsia  in  the  first 
pregnancy,  and  the  appearance  of  casts  at  the  termination  of 
the  second,  w^hich  occurred  normally  on  March  17.  We  con- 
sider that  this  case  belongs  in  a  class  predisposed  to  eclampsia 
(Cf.  Case  No.  13). 

III.  Toxemia  Characterized  Chiefly  by  Vomiting. 

Case  No.  7. — Patient,  24  years,  fat,  I-gravida.  Nausea  and 
vomiting  began  in  second  month,  February,  soon  becoming 
continuous.  During  the  last  week  in  February  confined  to  bed, 
feeding  by  rectum.  Mental  condition  good,  pulse  120-130. 
March  i  colonic  irrigations  without  effect,  the  stomach  refusing 
to  retain  anything.  March  2  curettage;  March  3  vomiting 
ceased,  feeding  by  mouth. 

The  disturbance  of  metabolism  is  aggravated  immediately 
after  the  operation,  possibly  by  the  anesthesia.  On  March  5 
the  urea  and  undetermined  nitrogen  are  normal,  although  the 
ammonia  is  high,  while  symptoms  of  toxemia  are  wanting. 

Case  Ah.  8. — Age,  20  years,  first  pregnancy.  Vomiting  began 
seven  weeks  after  last  menstruation  and  soon  became  persistent. 
February  23  vomiting  had  been  persistent  for  four  weeks  and 
the  vomitus  now  resembled  "coffee  grounds."  The  patient 
was  thin,  pale,  and  anxious,  pulse  feeble — 100.  S3rmptoms 
persisting  in  spite  of  rest,  catharsis,  and  colonic  irrigations, 
the  uterus  was  emptied  February  25.  The  vomiting  ceased 
promptly  and  convalescence  was  uninterrupted.     The  second 
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pregnancy  began  in  July  and  was  again  marked  by  vomiting, 
which  was  improved  by  rest,  diet,  catharsis,  and  irrigations. 
The  vomiting  recurs  after  errors  of  diet,  and  the  excessive  in- 
dicanuria  suggests  that  intestinal  putrefaction  is  an  inciting 
element  in  this  case. 

Case  No.  g. — 36  years,  V-gravida,  very  thin.  Confined  to 
bed  for  past  eight  weeks  with  persistent  vomiting,  rapid  weak 
pulse,  headache,  mind  clear,  no  jaundice.  Spontaneous  abor- 
tion occurred  November  23.  Patient  previously  weakened 
by  prolonged  pelvic  suppuration  following  Alexander's  opera- 
tion, and  also  by  excessive  loss  of  blood  from  the  abortion, 
remained  weak  and  anemic  for  some  months. 

Case  No.  10. — Age  36  years,  fat.  Persistent  vomiting  began 
in  January,  1906,  the  second  month,  continuing  into  March, 
when  she  was  confined  to  bed,  and  bloody  vomit  appeared  with 
jaundice  and  weak  pulse — 130.  At  this  time  the  patient  was 
mentally  incoherent  by  day,  with  delirium  at  night.  Following 
the  administration  of  ten  grains  of  calomel,  there  was  free 
evacuation  of  the  bowels,  followed  by  improvement  in  the  pulse 
and  mental  condition.  Colonic  irrigations,  formerly  ineffective, 
were  now  continued,  and  on  March  1 1  the  mind  was  clear,  pulse 
90,  jaundice  clearing,  stomach  retaining  food. 

We  regard  the  case  as  one  of  severe  intoxication,  in  which  in- 
testinal processes  probably  played  a  prominent  part. 

This  case  was  described  by  Dr.  Edgar  as  exhibiting  a  pro- 
nounced neurotic  element,  which,  however,  he  did  not  regard  as 
contributing  essentially  to  the  symptoms  of  intoxication. 

The  low  ammonia  nitrogen  places  this  case  in  the  group 
which  Williams  calls  neurotic  vomiting.  This  patient  was 
much  alarmed  about  her  condition,  urging  the  termination  of 
gestation.  We  have  no  doubt  that  vigorous  moral  suasion 
might  have  had  much  influence  in  controlling  the  symptoms. 
But  when  a  patient  is  suffering  from  bloody  vomit,  jaundice, 
pulse  130,  incoherent  by  day  and  delirious  by  night,  it  is  futile 
to  argue  about  the  neurotic  elements  in  the  case. 

Case  No.  11. — Age  27  years,  V-para,  very  fat,  pregnant  seven 
months.  Moderate  nausea,  vomiting,  and  headache  throughout 
and  for  two  weeks  stomach  had  retained  nothing.  There 
were  epigastric  pain,  dimness  of  vision,  edema  of  legs,  acetone  in 
breath.  Symptoms,  relieved  by  rest,  milk  diet,  and  catharsis, 
by  August  25,  recurred  severely  by  September  2,  and  not  re- 
sponding to  treatment,  labor  was  induced  September  10-13, 
and  twins  delivered.     Symptoms  improved  rapidly. 

The  remarkably  high  ammonia  nitrogen  was  first  referred  to 
fermentation  of  the  urine,  but  later  acid  specimens  gave  still 
higher  ammonia,  which  we  attribute  in  part  to  starvation  of  a 
very  fat  subject.  The  undetermined  nitrogen  ratio  was  a  better 
index  of  the  patient's  condition  than  the  ammonia  or  urea. 

Case  No.  12. — Patient  of  Dr.  W.  F.  Stone,  to  whom  we  are 
indebted  for  the  history  and  specimens  of  urine.     Age,  21  years. 
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primipara,  last  menstruation  January  15,  1906,  followed  at 
once  by  severe  indigestion,  constant  nausea  and  vomiting. 
Symptoms  persisted  through  February,  in  spite  of  restricted 
diet,  rest,  and  catharsis,  and  patient  began  to  lose  flesh;  was 
confined  to  bed,  pulse  usually  about  loo,  temperature  normal. 
In  March  symptoms  were  more  severe,  the  stomach  retaining 
almost  nothing.  Abortion  was  now  recommended,  but  refused 
by  patient  and  family.  The  vomitus  was  occasionally  of 
brownish  fluid,  marked  salivation  appeared,  and  there  were 
neuralgic  pains  in  legs,  and  constant  pain  and  tenderness  in 
epigastrium.  Early  in  April  the  uterus  was  elevated  out  of  the 
pelvis,  and  the  vomiting  partly  subsided,  but  all  other  symptoms 
were  unchanged.  There  were  now  mental  incoherence  and 
apathy;  pulse  1 10-140,  twitching  of  muscles  of  face  and  limbs, 
black  vomit,  and  hiccough.  Finally  the  family  consented  to 
the  termination  of  the  gestation,  the  patient  being  irrational, 
and  abortion  was  performed  April  19.  The  symptoms,  however, 
became  steadily  worse,  the  pulse  ranging  from  120-150,  tem- 
perature 97°-ioo.5°.  There  w^ere  now  alternating  periods  of  active 
dehrium  and  stupor,  the  legs  were  intensely  painful  and  tender, 
vomiting  was  frequent,  but  no  longer  bloody;  no  jaundice;  urine 
and  stools  passed  involuntarily  or  with  strangury.  May  i ,  coin- 
cident with  marked  albuminuria  there  were  cough  and  dyspnea, 
vomiting,  twitchings  of  muscles,  and  muttering  dehrium,  which 
continued  until  death.  May  14. 

This  remarkable  case  suggests  many  important  considerations. 
It  illustrates  a  not  infrequent  form  of  fatal  chronic  toxemia, 
beginning  with  severe  acute  symptoms  immediately  after  con- 
ception, continuing  in  active  progress  for  four  months,  and 
marked  by  many  typical  symptoms,  including  salivation,  neu- 
ritis, and  terminal  nephritis.  The  hopelessness  of  the  con- 
dition during  the  last  three  weeks  demonstrates  the  deplorable 
results  of  the  current  attitude  of  many  misguided  patients  and 
famihes.  Although  the  dangers  were  clearly  pointed  out, 
abortion  was  at  first  positively  prohibited. 

The  urinary  analysis  exhibits  the  partial  restoration  of  normal 
nitrogen  ratios  which  occurs  after  a  period  of  severe  acute  tox- 
emia, and  which  we  have  observed  in  other  cases.  The  chief 
alterations  are  the  continuously  high  undetermined  nitrogen 
and  the  very  low  kreatinin.  According  to  present  views,  the 
low  kreatinin  indicates  a  very  low  state  of  vitality  in  the  organ- 
ism, but  from  the  other  features  of  the  nitrogen  partition  it 
would  be  quite  impossible  to  gain  any  idea  or  explanation  of  the 
patient's  grave  condition.  Neither  acidosis  nor  suboxidation 
are  indicated  either  in  the  nitrogen  or  in  the  sulphur  ratios. 

While  present  knowledge  appears  quite  inadequate  to  fully 
explain  the  conditions  found,  we  may  suggest  the  following 
hypothesis  in  regard  to  the  prol)able  course  of  events.  There 
is  reason  to  believe  that  in  the  early  period  of  the  disease  the 
usual  signs  of  toxemia  resulting  from   deficient  desamidation 
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existed,  that  after  a  time  nitrogenous  metabolism  became  read- 
justed on  a  lower  scale  of  activity,  while  the  symptoms  continued 
as  a  result  of  secondary  lesions  in  the  viscera  and  secondary 
disturbances  of  metaboHsm  not  indicated  in  the  nitrogen  or 
sulphur.  At  any  rate,  the  results  show  the  impossibiHty  of 
relying  on  the  urinary  analysis  alone  in  prolonged  cases,  and 
they  effectually  dispose  of  any  attempt  to  base  a  differential 
diagnosis  between  toxic  and  neurotic  vomiting  or  any  single 
nitrogen  ratio. 

The  very  low  total  nitrogen  resulted  in  part  from  the  loss 
of  some  urine  by  involuntary  passage.  The  importance  of 
following  the  undetermined  nitrogen  fraction  is  shown  by  its 
continually  high  ratio  when  the  others  were  practically  normal. 
Of  the  conditions  of  the  liver  in  this  case  we  can  only  judge  by 
the  fact  that  the  hepatic  dullness  was  moderately  diminished 
and  jaundice  was  absent,  so  that  a  pronounced  form  of  typical 
acute  yellow  atrophy  probably  did  not  exist.  There  were  no 
signs  of  sepsis. 

IV.     Preeclamptic  Toxemia. 

Case  No.  ij. — Age  26  years,  thin,  slight,  so-called  neurotic 
tendencies  moderately  distinct.  First  pregnancy  began  January, 
1904,  and  was  marked  from  the  first  by  attacks  of  gastric  dis- 
turbance and  headaches.  Later  edema  appeared;  the  urine 
became  highly  albuminous;  the  pulse  was  of  increased  tension, 
and  the  general  symptoms  became  so  urgent  that  labor  was 
induced  at  the  seventh  month.  Fetus  dead.  Second  pregnancy 
began  February,  1905,  and  from  the  first  there  were  attacks  of 
indigestion  and  high  tension  pulse,  but  no  edema.  At  the 
seventh  month  a  dead,  poorly  developed  child  was  spontaneously 
delivered.  Third  pregnancy  began  April,  1906.  There  was 
from  the  first  morning  nausea,  but  no  vomiting  and  little  in- 
digestion, no  headaches,  no  edema.  Diet  and  exercise  were 
carefully  observed.  September  10  there  was  an  attack  of 
severe  facial  neuralgia  and  high  tension  pulse,  which  disappeared. 

The  improvement  in  metabolism  observed  in  the  third  preg- 
nancy accords  with  the  clinical  condition,  and  the  patient  was 
safely  delivered  of  a  living  child  November  20.  The  chief  alter- 
ation is  in  the  undertermined  nitrogen  fraction,  and  the  case 
clearly  belongs  in  a  group  predisposed  to  eclampsia. 

Case  No.  14. — Age  26  years,  primipara,  medium  weight. 
Vomiting  was  persistent  from  the  second  to  fifth  months,  and 
intermittent  from  the  fifth  to  ninth.  High  arterial  tension  was 
constantly  present,  jaundice  and  pruritus  were  prominent. 
There  were  constant  headaches  and  mental  dullness,  and  frequent 
pain  over  the  liver.  The  symptoms  were  controlled  with  diffi- 
culty by  careful  diet,  purges,  packs,  and  colonic  irrigations. 
The  condition  during  the  fifth  month  (August)  was  critical, 
while  later  the  symptoms  disappeared  slowly  under  calomel  and 
colonic  irrigations,  and  by  January  29  the  patient  was  apparently 
in  good  health.  The  indications  from  the  urinary  analyses 
throughout  accorded    strikingly  with  the    clinical  condition. 
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Case  No.  ij. — Age  22  years,  first  confinement,  expected  March 
first.  Interval  operation  for  appendicitis  in  second  month. 
Remained  in  bed  for  about  two  months  on  account  of  daily 
losses  of  blood  from  vagina,  apparently  due  to  some  blood  dis- 
ease. Patient  thin,  light  eater,  easily  tired,  but  otherwise  well, 
December  15.  Through  December  and  January  patient  gained 
weight,  but  complained  of  considerable  indigestion,  and  of 
headaches.  The  pulse  was  regularly  over  a  hundred,  but  not 
of  increased  tension ;  slight  edema  of  legs.  In  February  patient 
was  considerably  improved,  took  regular  exercise  and  was 
able  to  eat  full  mixed  diet.  February  28  a  return  of  headaches 
and  indigestion ;  the  urine  showed  considerable  albumen  and  the 
pulse  increased  in  tension.  She  was  then  put  to  bed  for  four 
days  on  milk  diet  and  was  safely  delivered  on  March  7.  Diet, 
exercise,  and  condition  of  bowels  were  carefully  regulated 
throughout.  The  case  is  an  example  of  a  patient  predisposed 
to  eclampsia,  with  considerable  disturbance  of  metabolism 
ending  in  renal  involvement,  but  with  very  moderate  symptoms 
well  controlled  by  careful  hygiene. 

Case  No.  16. — Patient  medium  weight,  Il-gravida.  Well 
until  February  2,  when  there  appeared  attacks  of  headache, 
nausea  and  vomiting,  high  tension  pulse,  mental  depression, 
slight  jaundice.  These  occurred  every  two  or  three  weeks,  and 
were  relieved  by  diet  and  calomel.  Delivered  by  Cesarean 
section  March  2,  1906,  and  has  since  been  well. 

In  this  ca.se  a  nearly  normal  metabolism  became  seriously 
deranged  with  the  appearance  of  preeclamptic  symptoms  and 
excessive  proportion  of  undetermined  nitrogen. 

Case  Ah.  ly. — Age  24  years,  Il-gravida,  fifth  month,  poorly 
nourished.  First  pregnancy  uneventful.  Nausea  and  vomiting 
occurred  from  beginning  of  present  gestation  and  were  persistent 
for  three  weeks  before  admission  to  the  Manhattan  Maternity 
Hospital,  accompanied  by  headache,  dimness  of  vision,  edema 
of  face  and  extremities,  scanty  urine  and  slight  jaundice.  Symp- 
toms relieved  by  fluid  diet,  rest,  and  catharsis,  but  albuminuria 
persisted. 

This  case  seems  to  be  one  of  active  nephritis  and  without  the 
urinary  signs  of  disturbed  metabolism  which  usually  characterize 
toxemia  of  pregnancy.  The  relation  of  such  acute  nephritis 
to  the  toxemia  of  pregnancy  we  are  unable  to  determine  with 
present  knowledge,  but  we  have  encountered  other  cases  (Nos. 
15,  21)  in  which  severe  toxemia  of  early  pregnancy  has  been 
followed  by  the  ordinary  signs  of  active  inflammation  of  the 
kidney  in  the  later  months. 

Case  No.  18. — Age,  27  years,  thin,  Il-para,  fifth  month. 
Persistent  vomiting  occurred  in  early  months,  accompanied 
by  headache  and  mental  dullness.  In  late  months  there  were 
intermittent  attacks  of  vomiting  with  headache,  high  tension 
pulse,  edema,  and  slight  jaundice. 

Symptoms  imperfectly  controlled  by  rest,  diet,  and  catharsis. 
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Case  No.  ig. — Age,  22  years,  thin,  I-gravida,  confinement 
expected  Marcli  28,  1906.  First  five  months  of  pregnancy 
uneventful.  In  December  began  to  suffer  from  headaches; 
decided  jaundice  and  increased  arterial  tension  were  noticed 
December  18,  with  slight  nausea  and  vomiting,  and  mental 
torpor  bordering  on  melancholia.  The  symptoms  improved 
under  calomel  and  milk  diet,  until  late  in  February,  when  head- 
ache, insomnia,  mental  depression,  high  tension,  pulse,  and 
jaundice  reappeared.  March  21  false  labor  pains  began  and 
Were  followed  by  aggravation  of  the  symptoms  and  increasing 
edema.     March  22,  accouchement  forcd;  recovery. 

The  course  of  the  metabolic  disturbance  accorded  here  with 
the  clinical  symptoms,  the  persistent  low  urea  and  high  un- 
determined nitrogen  being  characteristic  of  this  group  of  cases. 

Case  No.  20. — Age,  39  years,  I-para,  short,  stout,  confinement 
expected  August  i,  1905.  Early  part  of  pregnancy  uneventful, 
but  the  urine  was  always  of  low  gravity,  and  a  trace  of  albumen 
appeared  at  the  seventh  month  with  marked  edema  of  the  feet 
and  hands,  shortness  of  breath,  and  general  urticaria.  Premature 
delivery  on  June  18,  followed  by  jaundice  on  the  third  day. 
The  convalescence  was  slow.  The  child  became  jaundiced  and 
apathetic,  and  died  in  conA^ulsions  on  the  twelfth  day. 

Case  No.  21. — Age,  25  years,  primipara,  rather  fat.  First 
pregnancy  began  November  i,  1904,  with  marked  symptoms  of 
pernicious  vomiting  in  the  second  month,  which  yielded  to 
catharsis  and  irrigations.  In  the  fourth  month  the  same  symp- 
toms recurred  less  severely  and  were  relieved  by  treatment.  In 
the  seventh  month  the  character  of  the  symptoms  changed, 
the  vomiting  being  less  severe,  while  headache,  dizziness,  marked 
edema  of  feet,  hands,  and  face  appeared,  and  there  was  one 
attack  of  temporary  bhndness,  while  the  pulse  showed  increased 
tension.  On  July  27  albuminuria  appeared.  Labor  occuiTed 
July  31- 

The  second  pregnancy  dated  from  early  in  March,  1906,  and 
the  first  analysis  still  showed  some  albuminuria.  Later,  severe 
attacks  of  vomiting  occurred,  and  toward  the  middle  of  this 
gestation  the  symptoms  again  changed  in  character,  and  became 
so  severe  that  abortion  was  produced  by  a  midwife.  No  spec- 
imens of  urine  could  be  procured  at  this  time. 

V.    Eclampsia.* 

Case  No.  22. — Age,  19  years,  primipara.  Said  to  have  been 
well  previous  to  occurrence  of  sudden  convulsion  occurring 
during  labor,  February  16,  1906.  Patient  admitted  two  hours 
after  delivery,  in  deep  coma,  with  high  arterial  tension  and  slight 
edema  of  face  and  extremities.  Four  convulsions  occurred  in 
hospital,  but  consciousness  gradually  returned  February  17, 
and  by  March  20  she  appeared  quite  well. 

*Cases  22,  23,  24,  25,  28  and  30  occurred  atthe  Manhattan  Maternity 
Hospital,  in  the  service  of  Dr.  Edgar. 
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Case  No.  2^. — Age,  19  years,  Il-para,  quite  fat.  During  last 
four  months  of  gestation  she  was  continually  drowsy  and  de- 
pressed. For  three  months  there  had  been  edema  of  the  feet 
and  hands,  and  finally  of  the  face.  There  was  constant  head- 
ache, dizziness,  spots  before  the  eyes.  February  16  she  had 
severe  headache  and  vertigo,  and  one  convulsion  about  i  p.m., 
just  before  delivery  by  forceps.  Child  extracted  by  forceps 
at  3  P.M.  Five  convulsions  and  deep  coma  followed.  Symp- 
toms gradually  improved  and  she  was  apparently  well  on 
March  20. 

Case  No.  24. — Age,  26  years,  primipara,  had  suffered  from 
edema  of  legs,  and  attacks  of  vomiting  and  headache  for  three 
months.  For  two  weeks  had  edema  of  the  eyelids.  April  14 
complained  of  spots  before  the  eyes,  at  10  a.m.  had  a  con- 
vulsion followed  by  four  more  before  admission  at  11  p.m.  On 
admission  patient  was  stupid  but  not  unconscious,  and  extremely 
thirsty;  the  pulse  was  of  high  tension,  and  there  was  twitching 
of  the  hands.  Delivery  at  12:15  a.m.,  April  15,  followed  by 
vomiting  and  brief  coma.  By  evening  rapid  improvement 
began. 

Case  No.  2j. — Age,  19  years,  Il-para,  first  pregnancy  un- 
eventful. For  one  month  had  been  suffering  from  severe  head- 
ache, moderate  general  edema,  and  epigastric  pain,  which  in- 
creased till  on  October  9  she  began  to  have  convulsions,  of 
which  twenty-five  occurred  before  admission  at  i  p.m.,  October 
10.  On  admission  patient  comatose;  had  one  severe  convulsion, 
delivered  immediately.  October  11  patient  very  restless  and 
semi-comatose  till  evening,  when  she  began  to  improve  under 
colonic  irrigations  and  hot  packs.  On  October  12  patient  was 
much  better,  nervous  symptoms  disappearing,  resting  quietly, 
and  speaking  intelligently.  Further  convalescence  was  un- 
eventful. The  first  urine  was  obtained  on  admission.  The 
second  was  collected  during  sixteen  hours  of  coma  following 
delivery,  and  including  several  hours  when  the  coma  was  dis- 
appearing. 

Case  No.  26. — Age,  28  years,  primipara.  For  a  month  before 
delivery  suffered  from  frequent  nausea  and  vomiting,  and 
passed  "very  little"  urine.  On  admission  August  25,  patient 
was  slightly  cyanosed,  jaundiced,  incoherent  and  delirious; 
skin  dry,  blood  pressure  220  mm.  Hg.  (Dr.  Vogeler),  urine 
highly  albuminous.  August  26  symptoms  unchanged.  Delivery 
by  forceps.  Rapid  improvement  in  pulse,  urine  and  general 
condition  followed,  and  patient  was  out  of  bed  September  11. 

On  account  of  the  very  high  blood  pressure,  albuminuria, 
cerebral  symptoms,  and  rapid  recovery,  we  agree  with  Dr. 
Vogeler,  in  regarding  this  case  as  one  of  eclampsia  without  con- 
vulsions. 

Case  No.  27. — Age,  29  years,  fat,  suffered  for  one  month  from 
headaches,  scotomata,  edema  of  feet,  but  considered  herself 
well  until  May  .-3,  seventh  month,  when  she  had  a  sudden  con- 
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vulsion,  followed  by  coma  and  repeated  convulsions,  in  all  about 
thirty.  On  admission  patient  comatose,  pulse  57,  rapid  delivery 
by  version,  considerable  hemorrhage  from  adherent  placenta, 
infusion,  death  in  a  few  hours. 

Liver  weighed  1740  grm.,  was  firm,  mottled  yellowish  with 
numerous  pin-point  hemorrhages.  There  was  a  rupture  of  the 
uterus  into  broad  ligament,  and  extensive  cerebral  hemorrhages. 
Microscopically  the  liver  showed  very  early  peripheral  throm- 
boses and  necroses,  and  pronounced  diffuse  autolysis. 

Case  No.  28. — Age,  36  years,  Il-para,  suffered  from  headache 
and  edema  of  feet,  hands,  and  face,  for  two  months.  Admitted 
October  6,  in  labor  which  progressed  slowly.  At  7  a.m.  October  7 
patient  had  a  convulsion  and  never  regained  consciousness. 
Delivered  at  once,  but  coma  deepened,  pulse  failed  and  patient 
died  10  A.M.,  October  8. 

Case  No.  2g. — Age  22  years,  primipara,  for  one  month  had 
noticed  considerable  edema  of  feet.  Previous  history  not 
obtained.  April  22,  had  a  sudden  severe  pain  in  the  head, 
flashes  of  light  in  eyes,  and  felt  sick.  Later  in  day,  one  con- 
vulsion. On  admission,  comatose,  edema  of  face  and  legs, 
tongue  coated  white,  pulse  of  high  tension.  Rapid  delivery 
of  eight-months'  child.  Thirty  convulsions  followed  April  23, 
in  spite  of  hot  packs  and  hypodermoclysis.  April  24,  4:30  a.m., 
venesection,  infusion;  convulsions  ceased,  but  patient  failed 
rapidly  and  died  at  8  a.m. 

VL     Acute  Yellow  Atrophy. 

Case  No.  jo. — Age  35  years,  four  full-term  labors  and  three 
abortions  during  last  eleven  years.  From  beginning  of  second 
month,  February  8,  1905,  had  suffered  from  persistent  nausea 
and  vomiting,  dimness  of  vision,  edema  of  legs,  drowsiness. 
In  June  urine  became  very  dark.  Admitted  July  29,  after  one 
convulsion,  somewhat  stupid,  vomiting  moderate,  pulse  80,  of 
moderate  tension,  albuminuria  retinitis.  During  induced  labor, 
patient  became  comatose,  pulse  failed,  but  she  rallied  after 
infusion,  etc.  Jaundice  appeared  July  30,  to  August  2.  Coma 
August  2,  till  death,  August  9.  The  liver  was  pecuHar,  probably 
one-half  the  parenchyma  being  occupied  by  numerous  anemic 
infarcts  i  to  i  inch  diameter,  some  very  recent,  others  older, 
surrounded  by  new  connective  tissue,  and  some  showing  calci- 
fication of  necrotic  cords  of  liver  cells.  The  remaining  paren- 
chyma shows  only  moderate  granular  degeneration.  In  the 
kidneys,  severe  acute  diffuse  productive  nephritis. 

This  case  differs  from  any  accepted  category  among  the  auto- 
intoxications of  pregnancy,  exhibiting  features  of  acute  yellow 
atrophy,  eclampsia,  and  nephritis.  It  strongly  suggests  the 
essential  relationship  between  all  the  manifestations  of  the 
toxemia  of  pregnancy.  The  improvement  in  metabolism  on 
August  2  suggests  that  the  liver  was  adjusting  itself  to  the  more 
severe  disturbance  with  extensive  anatomical  changes  which 
probably  reached  a  climax  on  July  31. 
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Case  No.  ji. — Age,  30  years,  well  nourished,  had  three  full 
pregnancies,  no  abortions,  now  seven  months  pregnant.  Four 
days  ago  fell  down  stairs  and  three  hours  later  labor  pains  began. 
No  history  of  nausea  or  vomiting.  On  admission,  5:30  a.m., 
April  17,  patient  was  somewhat  stuporous,  pulse  100,  small  and 
weak;  slightly  cyanosed,  no  jaundice,  very  thirsty,  vomited 
dark  brown  fluid,  became  comatose  during  the  day,  and  died  at 
9:40  P.M.  Liver  weighed  4  pounds,  6  ounces,  pulp  yellowish, 
soft.  Microscopically,  cells  w^ere  very  fatty,  uniformly  auto- 
lyzed,  no  necrosis,  but  intense  congestion.     Kidneys  very  fatty. 

Case  No.  J2. — Patient  is  mother  of  two  healthy  children, 
the  youngest  of  which  she  had  been  nursing  for  fourteen  months. 
Labors  normal.  Has  been  ill  for  two  weeks  with  nausea,  vomit- 
ing, jaundice,  and  prostration.  June  10,  day  before  admission, 
patient  became  unconscious.  Coma  and  jaundice  deepened 
till  death  on  June  16,  which  was  preceded  by  one  convulsion. 
The  temperature  rose  from  98°  to  104°  F.,  and  there  were  signs 
of  terminal  pneumonia.  The  liver  dullness  entirely  disappeared 
during  the  last  three  days,  that  area  becoming  tympanitic. 
No  autopsy. 

Case  A'o.  jj. — Age  22  years,  I-para,  well  nourished,  alcohoHc, 
anemic,  complained  first  on  May  3  of  pain  in  abdomen  and 
back,  and  of  vomiting  after  meals,  w^hich  continued,  and  on 
May  9  sHght  jaundice  was  noticed.  Labor  was  then  induced, 
and  at  1 1  p.m.  a  living  seven  months'  child  was  delivered.  Patient 
did  not  do  well,  vomiting  frequently  bile-stained  fluid,  then 
dark -brown  fluid,  jaundice  deepening,  and  pulse  becoming  rapid 
and  feeble.  May  1 1  venesection  and  saline  infusion  were  follow-ed 
by  improvement  in  pulse  for  two  hours,  but  later  sudden  collapse 
occurred,  from  which  she  rallied  slowly.  Vomiting  then  became 
less  marked,  but  thirst  and  jaundice  steadily  increased  with 
drowsiness,  deHrium,  coma,  and  finally  stupor  and  twitchings  of 
arms  until  3  p.m.,  May  13,  when  she  died. 

The  liver  weighed  three  pounds,  was  dark,  soft,  and  in  left 
lobe  crepitating.  On  section  there  was  almost  complete  de- 
struction of  parenchyma,  very  few  traces  of  liver  cells  remaining. 
Cultures  yielded  bacillus  aerogenes.  Kidneys  show  only  a 
moderate  grade  of  granular  degeneration. 

Spleen  soft,  12  cm.  long,  contains  very  numerous  small  necrotic 
areas.  The  parathyroids,  hypophysis,  and  adrenals  showed 
acute  granular  and  fatty  degeneration.  In  the  position  of  the 
right  lower  parathyroid  was  found  a  yellowish  nodule  the  size 
and  shape  of  a  pea.  On  section  this  was  composed  of  large  poly- 
gonal cells  with  nearly  transparent  granules  of  protoplasm. 
Along  the  periphery  of  the  organ  was  a  layer  of  glandular  tissue 
i  cm.  wide,  containing  epithelial  cells  with  large  dark  staining 
nuclei  and  small  cell  bodies.  This  organ  may  have  been  a  swollen 
parathyroid,  but  the  other  parathyroids  were  quite  different 
in  appearance,  and  practically  normal. 
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The  slight  changes  found  in  the  urinary  nitrogen  are  probably 
to  be  explained  by  the  fact  that  the  specimen  examined  was 
passed  three  days  before  death,  when  the  condition  of  the  patient 
was  not  alarming.  The  case  demonstrates,  however,  that  a 
high  proportion  of  urea  nitrogen  may  exist  with  grave 
general  symptoms  of  this  form  of  intoxication.  The  change 
for  the  worse  in  this  patient's  condition  supervened  very  rapidly. 
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GONORRHEA   IN   WOMEN;   SOME   OF   ITS   UNUSUAL 
FEATURES.* 


BY 
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Associate  in  Gynecology,  the  Johns  Hopkins  University. 


Gonorrhea  as  seen  by  the  gynecologist  involves  too  broad 
a  field  to  be  covered  fully  in  the  brief  time  allotted  each  essayist 
in  this  symposium.  My  remarks  will  be  confined  chiefly  to  a 
consideration  of  a  few  of  the  more  unusual  phases  of  the  disease 
as  seen  in  the  female.  It  will  be  convenient  to  consider  the 
genitourinary  infections  from  below  upward. 

Lower  Genital  Tract  Injections. — Infections  about  the  vulva 
may  occasionally  become  serious  in  women  who  have  not  borne 
children,  by  causing  a  stenosis.  Dyspareunia  and  even  the 
physical  impossibihty  of  performing  the  sexual  function  may 
result  from  scar  tissue  thickening  about  the  base  of  the  hymen, 
due  to  an  untreated  gonorrhea  or  to  repeated  infections  with 
consequent  infiltration.  Well  marked  stenoses  of  this  character 
may  sometimes  require  forcible  dilatation  under  anesthesia, 
but  most  of  them  yield  to  the  treatment  of  the  chronic  inflam- 
matory condition,  together  with  repeated  gradual  dilatation 
of  the  stenosed  hymen. 

A  rare  complication  following  infection  of  BarthoHn's  gland 
is  rupture  of  the  abscess  into  the  bowel  and  the  formatio-n  of  a 
rectovaginal  fistula  involving  the  gland  and  the  duct.  I  have 
not  seen  this  condition  mentioned  in  any  of  our  text-books, 
and  on  looking  over  the  Index  Medicus  I  find  references  to  but 
three  reports,  all  in  the  French  literature.  It  has  been  my 
good  fortune  to  have  had  for  observation  and  treatment  two 
such  cases.  In  the  first  patient  a  prompt  recovery  followed 
drainage  of  the  sinus  by  laying  it  wide  open  from  vagina  to 
rectum.  In  the  second  I  attempted  to  preserve  the  sphincter  ani 
and  did  not  get  satisfactory  healing  of  the  fistula  until,  at  a 
second  operation,  the  sphincter  ani  was  divided  and  the  fistulous 
tract  allowed  to  heal  from  the  bottom.     In  both  cases  the  ulti- 

*Read  before  the  Baltimore  City  Medical  Society,  at  a  Symposium  on 
"Gonorrhea." 
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mate  sphincter  healing  resulted  in  perfect  function,  the  divided 
sphincter  ends  working  up  to  the  keystone  of  scar  tissue. 

Urinary  Tract  Infections. — Gonorrheal  urethritis  is  not  an 
uncommon  lesion  in  the  female,  and  one  can  readily  understand 
why,  in  view  of  the  short  mucous  tract,  the  bladder  should  fre- 
quently become  infected.  I  believe  that  the  average  case  of 
gonorrheal  urethritis  and  cystitis  in  the  female  is  of  compara- 
tively short  duration  and  self-limited.  But  we  see  many  cases 
which  do  not  have  this  fortunate  termination.  Most  of  my  work 
along  these  lines  has  had  to  do  with  the  later  lesions,  namely, 
periurethral  or  suburethral  abscesses,  chronic  urethritis,  trigon- 
itis,  and  chronic  cystitis. 

The  periurethral  glands,  so-called,  are  mucous  crypts  of 
greater  or  less  depth  opening  beside  the  external  urethral  orifice 
and  between  it  and  the  upper  portion  of  the  labia  minora. 
Usually  these  glands  or  mucous  depressions  are  shallow  and 
if  infected  they  form  more  or  less  superficial  ulcers  which  may 
throw  off  a  great  deal  of  pus.  If  they  are  deeper  their  ducts 
may  become  occluded  and  give  rise  to  periurethral  abscess. 
They  are  easily  dilated  and  cauterized  with  the  actual  cautery 
or  with  the  caustic  drugs. 

The  infection  of  Skene's  gland  is  a  more  serious  matter. 
These  glands  open  on  the  posterolateral  aspect  of  the  external 
urethral  orifice  and  their  branching  tubules  extend  toward  the 
bladder  from  one-third  to  two-thirds  of  the  length  of  the  urethra. 
Because  of  their  branching  form  and  small  outlet  these  glands 
are  particularly  liable  to  abscess  formation.  Like  the  urethra 
itself,  however,  these  glands  seem  capable  of  self-recovery  from 
an  infection.  More  often  the  attempt  at  recovery  results  in  a 
partial  gland  obliteration  by  chronic  fibrous  tissue,  and  in  this 
stage  they  are  palpated  as  small,  hard,  cord-like  bodies  beneath 
and  slightly  to  either  side  of  the  urethra.  If  they  are  tender 
or  if  they  exude  pus  when  palpated  from  above  downward  they 
are  best  treated  as  suggested  by  Skene  by  inserting  a  fine  probe, 
depressing  this  toward  the  vagina  and  burning  through  the 
anterior  vaginal  wall  upon  the  probe  with  the  actual  cautery. 
The  gland  thus  opened  with  the  cautery  is  left  to  slough  and 
granulate  from  the  bottom. 

The  abscesses  of  Skene's  glands  are  generally  located  some- 
what on  one  side  of  the  urethra.  Suburethral  abscesses  located 
immediately  beneath  the  urethra  arise  more  frequently  from  the 
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small  tubular  glands  which  dip  into  the  urethrovaginal  tissues 
from  the  floor  of  the  urethra  and  correspond  to  Littre's  glands 
in  the  male.  The  symptoms  of  these  purely  suburethral  ab- 
scesses are  practically  the  same  as  those  of  Skene's  glands. 
There  is  usually  painful  micturition,  dyspareunia,  and  the 
patient  complains  of  severe  attacks  of  pain  which  gradually 
increase  in  intensity  and  often  subside  suddenly  and  sponta- 
neously. Patients  often  tell  of  a  discharge  of  pus  immediately 
after  the  pain  subsides,  and  not  infrequently  the  patient  finds 
that  she  can  cause  a  discharge  of  pus  and  thus  relieve  the  pain 
by  finger  pressure  over  the  small  painful  mass.  At  times  there 
is  a  history  of  sudden  cessation  of  pain  without  the  conscious 
discharge  of  pus^  Examination  in  such  cases  will  sometimes 
show  that  the  suburethral  abscess  is  near  the  bladder  and  the 
pus  escapes  into  this  viscus.  Treatment  of  the  abscesses  of 
Littre's  glands  is  the  same  as  that  for  Skene's  glands.  But 
the  after-results  may  be  more  serious  since  the  opening  of  such 
an  abscess  results  in  urethrovaginal  fistula,  which  may  neces- 
sitate a  later  operation  for  its  closure. 

Stricture  of  the  urethra  in  the  female  is  a  much  more  common 
sequel  of  gonorrheal  infection  than  is  generally  supposed.  I 
not  infrequently  find  stricture  as  the  only  evidence  of  a  past 
gonorrhea.  The  stricture  may  consist  of  a  universal  infiltration 
and  narrowing  of  the  urethral  tube,  or  it  may  be  annular  and 
confined  to  one  or  several  portions  of  the  urethra.  Strictures 
may  be  present  without  further  evidence  of  inflammation,  the 
mucosa  showing  the  normal  color.  The  most  frequent  site  for 
stricture  is  the  external  urethral  orifice  and  a  stenosis  here  is 
usually  associated  with  the  absence  of  the  urethral  labia,  and 
is  often  the  result  of  a  gonorrheal  vulvitis.  In  other  portions 
of  the  urethra  I  find  annular  strictures  with  about  equal  fre- 
quency at  the  internal  orifice  and  in  any  portion  of  the  urethral 
tube.  In  the  treatment  of  urethral  stricture  I  prefer  repeated 
slight  dilatation,  aiming  to  restore  the  caHber  of  the  tube  without 
giving  rise  to  fresh  trauma.  Stricture  at  the  internal  sphincter 
muscle  seems  to  be  the  most  painful  and  the  most  resistant 
to  successful  treatment. 

I  have  stated  that  stricture  may  be  present  without  inflam- 
mation of  the  mucosa,  but  the  most  common  picture  is  that 
of  a  coexistent  granular  urethritis,  particularly  of  the  lower  two- 
thirds  or  half  of  the  urethral  tube — in  other  words,  that  portion 
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which  bears  the  deeper  Littre's  glands.  In  treating  such  cases 
the  dilatation  is  followed  by  the  application  of  mild  caustics. 
In  any  case  of  chronic  granular  urethritis  the  application  of 
caustics  is  preceded  by  overdilatation  of  the  urethral  tube  in 
order  to  open  the  mouths  of  the  urethral  glands,  thus  favoring 
a  deeper  application  of  the  caustic. 

Chronic  urethritis  as  a  late  sequence  of  gonorrhea  is  not 
infrequently  accompanied  by  a  similar  chronic  inflammation 
of  the  bladder  trigonum,  the  so-called  trigonitis.  A  consideration 
of  this  condition  leads  to  a  discussion  of  that  common  term 
"irritable  bladder."  With  our  more  recent  accurate  exam- 
inations of  the  urine,  and  particularly  with  our  cystoscopic 
examinations  this  term  of  "irritable  bladder  "as  the  name  of  a 
disease  has  become  more  and  more  restricted.  The  term  as 
now  used  applies  to  those  cases  that  have  an  unusual  frequency 
of  urination  and  are  passing  urine  which  is  normal.  For  some 
of  these  cases  we  are  unable  to  find  any  pathological  change 
in  the  urinary  or  genital  organs,  and  we  are  forced  to  ascribe 
for  them  a  nervous  origin.  In  another  group  the  cystoscope 
shows  a  hyperemia  of  the  bladder,  or  more  often,  of  its  basal 
portion.  Many  of  these  are  due  to  a  chronic  passive  congestion 
associated  with  a  relaxed  vaginal  outlet,  but  I  believe  that  the 
majority  follow  a  gonorrheal  infection. 

A  gonorrheal  cystitis  is  not  infrequent  as  a  complication  of 
acute  gonorrhea  in  the  female.  If  examined  during  the  acute 
stage  an  universal  congestion  of  the  bladder  mucosa  is  found, 
and  the  urine  shows  pus  and  desquamated  epithelium.  Ulcera- 
tion is  present  unusually  early  in  some  of  these  cases  and  the 
urine  contains  blood.  Centrifugalized  specimens  show  many 
gonococci,  free  and  enclosed  in  the  typical  manner  in  the  leuco- 
cytes. If  the  bladder  is  catheterized  and  a  few  drops  of  the 
last  portion  of  the  urine  be  caught  on  ascitic  fluid  agar  the 
gonococci  grow  in  abundance.  A  cystitis  of  this  nature  may 
heal  spontaneously,  or  the  general  inflammatory  condition 
may  clear  up  and  leave  localized  ulcers.  If  a  culture  be  taken 
at  this  later  ulcerated  stage  one  usually  finds  that  the  gonococci 
have  been  replaced  by  a  secondary  infection,  usually  by  a  colon 
bacillus. 

Not  an  infrequent  termination  is  that  in  which  the  urine 
becomes  clear  but  the  symptoms  of  "irritable  bladder"  persist, 
and  the  cystoscope  shows  a  greater  or  less  hyperemia  of  the  base 
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of  the  bladder,  particularly  over  the  trigonum,  the  so-called 
trigonitis.  We  are  at  a  loss  as  yet  for  an  explanation  of  such 
severe  symptoms  occurring  with  so  Httle  pathological  change, 
but  we  do  not  lack  for  analogous  phenomena.  All  writers 
recognize  the  frequency  with  which  painful  and  tender  pelvic 
tissues  follow  a  gonorrheal  infection,  even  after  the  removal  of 
the  infected  organs.  I  have  not  seen  it  mentioned  in  the 
literature,  but  I  have  not  infrequently  noticed  that  patients 
complain  of  an  excessive  itching  and  extreme  tenderness  in  the 
abdominal  scar  after  an  operation  for  gonorrheal  pus  tube  or 
gonorrheal  peritonitis.  This  tender  scar  may  result  after 
apparently  perfect  per  primam  healing.  It  appears  that  there 
must  be  some  toxin  thrown  out  by  the  gonococcus,  which  causes 
tissue  changes  resulting  in  hyperesthesia  in  the  pelvic  tissues, 
in  the  abdominal  scar,  and  in  the  base  of  the  bladder  even  after 
the  usual  evidences  of  inflammation  have  disappeared. 

My  usual  treatment  for  trigonitis  has  been  the  direct  appHca- 
tion  of  an  irritant,  usually  silver  nitrate.  Some  cases  recover 
very  quickly  after  a  few  applications  of  strong  solutions  of 
silver  nitrate,  say  10  or  20  per  cent.,  applied  through  the  hollow 
speculum  once  a  week.  Other  cases  do  better  with  weaker 
solutions  of  I  to  3  per  cent.  appHed  twice  a  week.  More  re- 
cently I  have  had  good  results  by  leaving  in  the  bladder  a  one  per 
cent,  solution  of  protargol.  Many  writers,  especially  the  Germans, 
report  the  use  of  protargol  in  4,  5,  and  6  per  cent,  solutions, 
but  I  have  usually  caused  acute  cystitis  when  trying  a  solution 
of  3  per  cent.,  and  now  never  use  an  instillation  stronger  than 
2  per  cent.  Some  cases  are  most  obstinate  and  resist  all  manner 
of  local  treatments  applied  directly  to  the  trigonum,  or  in- 
directly through  the  anterior  vaginal  wall.  I  have  not  tried 
the  making  of  a  vesicovaginal  fistula  for  any  of  these  persistent 
cases,  but  believe  that  it  might  prove  eiTective  in  that  it  would 
place  the  bladder  at  physiological  rest  and  prevent  the  accu- 
mulation of  urine  over  the  sensitive  mucosa.  For  persistent 
ulcers  of  the  trigonum  I  have  found  the  actual  cautery  of  great 
service. 

Gonorrheal  infection  of  the  kidney  is  rare,  but  with  the 
more  common  use  of  the  renal  catheter,  it  will  undoubtedly  be 
recognized  more  frequently  in  the  future.  One  would  expect  renal 
infection  most  frequently  in  cases  with  an  already  damaged  kidney 
and   ureter,    whether  the   gonococci  reach  the    kidney  through 
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the  blood  or  by  way  of  the  ureter.  A  fairly  large  percentage 
of  the  cases  on  record  belong  to  this  class.  In  July,  1899, 
at  the  Johns  Hopkins  Hospital,  I  recovered  gonococci  on  cover- 
slip  and  in  culture  from  a  case  of  tuberculosis  of  the  kidney  upon 
whom  nephrotomy  was  performed.  Konig  ("Die  Chirur- 
gische  Behandlung  der  Nierentuberkulose,"  Deutsche  Med. 
Wochenschrift,  Feb.  15,  1900)  reports  a  similar  case  in  which, 
during  gonorrheal  infection,  there  occurred  an  acute  pyelitis 
with  sudden  onset  of  pain  in  the  kidney  region,  fever,  and 
bloody  urine,  and  following  this  attack  there  was  a  pyelitis 
tuberculosa  with  the  excretion  of  tubercle  bacilli.  Konig  explains 
this  as  being  a  case  of  tuberculosis  of  the  deeper  glandular 
structure,  which  became  the  pyelitic  form  only  after  the  acute 
gonorrheal  infection. 

Bransford  Lewis  "On  the  Pathology  of  Gonorrheal  Pye- 
lonephritis— Presentation  of  a  Gonorrheal  Kidney"  {The  Jour, 
of  Cutaneous  and  Genito-Urinary  Diseases,  Sept.,  1900)  reports 
an  autopsy  on  a  man  aged  54,  whose  right  kidney  showed  great 
destruction,  and  the  presence  of  gonococci.  The  patient  had 
had  symptoms  of  kidney  trouble  and  sediment  in  the  urine  for 
twelve  years,  and  the  autopsy  showed  tuberculosis  of  the  lungs. 
I  should  be  inclined  to  consider  this  a  case  similar  to  those  above, 
although  Lewis  reports  it  as  a  case  of  pure  gonorrheal  pyelone- 
phritis, on  the  strength  of  not  finding  evidences  of  tuberculosis 
in  the  tissues  cut  from  one  portion  of  the  kidney. 

Israel  reports  cases  of  latent  hydronephrosis  probably  con- 
genital upon  which  the  gonococcus  became  grafted.  Indeed 
the  cases  of  pyelitis  or  pyelonephritis  due  primarily  to  the 
gonococcus,  and  in  which  this  organism  has  been  isolated  as 
the  sole  cause  are  extremely  rare.  While  I  have  not-  made  a 
careful  search  of  the  literature  I  know  of  but  one  well  authen- 
ticated case — that  reported  by  W.  T.  Dodge  of  Big  Rapids, 
Mich.  (The  Jour,  of  the  Mich.  State  Med.  Soc,  Feb.,  1905). 
The  patient  had  a  cystitis  and  left  sided  pyelitis  which  appeared 
soon  after  her  marriage  to  a  gonorrheal  husband.  Gonococci 
were  repeatedly  demonstrated  in  the  purulent  urine  taken  by 
catheter  from  the  left  ureter,  and  the  trouble  cleared  quickly 
on  treatments  with  boracic  acid  irrigations  and  instillation  of 
25  per  cent,  argyrol  solution.  Those  especially  interested  in 
this  subject  may  consult  the  excellent  paper  by  Lewis  above 
referred  to,  also  the  paper  by  Charles  Greene  Cumston,  "Pyone- 
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phrosis  Complicating  Gonorrhea"  (University  Medical  Magazine, 
June,  1S99). 

Upper  Genital  Tract  Infections. — Uterine  Infection.  We  do 
not  often  see  chronic  gonorrheal  endometritis.  It  is  supposed 
that  the  vertical  position  of  the  uterine  cavity,  offering  the  best 
form  of  drainage,  facilitates  the  healing  of  a  gonorrheal  inflam- 
mation, in  some  cases,  however,  gonorrheal  endomet  itis  is 
persistent,  and  microscopic  examinations  of  uterine  sections 
from  these  old  cases  show  numerous  small  areas  of  necrosis, 
deep  in  the  uterine  mucosa. 

Chronic  gonorrhea  of  the  cervix  is  a  common  affection,  and 
one  of  the  most  obstinate  with  which  we  have  to  deal.  With 
the  average  practitioner  leucorrhea  and  endometritis  are  synon- 
omous  terms,  but  as  a  matter  of  fact  a  purulent  discharge  from 
the  vagina  is  in  the  majority  of  cases  an  indication  of  cervical 
inflammation  only.  As  such  it  calls  for  treatment,  not  of  the 
uterine  cavity  or  of  the  vagina,  but  of  the  deep  cervical  glands. 

As  an  interne  and  resident  at  the  Johns  Hopkins  Hospital 
I  had  often  seen  these  cases  treated  by  making  radial  incisions 
with  the  scapel,  and  thus  emptying  the  deep  cervical  glands. 
Occasionally  the  Paquelin  cautery  was  applied  superficially 
over  the  entire  mucous  surface  of  the  cervix.  In  carefully 
watching  the  results  of  such  treatment  I  found  that  the  leucor- 
rheal  discharge  invariably  returned.  It  then  occurred  to  me 
that  by  a  combination  of  these  methods,  in  other  words,  by 
making  deep  radial  incisions  with  the  Paquelin  cautery  blade 
we  might  completely  destroy  the  deep  cervical  glands  and  thus 
get  rid  of  the  leucorrhea.  (The  Treatment  of  Leucorrhea  with 
the  Actual  Cautery,  /.  A.M.  A.,  1906,  Vol.  XLVI.)  In  patients 
suffering  with  a  leucorrheal  discharge  who  require  surgical 
treatment  for  other  pelvic  ailments  I  prefer  treating  the  cer- 
vical condition  by  complete  amputation  of  the  vaginal  portion 
of  the  cervix.  The  results  of  this  method  are  excellent.  But 
in  that  large  class  of  patients  who  complain  only  of  the  leucor- 
rheal discharge,  I  have  been  using  the  Paquelin  treatment  since 
1902,  and  with  brilliant  results.  The  treatment  can  be  carried 
out  in  the  physician's  office,  and  in  most  cases  without  any 
form  of  anesthesia.  In  some  cases,  however,  where  a  painful 
cervical  scar  exists,  I  use  a  brief  application  of  20  per  cent, 
solution  of  cocain  immediately  before  the  cauterization.  The 
treatments  are  given  about  three  weeks  apart  in  order  to  allow 
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time  for  necrosis  and  healing.  I  generally  make  from  four  to 
six  radial  strokes  at  each  treatment.  The  question  arises 
whether  this  treatment  will  not  result  in  too  dense  a  scar  and 
dystocia  at  future  labors.  Theoretically,  by  the  repeated 
treatments  and  covering  only  a  limited  area  at  a  time,  there  is 
enough  normal  tissue  left  between  the  aggregate  scars  to  insure 
normal  dilatation  at  labor.  I  know  of  two  of  my  patients 
who  passed  through  normal  labors  after  having  a  leucorrhea 
cured  by  this  method. 

The  subject  of  pus  tubes  is  so  familiar  to  all  of  you  that  I 
will  not  dwell  upon  it  in  detail.  It  is  well  for  you  to  know 
that  the  ideas  in  regard  to  treatment  have  changed  radically 
in  the  past  few  years.  We  have  found  that  nature,  with  slight 
assistance  by  means  of  rest  in  bed,  attention  to  the  diet  and 
bowels,  and  the  local  appHcation  of  heat,  will  often  give  better 
symptomatic  results  in  pus  tubes  than  the  surgeon's  knife. 
If  but  one  tube  shows  macroscopic  infection  its  removal  often 
results  in  a  quick  invasion  of  the  other.  The  removal  of  both 
pus  tubes  sometimes  cures  the  patient,  but  much  more  fre- 
quently leaves  her  with  an  extremely  tender  utenis  and  painful 
ovaries,  for  the  removal  of  which  she  is  likel}^  to  insist  upon  a 
further  operation.  And  even  after  complete  removal  of  the 
pelvic  organs  the  patient  often  suffers  from  the  sensitive  pelvic 
tissues  of  which  I  have  already  spoken.  On  the  other  hand, 
if  conservative  methods  are  followed,  the  patient's  ovarian 
function  is  preserved,  with  all  that  this  means  to  her  general 
health,  she  is  usually  restored  to  active  life  more  quickly  than 
by  operation,  and  we  may  count  upon  her  pelvic  pains  and  ten- 
derness disappearing  quite  as  quickly  as  by  operation.  The 
question  as  to  whether  the  tubes  ever  become  functional  after 
a  gonorrheal  pyosalpinx  can  hardly  be  considered  as  settled. 
I  have  seen  no  report  of  a  pregnancy  following  such  condition, 
but  in  view  of  the  manner  in  which,  after  other  inflammatory 
processes  nature  restores  the  tubes  to  an  almost  normal  size 
and  takes  care  of  adhesions  about  the  ovaries  and  uterus,  so 
that  these  organs  regain  their  normal  position  and  mobility, 
I  cannot  see  why  the  fimbriated  ends  should  not  occasionally 
become  freed  and  a  pregnancy  take  place  after  gonorrheal 
pyosalpinx. 

As  an  illustration  of  what  nature  can  do,  I  am  pleased  to  cite 
the  case  of  a  w^oman  aged  31,  who  is  now  five  to  six  months 
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pregnant  with  her  first  child.  In  August,  1901,  she  induced  an 
abortion  and  developed  a  purulent  peritonitis,  for  which  I 
operated  at  the  Johns  Hopkins  Hospital.  The  abdominal 
cavity  contained  two  or  three  liters  of  offensive  pus,  which  was 
cleaned  out  as  thoroughly  as  possible  by  an  irrigation  of  normal 
salt  solution.  The  Fallopian  tubes  were  enormously  distended 
with  pus,  and  after  establishing  post-cervical  gauze  drainage 
through  the  vagina,  I  laid  the  tubes  upon  this  deep  pelvic  gauze, 
brought  their  fimbriated  ends  into  the  suprapubic  wound,  and 
surrounded  them  with  gauze  laid  in  the  abdominal  wound.  She 
remained  in  the  hospital  four  months,  the  profuse  purulent 
discharge  from  the  tubes  growing  constantly  less.  After  her 
dismissal  she  returned  for  treatment  of  the  suprapubic  wound 
until  its  healing,  about  six  months  after  the  operation.  She 
has  a  suprapubic  hernia,  but  considers  this  of  small  moment  as 
compared  with  the  preservation  of  her  child-bearing  function. 
Coverslips  from  the  peritoneal  exudate  in  her  case  were  negative, 
and  nothing  grew  on  an  agar  culture. 

This  case  was  probably  one  of  saprophytic  infection,  but 
with  the  wonderful  result  in  mind,  I  have  recently  been  making 
an  effort  to  preserve  the  tubes  in  gonorrheal  infection  by  early 
vaginal  drainage.  The  immediate  anatomical  and  symptomatic 
results  have  been  excellent,  but  sufficient  time  has  not  elapsed 
to  make  a  fair  test  of  the  functional  possibilities. 

Peritoneal  Infection. — One  of  the  most  serious  complications 
of  gonorrheal  infection  in  the  female  is  that  of  general  peritonitis. 

In  the  Johns  Hopkins  Hospital  Bulletin  for  June,  1902,  Dr. 
Norman  Harris  and  I  reported  a  case  which  we  had  studied 
clinically  and  post  mortem.  We  reported  six  others  from  the 
different  services  at  the  John  Hopkins  Hospital,  cases  with  whose 
history  w^e  had  been  familiar,  and  thirty-two  cases  we  w^ere  able 
to  find  in  the  literature. 

Of  these  thirty-nine  cases  the  diagnosis  in  eighteen  was  made 
positive  by  demonstrating  the  gonococcus  in  the  exudate  found 
in  the  general  peritoneal  cavity  at  operation  or  autopsy.  The 
other  twent3''-one  cases  rested  upon  sufficient  diagnostic  evidence 
presented  by  competent  observers.  In  some  of  them  operation 
or  autopsy  revealed  general  peritonitis  and  gonococci  were 
recovered  from  the  pus  tubes  or  vaginal  secretion. 

General  peritonitis  of  gonorrheal  origin  is  characterized  by 
a  sudden  onset  and  rapid  progress  toward  the  climax  of  the 
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disease.  The  abdominal  pain  and  tenderness,  meteorism,  bowel 
disturbances  (usually  constipation),  nausea  and  vomiting,  are 
common  to  general  peritonitis  from  other  causes;  but  from  the 
few  cases  I  have  seen  it  seems  to  me  that  the  high  temperature 
of  103°  or  104°  is  reached  more  quickly  than  in  most  other 
peritonitides,  the  patient  showing  great  early  prostration.  I 
feel  that  the  special  characteristic  of  the  gonorrheal  form  is 
its  sudden  abatement,  the  patient,  if  in  bed,  showing  decided 
improvement  within  twenty-four  hours. 

As  to  treatment,  our  conclusions,  after  a  careful  study 
of  these  thirty-nine  cases,  were  in  favor  of  non-operation.  We 
recognized  the  dangers  of  error  in  diagnosis  and  urged  early 
operation  whenever  in  doubt.  If  operation  is  performed  there 
is  not  much  that  can  be  done  for  the  dry  fibrinous  exudate 
that  usually  characterizes  these  cases,  after  the  first  twenty- four 
hours.  It  is  probable  that  a  thorough  flushing  with  salt  solution 
would  remove  some  of  the  organisms  as  well  as  some  of  the 
toxins,  even  at  this  later  stage,  and  it  would  certainly  do  so  in 
the  earlier  stage  of  creamy  exudate. 

The  treatment  of  the  Fallopian  tubes,  if  the  abdomen  is 
opened  for  general  peritonitis,  is  a  question  which  I  think  is  far 
from  settled.  If  the  tubes  are  distended  with  pus  I  think  they 
should  be  removed  in  most  cases,  but  if  the  social  conditions  of 
the  patient  are  such  as  to  make  the  preservation  of  the  child- 
bearing  function  an  important  object,  I  believe  that  we  may  be 
able  to  save  some  of  these  tubes  by  estabhshing  thorough 
vaginal  or  suprapubic  drainage.  If  the  infection  has  ^traveled 
through  to  the  peritoneal  cavity  without  causing  pus  tubes,  the 
problem  becomes  still  more  complicated.  Leaving  such  tubes 
in  situ  and  closing  the  peritoneal  cavity  is  likely  to  result  in  the 
accumulation  of  pus  in  the  tubes  after  operation.  In  prostitutes 
and  in  women  who  possess  two  or  more  children,  I  should  say 
that  conservatism  calls  for  the  removal  of  the  tubes,  even  if  they 
contain  no  appreciable  quantity  of  pus.  But  in  cases  where  it 
is  desirable  to  preserve  the  child-bearing  function  I  would  make 
the  attempt  to  preserve  the  tubes  by  drainage. 

The  clinical  picture  of  a  gonorrheal  peritonitis  is  usually 
definite  enough  to  make  a  differential  diagnosis  a  matter  of  moral 
certainty.  A  peritonitis  occurring  shortly  after  marriage,  or 
one  coming  on  at  or  near  the  menstrual  period  should  make  the 
surgeon  suspicious  of  gonorrhea.     A  peritonitis  following  imme- 
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diately  after  the  bimanual  manipulation  of  pus  tubes  is  almost 
certainly  of  gororrheal  origin.  Complaint  of  frequent  and  burn- 
ing micturition  for  a  week  or  two  before  the  peritonitis  is  a 
suspicious  symptom.  If  with  any  of  the  above  data  there  is  a 
history  of  a  blenorrhea  of  recent  date  or  long  standing,  and  one 
can  find  gonococci  in  the  vaginal  or  urethral  discharge,  the 
differential  diagnosis  may  be  considered  as  established. 

Peritonitis  of  an  appendical  origin  offers  the  greatest  diffi- 
culty in  making  a  differential  diagnosis  and  the  picture  is  some- 
times compHcated  by  a  history  of  recent  recurrent  attacks  of 
pelvic  peritonitis  due  to  pus  tubes.  A  peritonitis  coming  on 
within  ten  days  or  two  weeks  after  labor  should  lead  one  to  in- 
vestigate the  husband's  urethral  history  and  to  carefully  search 
the  vaginal  secretions  for  gonococci  before  making  a  diagnosis 
of  peritoniti-s  arising  from  the  appendix.  If  the  plan  of  non- 
operative  treatment  is  carried  out  in  cases  of  gonorrheal  peri- 
tonitis there  can  be  no  doubt  but  that  in  future  our  literature 
will  contain  reports  of  cases  of  general  peritonitis  which  were 
in  reality  cases  of  extensive  pelveo-peritonitis.  In  these  latter 
cases  the  patient  sometimes  has  all  of  the  symptoms  of  a  general 
peritonitis,  and  nothing  but  an  examination  of  the  peritoneal 
cavity  can  fully  differentiate  the  local  from  the  general  condition. 
I  am  not  sure  whether  a  leucocyte  count  will  assist  in  differ- 
entiating a  gonorrheal  peritonitis  from  one  of  appendical 
origin.  Of  the  seven  cases  reported  by  Hunner  and  Harris  the 
leucocytes  were  counted  in  six.  One  of  these,  in  which  the 
leucocyte  count  was  but  10,000,  probably  had  streptococcus 
septicemia,  and  we  may  rule  out  the  blood  examination  in  her 
case.  In  the  other  five  cases  the  age,  the  probable  duration  of 
the  peritonitis  ^symptoms,  and  the  leucocyte  count  were  as 
follows  • 

Case     II,  25  years,  duration  2  to  5  days..  . . . .leucoc3rtes  13,000. 

Case   III,  20       "  "  21  days  (?).  .  .  "         19,000. 

Case      V,  19       "  "  4      "  "         32.400. 

Case    VI,  14       "  "  4     "  "         22,000. 

Case  VII,     sh    "  "  i  <iay  "         25,500. 

This  table  suggests  that  we  may  expect  the  leucocyte  count  to 
remain  high  for  a  longer  time  in  gonorrheal  peritonitis  than  in 
any  other  form.     From  the  rapid  manner  in  which  a  gonorrheal 
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peritonitis  enters  upon  the  recovery  stage,   we  would  expect 
to  find  a  continued  high  leucocytosis,  and  if  future  experience 
estabHshes  this  point  as  a  fact  it  will  be  another  aid  in  the 
differential  diagnosis. 
1420  EuTAW  Place. 


A  CASE  OF  MALIGNANT  TERATOMA  OF  THE   OVARY. 


BY 

ROBERT  T.  FRANK,  A.M.,  M.D., 
New  York. 

With  five  illustrations. 


The  following  case  of  malignant  teratoma  of  the  ovary  is  of 
sufficient  rarity  to  warrant  putting  it  on  record.  It  is  at  the 
suggestion  of  Dr.  I.  Adler,  who  saw  the  patient,  and  in  whose 
possession  the  specimens  are,  that  I  am  undertaking  the  task.* 

For  the  clinical  history  I  am  indebted  to  Dr.  A.  Friedenberg, 
in  whose  care  the  patient  was,  and  to  Dr.  Adler,  who  saw  the 
case  in  consultation. 

Mrs.  L.  R.,  35  years  of  age,  married,  and  mother  of  a  child  11  years 
old,  gives  an  absolutely  good  family  history.  There  is  no  history  of 
illness,  tumor,  or  multiple  pregnancies.  As  the  patient  expressed  it, 
there  has  always  been  a  "weak  feeling  in  the  right  side,"  which  mani- 
fested itself  in  weight,  discomfort,  and  a  dragging  sensation  in  the  right 
iliac  fossa,  after  even  moderate  exertion,  such  as  walking.  In  September, 
1898,  Mrs.  R.  struck  the  right  side  of  her  abdomen  against  the  edge  of 
a  table.  Since  then  she  has  felt  pain  and  tenderness  in  this  region  and 
has  also  complained  of  anorexia,  restlessness  and  tympanites.  As  the 
temperature  also  rose  to  101°,  the  diagnosis  of  a  mild  attack  of  appen- 
dicitis seemed  warranted.  Although  the  tenderness  had  disappeared 
on  the  fourth  day,  the  temperature  rose  to  101.5°,  the  pulse  was  90, 
and  the  distension  and  moderate  constipation  continued  for  two  weeks. 
At  the  end  of  this  time  the  temperature  fell  to  99.5°,  the  appetite  im- 
proved and  the  patient  was  able  to  leave  her  bed.  Soon,  however, 
evening  temperattires  of  ioo°-ioo.2°  were  regularly  noted,  the  abdominal 
symptoms,  especially  the  tympanites,  recurred,  and  a  perceptible  increase 
in  the  size  of  the  abdomen  at  the  level  of  the  umbilicus  developed.     Pal- 

*  Dr.  Carl  Alsberg,  now  instructor  of  Physiological  Chemistry  at  the 
Harvard  Medical  School,  in  1901  prepared  the  sections  and  wrote  a 
complete  article  which,  however,  for  extraneous  reasons,  never  appeared 
in  print.  Using  his  material,  history,  and  a  considerable  part  ©f  his 
microscopic  note.s,  I  have  sought  to  bring  the  report  into  harmony  with 
our  present  somewhat  changed  ideas  and  increased  casuistic  knowledge. 
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pation  was  unsatisfactory,  as  the  patient  was  short  and  stout,  the  ab- 
dominal wall  tense. 

There  was  a  slight  anemia,  but  no  loss  in  weight,  no  glandular  en- 
largement, no  change  in  the  color  of  the  mucous  membranes  or  in  the 
skin.  The  reflexes  of  the  urine  were  normal,  and  the  thoracic  organs 
showed  no  changes.  The  abdomen  was  found  to  be  generally  tympanitic 
without  evidence  of  ascites,  the  liver  dullness  being  obscured  by  the 
distension.  There  was  some  fullness  in  Douglas'  cul-de-sac;  the  uterus 
was  normal  in  size  and  position,  but  somewhat  less  movable  in  an  upward 
direction  than  normal. 

Early  in  December  a  leading  diagnostician  could  arrive  at  no  definite 
conclusion,  but  suspected  the  presence  of  a  new  growth.  The  general 
picture  was  then  about  the  same  as  before,  except  that  there  was  loss 
in  strength  and  an  increase  of  the  constipation.  The  evening  temper- 
atures still  ranged  from  99. 5°- 100. 2°. 

On  January  10  a  skiagram  was  made,  which,  however,  did  not  assist 
in  clearing  the  diagnosis. 

Finally,  on  January  16,  Dr.  I.  Adler  and  Dr.  F.  Lange  saw  the  patient 
in  consiiltation.  The  abdomen  was  found  greatly  enlarged,  the  dis- 
tended intestines  lying  in  front  in  the  region  of  the  umbilicus.  All  over 
the  lower  part  of  the  abdomen  an  increased  resistance  was  felt,  reaching 
in  the  middle  line  to  within  three  inches  of  the  ensiform  cartilage;  w^hile 
in  either  hypochondrium  the  resistance  extended  up  to  and  was  lost  at 
the  margins  of  the  ribs.  Over  the  intestines  in  the  median  line  the  per- 
cussion note  w^as  tympanitic,  but  on  either  side  the  note  was  dtdl  and 
merged  with  the  liver  and  splenic  dullness.  Change  in  position  was  with- 
out effect  on  the  outline  of  the  area  of  dullness.  The  diagnosis  of  tumor, 
probably  malignant,  was  made  and  an  exploratory  operation  advised. 

On  January  19  laparotomy  was  performed  by  Dr.  Lange.  Upon 
opening  the  peritoneal  cavity  the  greatly  distended  intestines  crowded 
through  the  w'ound.  Immediately  behind  the  gut  an  immense  yellowish 
tumor  presented,  consisting  of  nodular,  very  friable  masses  and  large 
festoons  of  fluctuating,  thin-w^alled  cysts  of  various  sizes,  grouped  in 
grape-like  clusters.  The  tumor  completely  blocked  the  incision,  extending 
deeply  into  the  abdomen  on  both  flanks,  and  dipping  down  between  the 
intestines  and  viscera  so  that  every  nook  and  recess  of  the  abdominal 
cavity  seemed  filled.  The  mass  was  everyw^here  adherent  to  the  omentum 
and  to  the  pelvic  viscera.  Upon  the  peritoneum  were  lumps  and  nodules 
not  connected  with  the  main  mass,  evidently  transplantation  metastases. 
The  more  cystic  parts  were  not  very  vascular  and  coiild  be  scooped  out 
readily,  but  as  the  more  solid  parts  of  the  growth  contained  numerous 
vessels,  attempts  to  remove  even  the  smaller  lobules  were  attended  oy 
profuse  hemorrhage.  It  became  imperative,  therefore,  to  conclude 
the  operation  as  soon  as  possible.  The  most  accessible  parts  of  the 
growth  were  severed  between  ligatvires,  great  difficulty  being  experienced 
in  removing  a  sufficient  amount  to  permit  of  closing  the  abdomen.  The 
patient  rallied  well,  and  recovered  uneventfully  from  the  operation. 
Her  condition,  however,  was  as  wretched  as  before.  She  now  constantly 
regurgitated  dark  grumous  fluid  and  was  relieved  for  only  a  few  hours 
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by  lavage  of  the  stomach.  She  found  it  increasingly  difficult  to  take 
nourishment,  and  she  slowly  but  steadily  lost  strength.  The  abdomen 
soon  reached  the  degree  of  extreme  distension  present  before  operation. 
Finally  she  lapsed  into  a  condition  of  semi-consciousness  which  lasted 
for  weeks,  and  which  ended  in  death  on  April  13,  1899. 

There  was  no  autopsy. 

The  portion  of  the  tumor  preserved  consisted  of  part  of  the  pieces 
removed  at  the  operation,  which  had  been  placed  in  a  10  per  cent,  solution 
of  formalin.  There  were  several  pieces  from  various  parts  of  the  tumor, 
and  also  some  of  the  peritoneal  metastases  above  mentioned.  In  bulk 
all  the  pieces  preserved,  together  made  up  a  mass  about  twice  the  size 
of  a  fist. 

MACROSCOPIC    DESCRIPTION. 

The  pieces  were  of  an  irregularity  so  great  as  to  defy  any  description. 
Many  deep  fissures  divided  the  masses  into  lobules,  some  of  which  were 
connected  with  the  neighboring  ones  by  the  thinnest  of  bridges.  The 
surface  was  in  part  occupied  by  fluctuating  cysts  with  thin,  translucent 
walls.  In  size  the  cysts  varied  from  that  of  a  walnut  to  that  of  a  pin- 
head.  Some  rested  upon  the  solid  part  of  the  tumor  by  a  broad  base; 
others  were  attached  by  so  slight  a  pedicle  that  they  appeared  almost 
free;  while  still  others  were  attached  to  other  cysts  alone.  Over  the 
greatest  part  of  the  surface  the  stroma  was  laid  bare,  without  special 
covering.  In  parts  this  stroma  had  a  tough,  fibrous  appearance  with 
distinct  fibrous  trabeculae  running  through  it;  in  other  parts  it  was  soft 
and  friable.  Embedded  in  it  could  be  seen  many  small,  roundish  areas 
of  the  color  and  translucency  of  milky  glass.  Their  consistency  was  that 
of  cartilage,  as  the  microscopic  examination  later  proved  them  to  be. 
Little  yellow  tufts  of  fat  also  appeared  upon  the  surface.  Running  all 
through  this  stroma  were  streaks  and  areas  of  pigment,  some  of  which, 
in  the  more  necrotic  and  friable  portions  were  evidently  due  to  blood 
extravasations.  A  very  considerable  part  of  the  surface  was  covered 
by  unmistakeable  mucous  membrane  sometimes  thrown  up  into  folds  and 
rugae.     On  no  part  of  the  surface  could  skin  and  hair  be  detected. 

On  section  the  more  solid  parts  of  the  tumor  appeared  honeycombed 
with  innumerable  small  cysts,  from  the  size  of  a  cherry  stone  to  that 
of  a  pin-head.  Many  little  islands  of  cartilage  lay  in  the  stroma  between 
the  cysts.  In  one  or  two  spots  were  irregular  spicules  of  bone,  spongy 
in  consistence  and  not  so  completely  ossified  as  to  prevent  section  with 
a  strong  knife.  Extravasation  of  blood  and  consequent  breaking  down 
of  tissue  was  widespread.  In  spots  homogeneous  grayish  areas  challenged 
attention  by  their  resemblance  to  nerve  tissue,  which  later  they  were 
found  to  be. 

MICROSCOPIC    DESCRIPTION. 

Pieces  were  cut  from  various  parts  of  the  material  on  hand,  and  em- 
bedded, some  in  celloidin,  some  in  paraffin;  sectioned;  and  stained  by 
various  methods — Van  Gieson,  hematoxylon-eosin,  picro-carmine,  Wei- 
gert's  medullary  nerve  sheath  stain,  etc. 
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The  examination  showed  that  the  tumor  was  composed  of  constituents 
of  all  three  body  layers.  The  ectoderm  is  represented  by  ill-developed 
skin,  with  hair  and  sebaceous  glands,  by  squamous  mucous  membrane, 
with  embryonal  teeth  and  by  nervous  tissue. 

Of  these  ectodermic  structures  the  greatest  in  bulk  is  the  nervous 
tissue.  Indeed,  barring  the  connective  tissue  of  the  stroma,  it  exceeds 
any  of  the  other  components  of  the  tumor,  excepting  possibly  the  car- 
tilage. Broadly  speaking,  two  main  varieties  of  nerve  tissue  are 
encountered ,  the  neuroglia  or  supporting  tissue,  and  the  neuro-epithelium, 
which  is  the  precursor  of  the  more  highly  differentiated  nervous  matter. 


Fig.  I. — Teeth.  In  the  center  is  a  large  embryonal  tooth,  still 
showing  the  epithelial  strand  leading  to  the  mouth  epithelium. 
The  enamel  pulp  is  well  developed;  there  is  an  indication  of  a 
papilla;  and  both  the  outer  and  inner  layer  of  the  enamel  organ 
can  be  distinguished.  At  the  lower  margin  a  tooth,  in  an  earlier 
stage  of  development  is  seen.  Above  and  to  the  right,  transverse 
sections  of  hairs  are  shown. 

No  ganglion  cells  could  be  demonstrated  even  with  special  stains.  The 
neuroglia  is  composed  of  a  very  dense  felt  work  of  fibrils  in  the  meshes 
of  which  are  small  round  cells,  the  nucleus  occupying  almost  the  entire 
cell.  This  tissue  is  cut  up  by  dense  fibrous  strands  into  numerous  smaller 
areas,  which  lie  scattered  through  almost  all  of  the  tumor  except  the 
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most  cystic  parts.  Everywhere  the  nervous  tissue  is  surrounded  by 
this  fibrous  capsule,  which  sends  trabeculag  bearing  vessels  down  into 
the  interior  of  the  mass.  The  inner  layer  of  this  capsule,  where  in  closer 
proximity  to  the  nerve  substance,  is  often  less  fibrous  and  more  loose 
meshed  and  vascular  than  the  outer  layer.  In  it  the  vessels  are  mere 
capillaries,  while  in  the  outer  layer  arterioles  and  vessels  of  considerable 
size,  with  the  three  coats  of  the  vessel  wall  developed,  are  found,  whereas 
in  the  rest  of  the  tumor  the  vessels  are  in  a  more  embryonic  stage. 

Within  the  areas  of  neuroglia,  and  usually  in  close  proximity  to  the 
skin,  found  scattered  about  the  tumor,  various  shaped  collections  of 
neuro-epithelium  are  encountered.  Most  characteristic  is  the  radiating 
arrangement  of  dark,    closely  packed  neuclei  in  one  or  several  layers 


Fig.  2. — A  long,  narrow  cavity  represents  the  central  canal  or  ventricle. 
The  lower  margin  of  the  cavity  is  lined  by  typical  iieuroepithelium, 
projecting  inward,  in  one  spot,  as  a  tongue-shaped  extension.  The 
upper  margin  is  lined  by  a  heavily  pigmented  single  layer  of  cells 
(retina?).  Peripheral  to  the  neuroepithelium  is  glia.  Above  and  to 
the  right  is  a  circular  cystic  cavity,  lined  by  a  single  layer  of  in- 
different  epithelium. 


about  a  central  lumen.  Sometimes  the  figures  formed  are  more  irregular; 
the  lumen  may  also  be  obliterated,  and  the  periphery  gradually  fade 
away  into  the  surrounding  neuroglia.  The  appearance  of  these  forma- 
tions is  identical  with  the  "rosettes"  found  in  gliomata,  first  described 
by  Wintersteiner.'  Some  of  the  longer  clefts  are  partly  lined  by  typical 
neuroepithelium,  with  sudden  or  gradual  transitions  into  a  single  layer 
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of  columnar  pigmented  epithelium,  which  probably  represents  a  rudi- 
mentary retina.  (Figure  I.)  In  one  of  these  cystic  cavities,  not  only  are 
these  two  varieties  of  cells  found,  but  also  on  the  opposite  wall  are  quite 
regular  papillary  elevations,  covered  by  a  single  layer  of  low,  clear 
cuboidal  cells,  the  papilla,  consisting  of  a  fine  connective  tissue  stroma 
containing  many  dilated  capillaries.  This  structure  should  be  inter- 
preted as  the  choroidal  plexus.  In  other  parts  of  the  tumor  the  choroidal 
plexus  is  present  in  larger  quantities,  but  also  in  the  close  vicinity  of 
nervous  tissue.  Sometimes  it  traverses  cysts  in  the  form  of  trabeculee, 
in  other  spots  it  is  raised  into  irregular  papillary  masses. 


Fig.  3. — As  in  the  preceding  section,  ner^-ous  tissues  are  shown- 
To  the  right  are  transverse  sections  of  canals,  lined  with  neuro- 
epithelium,  the  latter  again  surrounded  with  glia.  To  the  left  is 
a  cavity  lined  with  pigmented  epithelium. 

A  few  small  cystic  cavities  with  a  clear  cylindrical  ciliated  epithe- 
lium as  lining,  resting  upon  a  basement  membrane,  may  represent  the 
ependimal  lining  of  the  central  canal.  The  pigment  epithelium  is  colum- 
nar and  single  in  most  instances.  On  account  of  its  direct  relation  and 
transition  from  the  neuroepithelium  I  am  inclined  to  regard  it  as  the 
precursor  of  the  retina,    although,    in  the  early  developmiental   stages, 


354         frank:     malignant  teratoma  of  the  ovary. 

the  arachnoidal  membrane  also  contains  pigment,  which  in  teratomata 
has  been  mistaken  for  retinal  structures  (Askanazy^).  No  pigmented 
pavement  epithelium  was  seen.  In  some  spots  pigment  is  diffused 
through  the  stroma.  No  corpora  amylacea  were  seen.  In  one  single 
instance  a  transverse  section  of  a  nerve  was  found.  The  nerve  fibers 
are  medullated,  a  well-marked  peri  and  endoneurium  is  developed. 
(Figure  II.) 

The  skin  is  present  in  small  amount.  It  has  no  very  distinct  stratum 
Malpighi,  consisting  chiefly  of  a  stratum  germinativum  of  some  thickness, 
and  of  a  single  basal  layer  of  cells.     No  prickle  cells  were  found,  and  true 


Fig.  4. — In  the  center  is  a  medullated  nerve  in  cross-section,  show- 
ing peri  and  endoneurium,  myelin  sheath  and  axis-cylinder.  To 
the  right  and  above  are  three  acini,  in  structure  like  that  of  the 
salivary  gland. 

comification  was  demonstrated  in  one  spot  only.  The  corium  is  also 
imperfect,  the  papillae  being  few  and  low.  An  adipose  layer  can  be  shown 
in  rare  instances;  sudariperous  glands  are  entirely  wanting.  The  hair  is 
still  embryonal,  for  nowhere  does  the  shaft,  which  is  not  always  developed, 
project  beyond  the  surface.  Sebaceous  glands,  sometimes  very  small, 
at  others  much  larger  than  the  hairs,  are  present,  but  no  arrectores  pilas, 
In  some  places  the  hair  disappears  and  the  skin  passes  imperceptibly 
into  flat  squamous  epithelium  like  that  lining  the  oral  cavity.  From  this 
epithelium  teeth  in  their  very  earliest  stages  develop  in  the  usual  way 
by  a  dipping  down  of  the  epithelium.     The  stage  is  so  early  that  a  solid 
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strand  is  still  found  connecting  them  with  the  surface  layer.  Xo  fully 
developed  teeth  are  present,  but  some  show  the  beginning  of  a  second 
tooth  exactly  as  in  the  case  with  the  temporary  and  permanent  teeth  of 
extrauterine  life.  (Figure  III.)  There  is  no  bone  in  the  immediate 
neighborhood  of  the  teeth,  though  there  are  numerous  spicules  of  ossifying 
cartilage. 

The  teeth  do  not  always  develop  in  this  typical  way.      Instead  of  form"- 
mg  pulp,  papilla,  etc.,  they  sometimes  fail  to  invaginate,  with  resulting 


,-f7^  •^?^     ^^"^^'^^     °^     intestine.       The     mucous     membrane 

^ni/°''TT.'"  °  regular  Villous  folds.  Many  goblet  ceS?an  be 
noted.  The  lumen  is  filled  by  a  mucoid  mass  An  indicaf.on  of 
a  submucosa  IS  present;  but  no  muscularis  mucosa^  There  are  a 
Sle.-irSo'glS:^^^^^   ''^^^   ''   '^^   P^"P^->--      Below^TelSe? 

stX\^'  '■°""f  ^^,^.°df^  --ked  off  from  the  neighboring  stroma  by  a 
single  layer  of  cuboidal  cells  which  surround  large  stellate  cells.  Some- 
Umes  the  mterior  instead  of  containing  the  large  stellate  cells  is  filled 
with  concentrically  arranged  squamous  cells,  resembling  ordinary  in- 
clusions o  squamous  epithelium  but  distinguishable  by  the  typical 
peripheral  layer.  yt^  ^ai. 
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The  mesoderm  contributes  the  connective  tissue  and  vessels,  car- 
tilage, bone,  adipose  tissue  and  smooth  muscle. 

The  connective  tissue  stroma  is  in  part  ordinary  fibrous  connective 
tissue,  especially  that  surrounding  the  neuroglia;  but  trabecule  of  tough 
fibrous  tissue  also  run  through  many  other  parts.  The  greater  part  of 
the  strom.a,  however,  is  quite  em,bryonal,  rich  in  cells  and  not  very  tinlike, 
sarcoma  tissue.  It  consists  of  small  round-to-spindle  shaped  cells,  with 
distinct  round  nucleus  and  relatively  small  cell  bodies,  which  lie  close 
together.  This  embryonal  tissue  can  be  observed  to  pass  by  gradations 
into  the  older  fibrous  tissues.  In  many  places  the  tumor  stroma  is  in- 
filtrated with  extensive  extravasations  of  blood,  in  others  with  leucocytes. 


Fig.  6. — Hydatid  like  body  found  on  the  surface  of  the  tumor. 
The  stroma  is  myxomatous,  containing  deeply  staining  calcareous 
areas.  A  single  layer  of  low  deeply  staining  epithelium  covers 
the  surface  of  the  mass.  The  pedicle  has  been  cut  obliquely  and 
is  below  and  to  the  right. 

and  showing  other  inflammatory  changes.  In  a  few  spots  there  is  hyaline 
degeneration,  which  gives  the  characteristic  microchemical  reaction  and 
which  begins  in  the  vessel  walls.  There  are  also  extensive  areas  in  which 
large  stellate  cells  lie  embedded  in  a  light,  slightly  granular  stroma — 
true  myxomatous  formations.  One  such  area,  surrounded  by  a  fibrous 
capsule,  and  containing  three  large  bloodvessels,  strikingly  resembles 
the  umbilical  cord  of  a  fetus.  The  resemblance  is  probably  purely 
accidental.  A  very  few  patches  of  densely  packed  lymphoid  tissue  are 
also  seen 
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The    cartilage,    which    is    scattered    freely    throughout    the    tumor     is 

boundaries,  but  fade  away  into  the  surrounding  stroma"  they  have  ^tl 
or  no  intercellular  substance,  and  the  cells  are  fl^tt.n.H 
othpr      TV>o  ^1^       -1      J    1  ^  flattened  one  against  the 

other.  The  older  islands  have  more  of  a  connective  tissue  capsule  and 
a  homogeneous  intercellular  substance.  All  the  cartila  J  of  tl^=\  ^ 
shows  a  great  affinity  for  hematoxylin  bv  whLhTf  t f  T  . "^ 
purplish  blue.  The  other  kind  of  car\ii:getr  afaffili^  ^TotinVaTd 
3w"of  XT^'-  i'  ''  ^°^"'  ^"  "^-°-'  P-"^^d  trabecuirthe'ma 
S^Islttntrred.^^™^  "    ""^^^^   ^^^^^     ^°   «^--^- 

In?h'.^°r  ''  "°.'  ^^"^Pl^^^ly  ossified  and  this  process  is  still  going  on 
In  the  interior  of  the  bone  are  large  lacuna,  filled  with  blood    but  aT 

elstr  emhroblTst      Td  T''  '''''  ^^^"^  ^^^^^^  ^^^-^-  ^  ^^^^l 
cells  or  er>  throblasts  could  be  seen.     There  is  a  well-marked  periosteum 

blasts?).      No  Haversian  canals  have  been  formed.     Some  of  the  bone 

rsiTettn riut ^ T^"r- ''''^'' °^^- ^^ --^^^^-  inon:^'::: 

of  d^' T"''"^'  '^  'c^  ^''^'"'  P^'*  °^  '^^  *""^°^  ^--  i"  an  embryonal  stage 
of  development.     Some  of  them  are  dilated  and  filled  with  blood   so  tS^ 
httle  spaces  Imed  with  perfect  endothelium  result.     In  the  neighborhood 
of  the  neurog  ha,  however,  where  the  vessels  commonly  attain  rfar.es'e 
all  three  coats  are  developed.     Hyaline  degeneration  of  the  vesfe    wali 

tL  Ml      r,  ^^^  '""'  arranged  in  a  somewhat  concentric  manner 

The  cells  have  a  considerable  cell  body  and  one  irregular  dark  nuclus 

pet!t£ir:rrtf-^^^^^^^^^ 

special.  ^ithm  the  vessels  presents  nothing 

oc^^f^'tl'''"^'  smooth  muscle,  both  fully  developed  and  embryonal, 
lace  and  J'"""'  I'^T"'  ^""^  '""^  ™°^'  ^^^  ^'  ^^'^  '^  bundles  that  inter: 
Ine  spot  !?  form.  '  T  "'''""  *°  ^'^  surroundmg  structures.     At 

n»L?r  ^  r         "^"^^^la^is  "^"cos^,  and  in  another  it  lies  in  great 

quantity  directly  under  some  squamous  epithelium  (tongue?)  ^ 

part  ofTe  r  "  ^^P^^^"^^^  by  various  kinds  of  epithelium  covering 

d^Ltlv  ton  th?     V       T  '"  ''  -difl^erent   low  cuboidal,  and  abuts 

thrown  into  1  r  '^^''''  '''°"'^-     ^"  ^^"^^  P^^^^-s  the  epithelium  is 

thrown  :nto  large  branching  folds,  as  regular  as  in  true  villi  The  cells 
often  become  more  cylindrical  and  represent  the  beginning  of  simple 
tubular  glands  or  crypts  between  the  base  of  the  villi.     OccaLnal      the 

h^ttrn^C^Hv')' T^^'f  ^^  ^"'  '''  ^  '''-  transparent rS!:^ast 
rpll.  r    ?       ;,    ^'        '^    ^"""^  ^^°b^^*  ^^"^  ^a"  also  be  found.   As  a  rule  the 

Tev  lo;ersub^^^^^^^^^  ''^  T"^''  '"^  ^"  °"^  °^  ^^^  ^P°^^  ^^^  is  a  poorfy 
developed   submucosa   and   muscularis  muscos^.     A  few  areas   contain 
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acinous  glands  of  typical  form.  The  cells  and  their  relation  to  one 
another  most  nearly  resemble  those  seen  in  the  adult  salivary  gland. 
(Figure  II.) 

It  is  not  always  possible  to  classify  some  of  the  remaining  structures. 
The  large  thin-walled  cysts  at  the  surface  have  very  generally  lost  their 
lining  epithelium,  exposing  the  stroma.  Occasionally  a  few  remnants 
remain,  composed  of  cells  that  are  flattened  indifferent  epithelium.  Of 
the  smaller  cysts  in  the  more  solid  tissue,  many  are  lined  with  indifferent 
epithelium,  from  one  to  several  cells  deep;  others  by  a  beautiful  cylin- 
drical epithelium  which  may  also  be  stratified.  A  few  cysts  are  covered 
by  a  flat,  squamous  epithelium,  which  is  never  horny.  It  lies  directly 
upon  the  stroma  without  hair  or  glands,  and  the  cyst  contents  is  clear, 
with  a  little  cell-detritus  but  with  no  dermoid  smear.  No  cyst  is  lined 
with  skin.  Some  cysts  containing  indifferent  cuboidal  epithelium  show  a 
more  rapid  growth  at  one  point  of  the  wall,  so  that  an  epithelial  plug 
or  a  papillary  excresence  is  formed  which  bulges  into  the  lumen  or  into 
the  stroma,  depending  upon  the  direction  of  growth. 

Summary. — We  may  summarize  the  clinical  findings  by 
saying  that  a  malignant  tumor  developed  from  the  right  ovary, 
spreading  by  continuity  and  by  superficial  discontinuous  dis- 
semination (peritoneal  only).  The  active  stage  of  the  disease 
extended  over  about  seven  months,  death  resulting  from  gen- 
eral inanition.  No  evidence  of  distant  metastases  were  dis- 
covered. 

The  examination  of  the  tissues  showed  a  teratoma  in  which 
all  three  fetal  layers  were  well  represented.  Of  the  ectoderm, 
skin  with  its  appendages  (hair,  sebaceous  glands,  teeth),  nervous 
tissue  (glia,  neuroepithelium,  choroid  plexus  and  rudimentary 
retina,  nerve),  and  cysts  lined  with  an  unclassifiable  epithelium 
abounded.  The  mesodermal  structures  were  bone,  cartilage, 
fibrous,  hyaline  and  myxomatous  connective  tissue,  and  un- 
striped  muscle.  The  entoderm  was  represented  by  analogues 
of  the  embryonal  intestine,  and  acinous  glands.  Quantitatively 
it  was  least  numerous. 

Although  the  tumor  was  undoubtedly  malignant,  no  one 
tissue  can  be  selected  as  the  malignant  element.  It  is  true 
that  the  neuroepithelium  and  glia  are  quantitatively  in  excess, 
but  nowhere  do  they  encroach  upon  any  of  the  other  structures. 
The  connective  tissue  also,  although  myxoma  or  sarcoma  like 
in  appearance,  should  be  interpreted  simpl}''  as  fetal  connective 
tissue.  The  fact  that  we  everywhere  find  cysts,  glands,  car- 
tilage islands,  etc.,  unharmed,  in  the  midst  of  these  tissues, 
where  their  morphological  characteristics,  if  found  in  other 
tumors,  would  characterize  them  as  malignant,  shows  that 
the  ordinary  criteria  cannot  be  employed. 
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The  exact  point  of  ongm  of  the  primary  tumor  was  some- 
what obscure,  as  at  the  operation  no  one  focus  could  be  recoe- 
mzed  as  the  point  of  inception,  and  the  pelvic  organs  were  hid- 
den  from  sight.  On  microscopical  examination,  however 
an  area,  which  appeared  to  be  an  integral  part  of  the  tumor' 
proved  to  be  composed  of  typical  ovanan  stroma,  containing 
a  few  Graafian  follicles  and  a  corpus  fibrosum.  This  would 
indicate  that  the  neoplasm  originated  from  the  ovarv  prob- 
ably from  the  right  one.  "  ' 

Metastases.~Oi  the  material  examined,  a  part  was  com- 
posed of  the  transplantation  metastases.  Some  of  them  were 
apparently  as  complex  as  the  primary  tumor;  others  bore  a 
superficial  resemblance  to  hydatid  bodies,  such  as  are  seen 
in  hydatidiform  degeneration  of  the  chorion.  The  minute 
structure,  however,  did  not  bear  this  out,  the  dehcate  myxo- 
matous stroma  being  only  covered  by  a  single  laver  of  low 
cubodial  epithelium.      (Figure  V.) 

Resemblance  and  Points  of  Dtfference  in  Dermoids  a;^  Tera- 
tomata.-^o  definite  unanimity  as  to  the  exact  pathological 
status  and  the  cHnical  course  of  these  rare  growths  has  been 
adopted.  This  unsettled  condition  is  partly  due  to  the  lack  of 
opportunity  of  observing  the  tumors,  but  also  to  the  unsatis- 
factory descnptions  published  (this  is  especially  true  of  the 
earlier  cases),  the  difficulty  in  following  the  course  from  begin- 
ning to  end.  and,  in  the  fatal  cases,  in  obtaining  an  autopsy 
_  Before  referring  to  the  casuistic  literature  it  is  necessarv  to 
give  a  bare  outline  of  some  of  the  more  important  theoretical 
and  practical  considerations,  which  will  repeatedlv  be  re- 
ferred to.  r-  .  c 

Classification. -Bvo^dlY  speaking,  embryoid  tumors  mav  be 
divided  with  reference  to  their  macroscopic  appearance,  'into 
dermoid  cysts  and  solid  teratomata.  Dermoid  cvsts  as  the 
name  implies,  are  chiefly  cystic,  but  in  some  part  of  the  cyst 
wall  a  projection  is  found,  which  represents  the  anlage  of  the 
embryo.  '^ 

Teratomata  on  the  other  hand,  are  chiefly  soHd,  though 
usually  riddled  with  small  cysts.  All  transitions  between  the 
dermoid  and  solid  teratoma  are  encountered.  In  this  dis- 
cussion only  such  tumors  will  be  referred  to  as  show  a  distinct 
preponderance  of  the  characteristics  of  the  solid  teratomata. 
Structural  Dtfferences  Between  Dermoids  and  Teratomata.- 
Ihe     Hoecker, "  or  projection  of  the  dermoid,  usually  contains 
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the  three  fetal  layers  in  a  well-defined  arrangement.  Facing 
the  interior  of  the  cyst  is  ectoderm — usually  in  the  order  of 
skin,  nervous  system,  etc. ;  next,  mesoderm,  and  most  peri- 
pherally entoderm.  This  arrangement  is  not  always  strictly 
adhered  to,  either  the  distribution  being  irregular,  or  one  or 
more  layers  being  wanting,  as  in  the  oft-quoted  case  of  Saxer,^ 
in  which  a  solitar}^  tooth  was  found  embedded  in  an  otherwise 
normal  ovary. 

In  solid  teratomata  the  three  layers  are  also  found  as  a  rule, 
but  without  typical  arrangement.  The  most  graphic  term  ever 
employed  to  describe  this  independence  of  relation,  is  that  of 
V.  Rindfleisch,  who  termed  it  "an  histological  potpourri." 
Another  important  structural  difference  is,  that  the  tissues  in 
dermoids  attain  a  relatively  high  stage  of  development  cor- 
responding to  the  late  fetal,  or  even  the  adult  period,  and  it  is 
by  no  means  unusual  to  find  fully  developed  and  highly  or- 
ganized structures  such  as  definite  parts  of  the  brain,  thyroid 
gland,  lung  tissue,  even  rudimentary  extremities  with  nails,  etc. 
In  teratomata  the  tissues  rarely,  if  ever,  advance  beyond  the 
early  embryonal  stage,  and  therefore  highly  developed  tissues 
are  not  elaborated  (Askanazy^).  PfannenstieP  regards  the 
relative  position  of  dermoids  to  teratomata  as  somewhat  sim- 
ilar to  that'  existing  between  adenomata  and  carcinomata, 
or  fibromata  and  sarcomata. 

Embryological  Significance  of  Dermoids  and  Teratomata. — This 
point  has  been  so  fully  discussed  by  various  authors  that  a  few 
remarks  should  suffice.  The  earlier  modern  authors  considered 
dermoids  and  teratomata,  originating  from  the  genital  glands, 
as  upon  a  different  plane  from  those  found  elsevvhere  in  the 
body;  in  fact,  some  denied  their  occurrence  elsewhere.  Pfannen- 
stiel'  still  regards  embryoid  tumors  as  a  sort  of  parthogenetic 
product  of  the  ovum,  while  the  follicle  cells  in  a  similar  way 
produce  ordinary  ovarian  cysts.  Possibly  he  feels  strengthened 
in  his  views  by  the  recent  experimental  results  obtained  by 
J.  Loeb^  in  producing  parthogenetic  division  of  ova.  The 
theor}''  of  Marchand  and  Bonnet*  has,  however,  been  generally 
accepted.  These  authors  refer  the  origin  of  a  teratoid  growth 
to  pole-cells  or  to  blastomeres,  which  have,  at  an  early  stage, 
been  cast  out  of  the  normal  cell  complex  and  later  in  life  be- 
come active.  Wilms,®  in  his  more  recent  writings,  has  become 
converted  to  this  view,  but  of  the  two  possible  means  of  origin 
he  prefers  the  blastomeres,  as  at  the  most  there  are  only  three 
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pole-cells,  while  he  has  found  as  many  as  five  separate  and 
distinct  dermoids  in  one  and  the  same  ovary.  That  blasto- 
meres  possess  the  power  of  elaborating  varied  and  complex 
tissues,  or  of  forming  more  or  less  complete  individuals,  is  based 
upon  experimental  proof,  for  Sperman,  succeeded  in  producing 
small  but  perfect  embryos  by  cutting  off  parts  of  the  Triton  egg 
as  late  as  the  gastrula  stage.  According  to  this  \'iew  we  should 
regard  dermoids  and  teratomata,  no  matter  where  situated, 
as  of  equal  dignity.  I  shall  not  enter  into  the  question  as  to 
why  embryoid  tumors  are  found  more  frequently  in  the  genital 
glands  than  elsewhere. 

The  Relative  Degree  of  Malignancy  of  Dermoids  atid  Terato- 
mata.— Dermoid  cysts  are  of  common  occurrence  in  the  ovary, 
representing  anywhere  from  7  to  18  per  cent,  of  all  ovarian 
new  growths  (Saenger^").  Considering  their  frequency,  malig- 
nant changes  in  dermoids  are  very  uncommon,  not  more  than 
about  thirty  being  on  record  (Neumann").  Solid  teratomata, 
as  already  mentioned,  are  a  rare  form  of  growth,  but  yet  a 
majority  of  the  cases  which  have  been  followed  up  after  op- 
eration, have  ended  fatally.  Malignancy,  too,  seems  one 
of  the  inherent  qualities  of  these  growths  and  independent  of 
any  transformation  or  degeneration  as  in  dermoids.  The  exact 
degree  of  malignancy,  which  we  should  accord  to  teratomata, 
will  be  discussed  in  a  later  paragraph. 

The  rdsum^  of  cases  which  now  follows,  includes  all  solid 
teratomata  of  the  ovary  which  I  could  find  in  reviewing  the 
literature.  Several  of  the  cases  are  transition  forms  between 
dermoids  and  teratomata.  They  are  included  either  because 
of  specially  interesting  points  which  they  illustrate,  or  because 
it  is  not  possible  to  draw  any  hard-and-fast  border-line. 

CASES    from    the    LITERATURE. 

(12)  Litten  and  Virchow,  1879,  16  years,  o-para,  several  months' dura- 
tion. Hermorphrodite  (spurius  femininus),  no  operation,  no  history. 
Post  mortem,  report :  large  multicystic  solid  tumor  of  right  ovary,  ascites, 
metastases  in  liver.  Microscopic:  three  layers;*  small  cysts  with  hair 
and  dermoid  smear,  much  mesodermal  tissue.  Liver  tumors,  small 
cysts  and  sarcoma-like  tissue. 

(13)  Thornton,  K.,  (Case  II),  1881,  34  years,  o-para,  duration  un- 
known. Symptoms:  paroxysmal  pain.  Tumors  removed  coming  from 
both  ovaries;  died  one  year  later  with  pain  and  much  enlarged  abdomen. 

*  "Three  layers"  will  be  used  to  indicate  that  all  three  fetal  laj^ers 
(ecto-meso-  and  entoderm)  were  represented.  The  special  structures 
mentioned  are  referred  to  either  because  their  occurrence  is  uncommon 
cr  because  unusuallv  abundant. 
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No  post  mortem.  Large  tumor  fromi  right,  smaller  from  left  ovary,  both 
sarcoma-like,  nodular  and  solid.  Microscopic:  plates  and  spicules  of  bone 
and  other  dermoid  contents. 

(14)  Marchand,  F.,  1881,  23  years,  o-para,  duration  unknown.  Symp- 
toms, course  and  outcome  unknown.  Cysto-solid  tumor  of  one  ovary 
removed.  Microscopic:  three  layers,  hair,  skin,  teeth,  sebaceous  glands, 
ganglion  cells,  nerve  fibers,  striated  muscle,  retinal  cells. 

(15)  Biermann,  R.,  1885,  21  years,  o-para,  short  duration.  Symptoms: 
pain,  constipation,  dysuria,  hydrothorax,  ascites.  No  operation.  Death. 
Post  mortem.  Large  tumor  from  right  ovary,  cysto-solid.  Metastases 
on  diaphragm,  liver  and  in  retroperitoneal  lymph  glands.  Primary 
tumor,  three  layers,  skin,  hair,  sebaceous  glands,  malignant  parts 
being  epithelioma  (?).  Metastases  including  those  in  glands  said  to  have 
been  like  primary,  but  not  further  described. 

(16)  Poupinal,  G.,  1887  (Observation  IV),  19  years,  o-para,  duration 
more  than  eighteen  months.  Symptoms:  double  pleurisy,  severe  intes- 
tinal symptoms — vomiting  and  diarrhea.  Large  movable  tumor  re- 
moved from  right  ovary;  six  months  later  new  tumors  noted,  then  symp- 
toms recurred.  Second  operation  incomplete.  Douglas  full  of  tumor 
masses,  peritoneum  and  omentum  involved,  ascites  (5  liters).  Death 
seven  hours  after  operation.  Very  large  cysto-solid  tumor.  Microscopic: 
skin  with  epithelial  pearls,  bone.  Post  mortem.  All  the  abdominal 
organs  surrounded  by  a  carcinomatous  cuirasse,  but  no  deep  invasion, 
masses  in  Douglas,  pleura  invaded  via  diaphragm,  right  labium  via  in- 
guinal hernia,  mesenteric,  inguinal  and  axillary  glands  enlarged.  Tumor 
found  in  omentum  at  second  operation  like  primary.  Pleural  metastases 
like  cancer,  likewise  glands  which  are  described  with  even  less  detail, 
and  cannot  be  classified. 

(17)  Lasaru^,  5.,  1888,  27  years,  i-para,  duration,  six  months.  Abdomen 
grew  too  rapidly  during  pregnancy  and  did  not  decrease  after  labor. 
Symptoms,  tumor,  distension,  dyspnea.  Puncture  of  abdomen  five  days 
ante.  Large  tumor  originating  from  right  ovary  and  adherent  to  peri- 
toneum and  omentum,  removed;  abdomen  contained  foul-smelling  fluid. 
Death  five  days  after,  from  peritonitis.  Post  mortem. :  diaphragm 
covered  with  nodules,  two  small  tumors  in  Douglas;  primary  tumor  large 
nodular,  irregular,  partly  necrotic,  hemorrhagic,  cysto-solid.  Microscopic: 
three  layers,  skin  with  epithelial  and  cholestiatomatous  pearls,  neuro- 
epithelium,  ganglion  cells,  nerve-fibers,  eye  anlage,  sweat  glands  and 
striped  muscle.  Two  small  tumors  like  primary.  Other  metastases 
myxomatous  and  fibrous  connective  tissue. 

(18)  Coates  and  Beaton,  1888,  30  years,  i-para,  childbirth,  five  months 
ante,  duration  more  than  two  months.  Symptoms:  not  given.  Large 
cysto-solid  ovarian  tumor  removed,  bloody  abdominal  fluid,  operative 
recovery,  course  unknown.      Microscopic:  three  layers,  skin,  hair,  bone. 

(19)  Kramer,  A.,  1890  (also  described  by  Keller'^"),  20  years,  o-para, 
duration,  six  months.  Symptoms:  rapid  increase  in  size  of  abdomen. 
Large  pedunculated  tumor  originating  from  right  ovary,  removed; 
masses  felt  in  Douglas,  six  liters  fluid.  Repeated  tappings;  death  in  one 
year.  Post  mortem:  many  small  peritoneal  masses,  also  in  Douglas; 
tumors  in  lung  and  pleura;   enlarged  retroperitoneal  glands.      Primary 


frank:     malignant  teratoma  of  the  ovary.         363 

growth  cysto-solid,  size  of  eight-months'  uterus.  Microscopic:  three 
layers,  skin,  hair,  much  bone  and  cartilage.  Metastases  of  sarcoma-like 
connective  tissue  with  many  round  cells. 

(21)  Schreiber,  E.,  1893,  31  years,  i-para,  duration  about  one  year. 
Symptoms,  course  and  outcome  unknown.  Large  cysto-solid  tumor  of 
ovarian  shape  removed  from  left  ovary.  Microscopic:  three  layers,  skin, 
hair  and  bone. 

(22)  Doranth,  K.,  1893,  3f  years,  six  months'  duration.  Symptoms: 
abdominal  pain,  enlargement  of  abdomen,  diagnosis  left  renal  tumor. 
Large  cysto-solid  tumor  originating  from  left  ovary,  adherent  to  omentum 
(which  contained  three  enlarged  lymph  glands)  was  removed.  Operative 
recovery,  course  watched  only  one  month.  Microscopic:  three  layers, 
hair,  skin  bones.     Lymph  glands  showed  only  hyperplasia. 

(23)  Emanuel,  R.,  1893,  15  years,  o-para,  duration  2J  months.  Symp- 
toms, enlargement  of  abdomen,  tumor.  Tumor  size  of  man's  head  orig- 
inating from  left  ovary,  and  omental  metastases  removed,  2  liters  fluid. 
In  seven  weeks  ascites  recurred,  death  five  months  after  operation. 
Post  mortem:  skin  metastasis  near  scar,  omentum  one  tumor  mass,  large 
tumors  in  Douglas,  also  on  liver  and  peritoneum,  right  ovary  now  found 
involved.  Primary  tumor  cysto-solid,  in  part  covered  by  skin.  Micro- 
scopic: three  layers,  hair  with  arrectores  pilae,  skin,  sweat  glands,  pig- 
ment, a  small  dermoid  cyst.  Second  ovary  like  first.  Peritoneal  metas- 
tases teratoid  like  primary,  except  small  ones,  which  contained  spindle 
and  round  cells  only.  Skin  tumor  like  primary,  probably  an  operation 
transplantation. 

(24)  Sigwart,  R.,  1893,  18  years,  o-para,  duration  nine  months.  Symp- 
toms: Anorexia,  great  distension,  vomiting,  diarrhea,  inanition,  large 
tumor,  no  operation,  death.  Post  mortem:  large  cysto-solid  tumor 
originating  from  left  ovary,  and  containing  two  small  dermoid  cysts 
on  surface,  adherent  to  omentum,  no  metastases,  no  ascites.  Microscopic: 
at  least  two  layers,  mentions  glands  (no  detail),  striped  muscle,  sarcoma 
like  tissue. 

(25)  Sieveking,  1893,  14  years,  o-para,  duration  2  years.  Symptoms: 
abdominal  pain,  diarrhea,  inflamed  mass  above  left  Poupart's  ligament 
incised  and  pus  discharged,  fecal  fistula  developed.  Through  the  abdom- 
inal wound  a  tumor  gradually  prolapsed.  Tumor  removed,  originating 
from  left  ovary;  also  two  smaller  ones  upon  the  tube.  Fistula  was  later 
closed.  Discharged  cured.  A  footnote  says  that  she  returned  after 
eight  months  with  recurrences.  Tumor  size  of  two  fists,  with  hair  on  its 
free  surfaces,  cysto-solid.  Microscopic:  three  layers,  hair,  skin,  sebaceous 
glands  bone.  The  greater  part  composed  of  tissue  like  Wolffian  body 
as  were  two  smaller  tumors. 

(26)  Wernitz,  J.,  1895,  25  years,  i-para,  duration  one  year.  Symptoms: 
appeared  immediately  after  childbirth,  increase  of  abdomen,  pain, 
emaciation,  temperature  of  104°.  Large  cysto-solid  pedunculated 
tumor  from  right  ovary  removed,  adherent  to  omentum,  slight  ascites. 
Hemoptoe,  increasing  emaciation,  death  five  weeks  after  operation. 
Post  mortem:  many  whitish  nodules  on  surface  peritoneum,  kidney, 
lung  and  liver,  also  three  metastases  in  liver  substance.  Microscopic: 
primary  probably  had  three  layers,  but  Wernitz  does  not  mention  ento- 
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derm,  horny  epithelium,  hair,  sweat  glands,  also  sebaceous  and  acinous 
glands,  bone.  The  metastases  showed  only  richly  cellular  connective 
tissue  of  same  character  as  in  primary. 

(27)  Gsell,0.,  1896,  28,  o-para,  diiration  short,  childbirth  two  months 
before.  Symptoms,  of  parametritis  on  left  side,  chills,  fiuor,  pain,  exu- 
dation (?)  into  broad  ligament.  As  the  exudate  continued  to  increase 
it  was  incised  from  above  and  proved  to  be  a  sarcomatous  mass  in  the 
broad  ligament,  removal  piecemeal,  drainage.  Origin  from  left  ovary. 
Prompt  recurrence,  cauliflower  growth  from  wound,  death  in  three  months. 
Post  mortem:  entire  peritoneal  cavity  filled  with  recurrences,  metastasis 
beneath  liver  serosa.  Microscopic :  three  layers  (?),  glands,  solid  epithelial 
strands,  cartilage,  myxomatous  and  sarcoma-like  connective  tissue. 
Metastases  all  similar  to  primary. 

(28)  Wilms,  M.,  1896,  (Case  I),  22  years,  duration  i^  months.  Symp- 
toms unknown,  likewise  course  and  outcome.  Very  large  cysto-solid 
tumor  from  left  ovary  removed.  Microscopic:  three  layers,  especially 
much  mesoderm,  thyroid  tissue  and  unusually  much  entoderm.  No 
skin. 

(29)  Ewald,  K.,  1897,  21  years,  five  months'  duration.  Symptoms: 
tumor,  emaciation.  Large  cysto-solid  tumor  from  right  ovary  and 
adherent  involved  omentum  removed.  Reoperated  twice  during  next 
year  for  recurrences;  died  from  peritonitis  after  third  operation.  Post 
mortem:  small  tumors  scattered  over  peritoneum,  two  retroperitoneal 
tumors.  Microscopic:  first  and  second  tumors;  three  layers,  ganglia, 
hair.  Large  metastases  at  autopsy  also  complex,  also  the  retroperitoneal 
masses,  small  ones  of  indifferent  tissues  (mesoderm).  Columnar  epithe- 
lium grows  like  adenocarcinoma  (?). 

(30)  Frantzen,  A.,  1897,  28  years,  o-para,  duration  six  months.  Symp- 
toms of  cyst  with  twisted  pedicle.  Right  dermoid  cyst  with  twisted 
pedicle  found,  left  ovary  enlarged,  microcystic.  Operative  recovery, 
course  and  outcome  unknown.  Right  tumor  a  typical  dermoid,  left 
nodular.  Microscopic:  three  layers,  many  intercommunicating  cysts 
lined  with  epidermis,  sweat  and  acinous  glands,  ciliated  epithelium, 
pigment  cells,  cartilage.     Probably  a  beginning  teratoma. 

(31)  Falk,  O.,  1900,  21  years,  i-para,  childbirth  six  months  ante, 
duration  six  months.  Symptoms:  increase  of  abdomen,  tumor  to  above 
navel.  Exploratory  laparotomy  showed  inoperable  tumor,  metastases, 
much  ascites.  Death  two  years  later;  had  been  relieved  of  ten  to  fifteen 
liters  fluid  at  each  tapping.  Post  mortem:  tumor  of  right  ovary  weighing 
fifty  pounds,  metastases  had  disappeared.  Left  ovary  contained  der- 
moids. Microscopic:  three  layers,  skin,  glia,  ganglion  cells,  well  developed 
intestine. 

(32)  Wilms,  M.,  1900,  12  years,  o-para,  duration  and  history  unknown. 
Cysto-solid  tumor  of  ovary;  teratoma  of  three  layers,  no  details.  Shows 
x-T&y  picture  of  bones. 

(33)  Jting,  P.,  1901  (Case  II),  16  years,  o-para,  three  months'  duration. 
Symptoms:  tumor.  Tumor  rose  from  right  ovary,  size  of  man's  head, 
cysto-solid,  no  ascites.  Well  one-half  year  later.  Microscopic:  three 
layers,  sarcoma-like  connective  tissue. 
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(34)  Saxer,  F.,  1902  (Case  III,  also  reported  by  Backhaus  (34a), 
17  years,  o-para,  three  years'  duration.  Symptoms:  increase  of  abdomen, 
dyspnea,  lately  severe  pain,  tumor  reaching  to  ribs.  Large  cysto-solid 
tumor  from  right  ovary  removed,  twenty-five  days  later  by  vaginal  route 
removed  other  ovary  and  uterus.  Two  relaparotomies  for  ileus  due  to 
adhesions.  Other  metastases  felt  three  months  after  primary  operation. 
Later  choked  disks,  convulsions,  great  enlargement  of  cervical  glands 
developed.  Death,  no  post  mortem.  Microscopic:  three  layers,  cysts 
with  hairs,  and  epidermis,  sebaceous  glands,  teeth,  peripheral  ganglia, 
nerves.     The  malignant  part  seemed  formed  by  the  neuroepithelium. 

(35)  Saxer,  F.,  1902  (Case  IV),  15  years,  o-para,  duration  unknown. 
No  history  except  that  death  resulted  several  months  later,  with  metas- 
tases on  peritoneum  and  in  (?)  liver.  Primary  an  enormous  teratoma 
of  ovary.  Microscopic:  three  layers,  teeth,  central  and  peripheral  ner- 
vous tissue,  hair.  The  neuroepithelivmi  again  was  the  malignant  element. 
Liver  nodules  composed  of  closely  packed  round  cells. 

(36)  L^irz,  A.,  1903,  8  years,  duration  and  outcome  unknown.  Tumor 
large  cysto-solid,  cj^sts  with  hair,  many  teeth  and  skin.  r^Iicroscopic : 
three  layers,  neuroepithelium,  skin  grows  irregularly,  striped  muscle, 
hyaline  and  fibro  cartilage. 

(37)  P'i^k,  L.,  1904  (Case  of  Hedwig  R.),  9  years,  o-para,  duration 
three  weeks  (?).  Symptoms:  tumor,  incomplete  operation,  enormous 
cysto-solid  tumor  partly  necrotic  found,  hemorrhagic  exudate,  origin 
from  right  ovary.  At  post  mortem  a  few  weeks  later  all  the  abdominal 
viscera  were  embedded  in  the  tumor  mass.  Microscopic:  three  layers, 
epidermis,  neuroepithelium,  chorionepithelium  in  large  quantities,  very 
glycogenic* 

(38)  Rothe,  H.,  1904  (Case  I),  age  39,  4-para,  duration  about  nine 
months.  Symptoms,  increase  of  abdomen,  tumor  to  navel,  ascites. 
Large  tumor  removed  from  right  ovary,  small  dermoid  from  left.  Three 
months  later  recurrences,  death  shortly  after;  no  autopsy.  Microscopic: 
Three  layers,  hair,  dermoid  smear,  cartilage,  smooth  muscle,  "sarcoma 
tissue." 

H  (39)  Roihe,  H.,  1904  (Case  II),  age  27,  duration  five  to  six  years  (?). 
Symptoms :  constipation  and  dysuria.  At  operation  an  ordinary  dermoid 
from  left  ovary,  large  adherent  tumor,  partly  a  pseudomucin  cyst  from 
right. '«?  Well  two  years  later.  Microscopic:  three  layers,  thyroid  tissue, 
hair,  skin,  bone,  cartilage. 

(40)  Hicks,  H.  T.,  and  Targett,  J.  H.,  1905  (Case  I),  14  years,  o-para. 
duration  unknown.  Symptoms:  of  ovarian  cyst  with  twisted  pedicle, 
temperature  102°.  Large  tumor  from  left  ovary  was  removed  piecemeal, 
twisted  pedicle,  adhesions.  Five  months  later  exploratory  showed  big 
mass  in  Douglas  and  dissemination  over  intestine  and  peritoneum,  ascites ; 
death    two    months   later.      Post    mortem:    widely    scattered    superficial 

*  Pilliet.  A.  {BiUl.  de  la  soc.  anatomMe  Paris,  1S8S,  Vol.  2,  c;me  Series, 
p.  875)  describes  a  retroperitoneal  teratoma  of  very  complex  composition 
m  a  woman  of  24  3^ears.  The  tumor,  in  addition  to  the  usual  constituents, 
contamed  tissues  such  as  Malassez  noted  in  his  tumors  of  the  testicle.  The 
tissuesjwere  therefore  most  likely  also  chorionepithelium. 
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peritoneal  metastases,  retroperitoneal  lymph-glands  appeared  involved' 
also  other  ovary.  Microscopic:  both  primary  and  secondary  showed 
three  layers,  epidermis,  glia,  ganglion  cells,  bone. 

(41)  Hicks,  H.  T.,  and  Targett,  J.  H.,  1905  (Case  II),  6  years,  duration 
three  weeks.  Symptoms:  swelling  of  abdomen.  Tumor  size  of  cricket 
ball  removed,  coming  from  right  ovary,  ascites.  Recurrence  and  death 
in  one  month;  no  post  mortem.  Tumor  hemorrhagic  and  friable.  Micro- 
scopic incomplete;  chief  mass  sarcomatous  connective  tissue,  also  car- 
tilage and  cysts  lined  as  in  Case  I. 

(42)  Askanazy,  1905  (Case  I),  29  years,  (?)  para,  duration  short.  Symp- 
toms of  acute  exudate  after  currettage,  then  those  of  perityphlitic 
abscess.  On  operation  a  large  tumor  adherent  to  lateral  abdominal 
wall  uterus  and  bladder  removed  with  difficulty,  origin  from  left  ovary, 
bloody  ascites.  Two  months  recurrence  with  same  stormy  symptoms; 
death  after  operation;  no  post  mortem.  Tumor  irregular,  size  man's 
head,  glycogenic.  Microscopic:  three  layers,  much  neuroepithelium, 
glia,  glia-sarcoma-like  tissue,  retinal  cells,  ganglia,  ependyma,  choroid 
plexus,  skin,  bone. 

(43)  Askanazy,  1905  (Case  II),  31  years,  (?)  para,  two  months' duration. 
Symptoms:  dysuria,  pain,  large  tumor  to  above  navel.  Tumor  from 
right  ovary,  cysto-solid,  removed;  adherent  to  mesentery  and  gut,  im- 
plantations in  Douglas.  Recurrence  noted  two  and  one-half  months  later, 
no  further  history.  Microscopic:  three  layers,  neuroepithelium,  nerve, 
striated  muscle,  no  skin. 

(44)  Askanazy,  1905  (Case  III),  40  years,  (?)  para,  duration  eight 
months.  Symptoms:  slow  growing  tumor,  pain.  Large  solid  tumor, 
honey-combed  with  cysts  removed;  origin  not  stated.  Microscopic:  three 
layers,  neuroepithelium,  ganglia,  nerves,  retina,  hair,  sweat  and  sebaceous 
glands,  Wolffian  body,  bone. 

(45)  *  Neuhauser,  H.,  1906  (Case  I),  age  23,  possibly  two  years'  dur- 
ation. Symptoms:  increase  of  abdomen,  pain  on  walking,  dysuria. 
Large  cystic  tumor  from  right  ovary  removed.  Well  eight  and  one-half 
years  later.     Microscopic:  three  layers,  skin,  hair,  bone,  glia. 

(46)  *  Neuhauser,  H.,  1906  (Case  II),  age  12,  duration  at  least  several 
months.  Abdominal  pain  for  years,  lately  increase  in  size  of  abdomen, 
ascites.  Large  cystic  tumor  from  left  ovary  removed,  countless  miliary 
metastases  on  omentum  and  parietal  peritoneum.  Still  well  eight  months 
later  and  no  recurrence  of  ascites.  Microscopic:  three  layers,  neuroepithe- 
lium, skin,  hair.      Metastases,  pure  glia. 

(47)  Rosenstein,    1906,   age   22,    2-para,  one  year  ago  childbirth,   still 

*  This  article  was  brought  to  my  attention  after  the  completion  of 
my  paper.  I  have  incorporated  the  author's  two  cases  in  my  report, 
and  for  the  sake  of  completeness  append,  without  further  verification, 
references  to  four  cases  which  escaped  my  notice  while  reviewing  the 
bibliographv: 

Fusino,  tur  Struktur  und  -(Etiology  der  Dermoidcysten  des  Ovariums, 
Diss.      Wiirzburg,    1S03. 

Keitler,  H.,  Zeitschnft  fur  Heilkunde,  1900,  Vol.  21,  Neue  Folge  I. 

Reiss,  Ueber  Enchondroma  Ovarii,  Diss.,  Berlin,  1882. 

Sirleo,  L.,  Teratoma  solido  dell'  ovaia,  II  Polichnico,  1897. 
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nursing.  Cysto-solid  tumor  size  of  head  removed,  origin  from  left 
ovary,  bloody  ascites.  Recurrence  within  eight  weeks,  dying  at  time 
of  report.  Microscopic:  three  layers,  teeth,  hair,  pigment  epithelium, 
muscle,  bone. 

(48)  Schiller,  1906,  age  14.  No  details.  Teratoma  of  ovary  with 
three  layers,  recurred  at  once. 

DOUBTFUL    CASES. 

(49)  Thornton,  K.,  1881  (Case  II),  26  years,  2-para,  duration  un- 
known. Symptoms:  rapid  failing  of  health,  tumor,  fetid  umbilical  dis- 
charge. Large  tumor,  of  left  ovary  continuous  with  cyst,  adherent  to 
umbilicus;  right  a  similar  smaller  growth,  metastases;  course  unknown. 
Three  layers,  skin,  long  hairs,  many  papillary  cysts,  bone,  teeth.  Gives 
impression  of  a  degenerated  dermoid  cyst. 

(50)  Wilms,  M.,  1896  (Case  II),  22  years,  duration  three  months. 
Entire  abdomen  filled  with  friable  tumor  masses,  much  free  colloidal 
material,  parietel  peritoneum  ^  cm.  thick;  dermoid  material,  hair,  teeth, 
and  maxilla  from  pelvic  cavity;  death  in  a  few  days.  Peritoneal  growths 
were  myxomatous  tissue;  rest  had  three  layers,  but  no  definite  arrange- 
ment.    Appears  to  be  a  combination  of  dermoid  and  teratoma. 

(51)  Kroemer,  P.,  1899  (Case  IX),  age,  etc.,  unknown.  Symptoms 
of  tumor  with  twisted  pedicle.  Nodular,  free  ovarian  tumor,  well  one 
year  later.  Tumor  shows  two  typical  dermoid  anlagen,  a  third  in  direct 
continuity  with  the  solid  part.  Microscopic:  three  layers,  good  eye 
anlage,  brain  tissue,  choroid-plexus,  fibroid  cartilage,  bone.  A  com- 
bination form. 

(52)  Jung,  P.,  1901  (Case  I),  19  years,  duration  one  year.  Enormous 
size  of  abdomen,  swelling  of  legs,  tumor  to  ribs.  Cyst  holding  ten  liters, 
solid  part  size  man's  head;  white  nodules  over  bladder,  uterus  and  per- 
itoneum. Origin  from  left  ovary;  well  one  and  one-half  years  later 
Microscopic:  three  layers,  ganglion  cells,  peritonitic  nodules  due  to  peri- 
and  endarteritis.     Combinations  form. 

GENERAL    DISCUSSION. 

At  least  thirty-seven  cases  of  teratoma  of  the  ovary  are  on 
record,  but  of  these  a  smaller  number  only  can  be  used  in 
building  up  a  general  description  of  the  morphology  and  of 
the  clinical  aspect  of  the  growths.  All  details  are  lacking  in 
at  least  10  of  the  cases.  The  four  doubtful  cases  are  not  in- 
cluded in  the  statistics. 

Morphology. — It  is  not  my  intention  to  give  a  detailed  analysis 
of  the  morphological  characters  of  ovarian  teratomata.  Enough 
can  be  gleaned  from  the  description  of  my  own  case,  and  the 
short  references  to  the  microscopical  findings  in  the  cases  quoted, 
to  show  that  the  three  fetal  layers  regularly  occur  in  almost 
every  instance  (with  the  possible  exception  of  the  ectoderm  in 
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Gsell's  case,  of  the  entoderm  in  Sigwart's).  That  the  tissues 
attain  a  far  lower  degree  of  differentiation,  and  form  less  com- 
plex organs  than  those  found  in  dermoids,  has  already  been 
mentioned  in  a  previous  paragraph.  Nevertheless,  hair,  teeth, 
retinal  cup,  Wolffian  body,  intestine,  bronchi,  salivary  gland, 
etc.,  occur,  usually,  hov/ever,  at  a  stage  corresponding  to  the 
earliest  fetal  period.  For  details  of  this  branch  of  the  sub- 
ject the  reader  is  referred  to  Askanazy  (I.e.),  Offergeld,"  who 
has  devoted  his  attention  to  the  pathological  changes  which 
take  place  in  the  organs  and  tissues  of  embryoid  tumors,  Saxer 
(I.e.),  etc. 

Clinical  Data. — 'Teratomata  of  the  ovary  occur  chiefly  in 
young  adult  Hfe ;  the  average  age  being  20  years.  The  youngest 
patient  was  forty-four  months  old,  the  oldest  40  years  of  age; 
several  patients  had  not  yet  reached  the  age  of  puberty,  but 
none  had  attained  their  menopause.  Most  of  the  patients  had 
never  borne  children,  22  being  nulliparae,  9  only  having  passed 
through  a  pregnancy,  and  in  6  no  details  were  obtainable. 
Five  times  the  tumor  was  noted  during  or  immediately  after 
gestation,*  the  hypertrophy  and  increased  vascularity  of  the 
pelvic  organs  incident  to  gestation,  probably  accounting  for  a 
sudden  increase  in   the  rapidity  of  growth. 

The  duration  of  the  disease  could  rarely  be  determined  with 
any  degree  of  certainty,  because  the  patients  were  unaware 
of  their  condition  until  either  the  size  of  the  tumor  or  some 
special  symptom  referable  to  the  abdomen  attracted  their 
attention.  The  average  duration  before  operation  in  24  cases, 
was  seven  and  one-half  months,  and  in  5  others  it  was  referred 
to  as  short.  An  extremely  sudden  onset  occurred  several  times, 
the  shortest  period  being  three  weeks,  the  longest  five  to  six 
years    ( ?) . 

Symptoms. — No  regular  or  pathognomonic  symptom  complex 
is  to  be  expected,  but  several  symptoms  appear  with  regularity 
in  almost  every  case.  Pain,  usually  at  an  early  stage,  is  repeat- 
edly noted.  Intestinal  disturbances  of  varying  intensity  never 
failed  to  appear.  Constipation  was  the  commoner,  but  diarrhea, 
possibly  upon  an  infective  basis,  was  not  infrequently  seen. 
The  constipation  can  be  referred  to  purely  mechanical  causes, 
except  where  it  followed  as  a  reflex  phenomenon  after  torsion 
of  the  tumor  pedicle,  sometimes  simulating  true  ileus.     Vomit- 

*  Cases  of  Wernitz,  Gsell,  Falk,  Lazarus,  Rosenstein. 
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ing,  nausea,  eructation,  and  anorexia,  one  or  all,  were  noted. 
In  many  cases  a  rapid  increase  in  size  of  the  abdomen  first 
alarmed  the  patient,  the  increase  being  due  either  to  the  large 
size  of  the  tumor  or  to  the  ascites,  which  was  present  in  nearly 
half  of  the  cases. 

The  size  of  the  tumor,  when  first  seen,  was  small  only  when 
some  special  symptom,  such  as  early  pain,  or  the  intercurrent 
accident  of  torsion  of  the  pedicle  forced  the  patient  to  seek 
medical  advice  early.  A  very  small  tumor  was  found  only  in 
the  case  of  Frantzen  (I.e.),  in  which  the  operation  was  under- 
taken for  the  removal  of  a  dermoid  of  the  opposite  side.  In 
almost  all  the  other  cases  the  tumor  had  reached  huge  pro- 
portions before  advice  was  sought.  An  approximate  diagnosis 
was  made  in  most  instances,  the  growth  being  regarded  as  a 
cystic  ovarian  tumor,  either  with  or  without  torsion  of  the 
pedicle.  One  case  simulated  perityphlitic  abscess,  another  gave 
the  impression  of  a  left  intraperitoneal  abscess,  one  was  re- 
garded as  an  acute  intraligamentous  exudate  following  curet- 
tage, and  one  was  supposed  to  be  a  left  renal  neoplasm. 

In  those  cases  in  which  no  operation  was  performed  the  tumor 
continued  to  increase  until  the  pressure  symptoms — con- 
stipation, edema,  ascites,  hydrothorax,  dyspnea,  etc. — the 
general  inanition,  and  often  an  intercurrent  infection,  due  to 
necrosis  of  parts  of  the  growth,  proved  fatal.  Operation,  on  the 
other  hand,  has  resulted  in  few  cures,  even  when  the  tumor 
was  movable  and  no  visible  metastases  had  appeared.  Soon 
after  operation  recurrences  were  noted  by  vaginal  or  abdominal 
examination,  and  the  course  was  rarely  retarded;  in  some  it 
seemed  accelerated  by  the  interference.  The  average  dura- 
tion of  life  after  operation  proved  to  be  six  and  one-half  months 
in  15  cases;  death  as  a  direct  consequence  of  the  operation 
followed  three  times ;  but  all  of  these  three  cases  were  inoperable, 
while  seven  incomplete  operations,  of  course,  had  a  fatal  out- 
come. vSecondary  operations  proved  useless  in  every  instance, 
as  the  recurrences  were  always  too  disseminated  to  be  suc- 
cessfully removed. 

This  group  of  tumors  must,  therefore,  be  regarded  as  clinically 
very  malignant.  Of  37  cases  the  outcome  is  unknown  in  10. 
Death  resulted  in  22,  two  were  alive,  but  showed  recurrence 
at  the  time  of  report,  and  only  two  were  known  to  be  alive  and 
well  after  the  short  intervals  of  one  and  six  months  after  op- 
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eration,  and  one  case  only  has  remained  well  for  eight  and  one- 
half  years.  One  of  the  cases  reported  by  Neuhauser  is  still 
alive  eight  months  after  operation;  but  disseminated  miliary 
metastases  were  present,  so  the  outlook  is  very  grave.  If  all 
cases  are  included,  the  mortality  is  64.9  per  cent.;  but  if  only 
those  cases  in  which  the  outcom.e  is  known  are  iised,  the  mor- 
taHty  rises  to  88.8  per  cent. 

The  Post  Mortem  Findings  show  a  certain  similarity.  Where 
no  operation  had  been  perfonned,  a  huge  universally  adherent 
tumor  presented,  originating  in  the  ovary;  from  the  right  ovary 
in  17,  from  the  left  in  12,  from  one  ovary,  side  not  stated  in  7, 
and  from  both  ovaries  in  i  case.  Whether  the  tumor  had  been 
operatively  removed  or  not,  appeared  to  have  little  influence 
upon  the  character  or  distribution  of  the  numerous  recurrences 
and  metastases,  broadly  scattered  over  the  entire  surface  of 
the  peritoneum.  The  favorite  site  of  these  secondary  growths 
is  in  Douglas's  cul-de-sac,  the  lower  surface  of  the  diaphragm, 
and  the  surface  of  the  liver.  In  a  few  cases  a  cast  of  every 
nook  and  cranny  of  the  entire  peritoneal  cavity  was  formed 
by  the  new  growth. 

This  method  of  superficial  dissemination  or  transplantation 
is  common  to  all  malignant  growths  of  the  ovary.  It  is  difficult 
to  distinguish  just  where  growth  by  continuity  or  recurrence 
ends  and  actual  metastases  begin.  The  secondary  growths, 
no  matter  what  their  nature,  develop  little  tendency  to  in- 
filtrate, but  spread  upon  the  surface  of  the  peritoneum,  which 
often  shows  reactive  changes.  In  only  two  cases  w^as  the 
barrier  interposed  by  the  diaphragm  overcome,  and  the  pleural 
cavity  invaded  (Poupinel,  Kramer,  I.e.),  and  in  only  one  did 
metastases  probably  oicur  in  the  brain,  and  cervical  glands 
(case  of  Saxer-Backhaus,  no  autopsy),  while  in  Ewald's  case 
the  retroperitoneal  glands  were  affected. 

The  theoretical  considerations  involved  in  the  study  of  the 
composition  of  the  metastases  of  teratoid  tumors  are  of  great 
importance  and  interest.  Although,  as  we  have  seen,  these 
neoplasms,  from  a  clinical  point  of  view,  are  quite  as  fatal  as 
the  ordinary  "malignant"  growths,  such  as  carcinoma  or 
sarcoma,  some  authors  regard  them  as  nonmalignant  from 
the  point  of  view  of  their  morphology.  This  is  no  mere  quibble, 
for  in  the  study  of  the  cancer  question  the  occurrence  of  tera- 
tomatous  metastases  has  always  proven  the  parting  of  the  ways 
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between  those  who  seek  a  parasite  and  the  advocates  of  the 
embryological-  derivation   of   tumors. 

Recurrences. — The  tumor  masses  found  in  the  immediate 
vicinity  of  the  primary  growth  (whether  this  was  removed 
by  operation  or  not,  is  immaterial)  may  usually  be  regarded 
as  recurrences,  and,  as  a  rule,  prove  quite  similar  and  quite  as 
complex  as  the  original  tumor.  Such  recurrence  was  noted 
six  times,*  and  is  of  no  special  interest  except  to  illustrate 
the  tendency  to  boundless  proliferation  of  this  class  of  tumors. 
In  eight  cases, f  however,  multiple  widely  spread  metastases 
of  a  different  character  were  reported. 

Metastases. — The  metastases  referred  to  were  small  whitish 
nodules  upon  the  peritoneal  surface  covering  the  various  ab- 
dominal organs.  These  tumors  consisted  of  indifterent  em- 
bryonal tissue  (myxomatous,  sarcoma  like,  glia  or  merely 
embryonal  fibrous  or  round-celled  tissue)  such  as  are  regularly 
found  among  the  mesodermal  constituents  of  the  primary 
growth.! 

In  a  number  of  cases  these  small  indifferent  metastases  were 
fourid  in  conjunction  with  more  complex  or  teratoid  metastases, 
the  latter  usually  being  larger  in  size.  Teratoid  metastases 
were  reported  in  six  cases,**  but  of  these,  just  one,  the  case 
of  Ewald,  is  fully  convincing;  in  all  the  others  some  lack  of 
detail,  inaccurracy  or  vagueness  of  description  render  them 
doubtful. 

In  Ewald's  case  there  were  not  only  teratoid  metastases  in 
the  abdominal  cavity,  but  similar  deposits  in  the  retroperitoneal 
lymph  glands.  Unless  these  glandular  growths  are  regarded 
as  simultaneous  tumors,  originating  independent  of  the  in- 
traperitoneal neoplasm,  against  which  conception  everything 
points — the  size,  the  late  time  of  appearance,  and  the  location — 
the  complex  tumors  must  be  interpreted  as  true  metastases; 
and  the  most  plausible  explanation  for  their  appearance  is  the 
transportation    of    cells    from    the    primary    tumor.     Whether 

*  Thornton,  Sieveking,  Pick,  Askanazy  (Case  I  and  II"),  Sigwart. 

t  Litten  and  Virchow  (?),  Lazarus,  Kramer,  Emanuel,  Ewald,  Wernitz, 
Saxer.     Case  IV,  Neuhauser  (Case  TI). 

t  In  Jung's  Case  I,  the  whitish  nodules  were  due  to  peri-  and  endarteritic 
thickening  of  vessels  and  not  to  new  growth.  In  Falk's  case,  metastases 
noted  at  the  operation  had  completely  disappeared  two  years  later. 

**  Litten  and  Virchow  (?),  Biermann  (?),  Emmanuel,  Gsell,  Ewald, 
Hicks  and  Targett  Case  I  (?).  Some  mclude  ihe  cases  of  Lazarus  and  01 
Falk. 
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these  cells  were  undifferentiated  cells,  analogues  of  the  blasto- 
meres,  which,  at  their  new  site,  developed  into-  the  various 
fetal  tissues  found,  or  whether  cell  masses  containing  the  three 
fetal  layers  were  carried  away,  is  purely  in  the  realm  of  specu- 
lation. Wilms"^^  was  able  to  produce  artificial  tumors  in  chickens 
by  injecting  macerations  of  very  young  chicken  embryos, 
the  tumors  contaming  feathers,  squamous  epithelium,  pigment, 
ciliated  epithelium,  bone  and  cartilage.  This  experimental 
result  speaks  strongly  in  favor  of  differentiation  after  trans- 
portation. Another  point  in  favor  of  this  same  contention 
is  the  fact  that  among  the  intraperitoneal  metastases  the  smaller 
ones  are  usually  simple  mesodermal  collection  of  cells,  while 
the  larger,  and  therefore  presumably  older  masses  are  more  often 
differentiated  into  complex  growths.  Steinert^^  reports  similar 
complex  retroperitoneal  gland  tumors  in  his  case  of  chorion- 
epitheliomatous  teratoma  of  the  testis,  and  Pupovac'""  found 
complex  deposits  in  the  cervical  lymph  nodes  secondary  to  a 
teratoma  of  the  neck. 

Ovarian  teratomata  it  would  therefore  appear  not  only 
recur  after  apparently  complete  removal,  but  also  produce 
metastases.  These  metastases  are  usually  mesodermal,  and 
are  ordinarily  confined  to  the  peritoneal  cavity ;  but  occasionally 
they  are  complex,  and  very  infrequently  both  complex  and  at  a 
distance.  The  derivation  of  teratomata,  however,  has  been 
traced,  in  a  previous  paragraph,  from  misplaced  latent  blasto- 
meres.  The  transition  cases  mentioned  in  the  literature, 
bridge  the  gap  between  solid  teratomata  and  the  more  com- 
plex and  more  regularly  arranged  dermoids.  Still  higher  in 
the  scale  we  come  to  the  true  fetus  in  fetu,  such  as  the  one 
found  in  the  mesentery  of  a  young  man  by  MaydeP^,  or  the 
atypical  case  of  Pye-Smith,^*  in  which  two  feet  (with  toes  and 
nails)  were  found  in  one  of  the  cysts  of  a  retroperitoneal  teratoma. 
Descending  in  the  scale  we  find  teratomata  with  but  two  or  even 
one  fetal  layer  represented;  for  example,  the  solitary  tooth 
noted  by  Saxer  (I.e.),  the  struma  ovarii  of  Pick^^  and  Wal- 
thard,®"  in  which  thyroid  tissue  is  the  main  or  even  sole  con- 
stituent of  the  tumor,  although  a  complex  origin  with  subsequent 
overgrowth  and  stifling  of  the  other  tissues  has  been  demon- 
strated. 

It  is,  therefore,  not  as  forced  a  conclusion  as  it  would  seem 
at  first  sight,  that  some  authors  are  inclined  to  apply  the  knowl- 
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■^st!lL"-Vlr  *'r  ''"'-■  °'  ^"P'^'^  *™°^=  *°  'he  so-called 
P    "-hL  .T'"T  '""°"'  '"'*'  ''  ^"""°"^  -"d  sarcoma. 

appeared  to  h  '°  "  '°  '"*'""*^  "^^^  ""  '"'^'^  ^^^^  °f  -hat 
.n  wh  h  1^"  ^^-^"--a  of  the  liver  really  was  a  teratoma, 
m  which  the  other  layers  had  been  suppressed.  If  all  this 
accumulation  of  evidence  is  to  bear  any  weight,  we  are  forced 
back  to  the  explanation  that  all  tumors,  simple  and  m  xed  are 
due  to  some  unknown  developmental  error.  The  stimuLs 
«h.ch  awakens  these  dormant  aberrant  cells  or  blastomererand 
a  ouses  them  to  activity,  is  hidden  from  our  know"!?'  but 
he  evidence  certainly  points  stronglv  against  any  singie  or 
specific  agent,  such  as  a  parasite.         '  ^ 

In  conclusion,  I  desire  to  thanl-  n,-   t    ,\ji      c 
op^nunity  of  studying  an^d^^o^Ing^  tlf  ^Irc^LTat 
to   acknowledge  my  indebtedness   to   Dr.    Herman    Adler  for 
the    microphotographs    which    illustrate    this  article. 
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SHOULD  THE  OVARIES  BE  REMOVED  WHEN  HYSTER- 
ECTOMY OR  REMOVAL  OF  THE   BODY  OF  THE 
UTERUS    IS    DONE?* 


BY 

J.  WESLEY  bovee,  M.D., 
Washington,  D.  C. 
Professor  of  Gynecology  in  the  George  Washington  University. 


Conservative  surgery  in  its  true  conception  is  one  of  the 
strongest  tenets  of  medicine.  Throughout  all  ages  the  sages 
have  counseled  it.  In  the  early  history  of  Medicine  surgery 
was  discountenanced  and  relegated  to  the  barber  or  the  more 
densely  ignorant  members  of  the  community.  All  the  infernal 
concoctions  that  could  be  conceived  by  the  imaginative  genius 
and  black  art  were  preferable  remedies. 

Surgery  has  had  to  fight  spiritedly  and  incessantly  for  ex- 
istence. Ovariotomy  was  the  cause  of  an  inestimable  amount 
of  outpouring  of  wrath  from  the  medical  profession,  while  the 
general  public  assumed  the  positions  of  spectator  and  of  sub- 
jects for  debate.  The  operation  gained  a  foothold,  and  to-day, 
as  done  for  large  cysts,  which  caused  the  professional  warfare, 
has  no  opponents.  Even  tapping  ovarian  cysts  is  practically 
never  known,  owing  to  the  realization  of  the  dangers  and 
lack  of  advantages  of  the  procedure  being  established,  to- 
gether with  the  great  success  attending  the  radical  operation 
for  these  neoplasms.  The  enthusiasm  created  by  the  success 
of  such  radical  surgery  caused  the  pendulum  to  sway  to  the 
opposite  extreme,  and  we  find  the  practice  of  Listerism  fol- 
low^ed  by  ruthlessness  in  removal  of  the  ovaries.  At  this  time 
came  the  thrilling  pelvic  pathology  of  Bernutz  and  Goupil 
which  led  to  an  appalling  onslaught  upon  the  uterine  appen- 
dages. A  few  advanced  and  sober  thinkers  gave  voice  to  oppo- 
sition to  such  surgical  sacrilege,  and  we  find  the  pendulum 
moving  rapidly  and  surely  to  the  other  extreme — to  the  so- 
called  conservative  ovarian  surgery. 

I  was  engulfed  in  this  overwhelming  sway,  havang  appeared 

♦Read  by  invitation  before  the  Gynecological  Section  of  the  Medica  land 
Chirurgical  Faculty  of  Maryland,  in  Baltimore,  Md.,  January  11,  1907. 
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in  the  field  of  gynecological  surgery  at  that  time.  1  was  so 
enthusiastic  that  on  one  woman  I  opened  the  abdomen  four 
times  for  pelvic  conditions,  the  first  being  a  conservative  one 
for  retroversion  and  adhesions,  the  second  being  for  an  ectopic 
pregnancy,  the  third  for  hematosalpinx  and  the  fourth  for  re- 
moval of  the  body  of  the  uterus  and  the  appendages,  which 
ended  the  trouble.  This  last  operation  should  have  been  the 
first.  I  have  receded  from  this  extreme  and  now  occupy  a 
middle  ground  that  I  will  attempt  to  explain  in  this  paper. 

According  to  my  conception  of  conservative  surgery  I  am 
now  advocating  it.  I  will  state  that  in  dealing  with  patho- 
logic processes  in  the  ovaries  the  paramount  result  sought 
should  be  health.  Next  should  be  the  restoration  or  preser- 
vation of  function,  and  of  less  importance  is  sentiment  regarding 
effects  of  disease  and  surgical  operation  upon  child-bearing 
women.  In  this  paper  I  cannot  attempt  to  fully  discuss  the 
subject  of  conservative  surgery  of  the  ovaries.  I  shall  consider 
only  the  question  of  removing  these  organs  when  the  functions 
of  the  uterus  are  to  be  abolished  by  removal  of  the  body  or 
the  whole  of  that  organ. 

The  subject  might  be  classified  as  follows: 

First  when  the  patient  has  advanced  beyond  the  fortieth 
year. 

Second,  w^hen  disease  that  is  or  may  become  malignant  is 
present  or  suspected  in  the  pelvic  structures  that  renders  hyster- 
ectomy advisable. 

Third,  suppurative  infections  of  the  uterus  and  appendages, 
and  fourth  and  lastly  all  other  conditions  for  which  such  partial 
or  complete  exsection  of  the  uterus  is  done. 

I  would  say  that  experience  and  scientific  research  have 
proven  that  the  ovarian  function  is  comparatively  of  small 
moment  after  the  fortieth  year  of  life.  The  consensus  of  opinion 
of  gynecologists  is,  I  believe,  that  ablation  of  the  appendages 
after  the  age  of  forty  years  is  not  to  be  limited  by  consideration 
for  the  ovarian  function.  Of  course,  very  exceptional  instances 
may  occur.  In  my  work  I  have  no  recollection  of  such  exception 
during  the  last  few  years.  That  is,  whenever  the  body  of  the 
uterus  is  removed  from  a  woman  of  forty  or  more  years  the 
appendages  should  not  be  retained.  I  am  aware  that  in  making 
this  statement  I  am  opposing  the  theory  of  the  manufacture  of 
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an  internal  secretion  of  the  ovary.  But  I  submit  that  other 
than  by  analogy  we  have  no  proof  of  such  ovari:  n  function. 
The  burden  of  proof  of  the  existence  of  such  secretion  lies  with 
advocates  of  the  theory.  In  the  case  of  the  suprarenal  and 
thyroid  glands  the  proof  is  conclusive.  Material  from  these 
glands  introduced  into  the  human  body  have  certain  definite 
influences.  So  certain  are  they  that  these  substances  have 
been  proven  to  have  positive  therapeutic  values.  Per  contra, 
substances  of  the  ovary  and  testicle  have  been  found  valueless 
from  a  therapeutic  standpoint,  so  far  as  I  am  informed.  I 
am  not  aware  of  any  reliable  evidence  that  such  substances 
have  been  found  of  value.  It  is  well  known  that  the  ovary 
undergoes  atrophy  after  the  menopause,  yet  the  advocates  of 
the  theory  that  these  organs  create  an  internal  secretion  for 
use  in  the  human  organism  state  that  the  menopause  cannot 
be  considered  as  the  end  of  such  elaboration.  To  me  it  seems 
unreasonable  to  assume  the  existence  of  such  endowment  in 
the  ovary.  I  beheve  the  influence  of  this  organ  upon  the 
general  system,  other  than  that  of  ovulation,  is  exerted  through 
the  nervous  system.  Surely  removal  of  the  ovaries  after  the 
menopause  has  not  been  found  to  have  any  appreciable  effect 
upon  the  individual. 

In  maUgnant  disease  of  the  uterus  in  which  extirpation  of 
that  organ  is  advisable  the  ovaries  as  well  as  the  Fallopian 
tubes  should  be  removed  in  all  cases.  This  dictum,  I  believe, 
is  not  mine  alone.  Probably  no  experienced  gynecologist  will 
take  exception  to  that  rule. 

In  the  third  class  we  find  a  large  range  of  opinion.  I  would 
by  no  means  be  understood  as  advocating  removal  of  the  ovaries, 
uterus  or  even  Fallopian  tubes  in  all  cases  of  suppurative  in- 
fections of  the  uterus  or  appendages.  It  has  been  satisfac- 
torily demonstrated  that  in  a  large  percentage  of  such  cases 
drainage  through  the  vagina  symptomatically  cures  them, 
though  sterihty  may  result  from  the  infection  and  never  be 
cured.  In  the  remainder  will  be  those  of  multiple  pus  col- 
lections in  the  tubes  or  ovaries;  marked  endometritis  with 
retroversion  and  adhesions  of  the  uterus  and  the  appendages, 
prolapsed  and  fixed,  the  tubes  impervious  and  the  ovaries 
buried  in  adhesions  and  markedly  sclerocystic  or  perhaps 
studded  with  hematomata.  Any  of  these  conditions  accom- 
panied by  notable  symptoms  justify  surgical  procedure.    Should 
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the  ovaries  be  but  little  changed  in  macroscopical  appearance 
and  particulariy  if  freely  movable  they  should  not  be  removed 
though  the  tubes  and  uterus  be  exsected.  But  in  my  exper- 
ience ovaries  that  are  considerably  modified  by  infections  so 
that  fatty  degeneration  of  the  walls  of  their  bloodvessels  is 
evidenced  by  many  hemorrhagic  infarcts,  and  particularly  if 
the  surfaces  be  ragged  from  the  separation  of  adhesions;  if 
marked  cystic  degeneration  be  present  or  pus  from  gonococcic 
or  mixed  infection  be  pocketed  in  one  or  both  ovaries  I  do 
the  best  for  my  patients  by  removing  them  with  the  tubes, 
if  involved,  and  particularly  if  the  uterine  function  is  negatived 
by  partial  or  complete  hysterectomy.  Of  course  exceptions 
to  this  rule  occur. 

ATor  am  I  prepared  to  admit  the  correctness  of  the  text  book 
statement  that  the  intensity  of  the  artificial  menopause  is  as 
great  in  the  removal  of  such  diseased  ovaries  as  of  normal 
ones.  That  it  is  greatest  in  young  women  I  admit.  This  is 
equally  as  well  recognised  in  the  effects  of  splenectomy  in  the 
young  and  old.  But  it  is  fully  as  well  known  that  in  proportion 
to  the  degree  of  pathologic  changes  in  the  removed  spleen  is 
the  mildness  of  the  subsequent  train  of  symptoms. 

The  fourth  class  of  cases  furnish  us  a  better  opportunity  for 
discussion  of  the  title  of  our  paper,  though  much  that  has 
been  said  applies  equally  well  here.  The  principal  indication 
for  removal-  of  the  uterine  body  or  the  whole  organ  is  fibro- 
mata. Here  is  presented  a  fair  field  for  discussion.  In  the 
first  place  through  the  very  careful  and  prodigious  work  of 
C.  P.  Noble  and  a  fev/  others  the  fact  is  demonstrated  that 
five  per  cent,  of  the  consecutive  cases  of  fibroids  of  the  uterus 
that  come  to  operation  and  studied  microscopically,  malig- 
nant disease  of  the  corporeal  mucosa,  of  the  tumor  or  of  the 
cervix  was  present  at  the  time  of  the  operation  or  developed 
later  in  the  stump.  Certainly  this  showing  relatively  indicates 
ablation  of  the  appendages.  In  about  30  per  cent,  there  were 
marked  complication  in  the  appendages — such  as  adhesions, 
degenerations,  chronic  inflammations,  malignant  growths, 
papillomatous  or  dermoid  ovarian  cysts.  In  most  of  these 
ablation  of  the  appendages  would  seem  to  be  demanded.  I 
have,  in  a  number  of  instances,  found  an  apparently  normal 
ovary  containing  a  papilloma  in  its  center  when  its  fellow  was 
the  seat  of  marked  papillomatous  growths.     I  now  follow  the 
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practice  of  removing  such  ovaries  under  such  conditions,  know- 
ing well  that  I  am  fully  without  the  realm  of  the  so-called 
conservatism.  I  do  not  consider  such  operation  so  simple  that 
patients  can  be  Hghtly  made  liable  to  a  second  like  operation. 
We  must  consider  the  morbidity — the  suffering,  as  well  as  the 
mortality.  I  believe  the  best  interests  of  the  patient  are  better 
subserved  by  removing  such  second  ovary  at  the  same  sitting 
than  by  leaving  it,  in  the  face  of  the  fact  that  the  disease  is 
usually  bilateral. 

On  the  contrary,  I  do  not  think  in  removal  of  the  uterus 
for  procidentia  and  marked  elongation  or  as  a  preliminary  to 
radical  operation  for  rectal  cancer  the  normal  ovaries  should 
be  removed.  Last  week,  however,  an  experience  emphasized 
the  necessity  for  careful  inspection  of  such  uteri  before  finishing 
the  hysterectomy.  In  a  woman  of  55  years  about  three  inches 
of  a  uterus  measuring  5  inches  in  depth  was  protruding  from  the 
vulva.  After  removing  the  uterus  per  vaginam  it  was  bisected, 
and  at  the  fundus  a  mass  of  carcinoma  was  seen  and  the  appen- 
dages removed  at  once.  No  symptoms  of  the  growth  were 
present. 

In  closing,  I  would  say: 

1.  The  existence  of  an  ovarian  secretion  has  not  been  proven 
and  therefore  should  not  act  as  a  bar  to  oophorectomy. 

2.  That  in  all  cases  of  removal  of  the  uterus  or  its  body  for 
disease  in  women  of  more  than  40  years  the  ovaries  had  best 
be  removed. 

3.  That  as  five  per  cent,  of  malignancy  exists  in  the  cases 
of  uterine  fibroids  brought  to  operation,  and  in  30  per  cent, 
marked  comphcations  of  the  appendages  are  present,  leaving 
in  the  ovaries  when  the  uterus  or  its  body  is  removed  for  such 
condition  is  hazardous  to  the  future  well  being  of  the  patient. 

4.  That  in  malignant  disease  of  the  uterus  in  which  radical 
surgery  is  indicated  removal  of  both  ovaries  is  imperative. 

5.  The  indications  for  removal  of  the  ovaries  when  partial 
or  complete  hysterectomy  is  done  are  increasing  instead  of 
diminishing. 

6.  That  when  ovarian  growths  of  a  bilateral  nature  com- 
plicate the  hysterectomy  both  ovaries  should  be  removed, 
though  one  seems  normal. 

The  Rochambeau,  815  Connecticut  Avenue. 


JOHNSON:       REPORT    OF    GYNECOLOGICAL    SERVICE.  38 1 


REPORT    OF    THE    GYNECOLOGICAL    SERVICE    IN 
THE     GEORGETOWN     UNIVERSITY     HOSPITAL 
FROM    ITS   OPENING   UNTIL   THE    PRESENT 

TIME.* 


BY 

JOSEPH  TABER  JOHNSON.  M.D., 
Washington,  D.  C. 

Gynecologist  to  the  Hospital. 


In  this  paper  a  very  brief  report  will  be  made  of  the  groups  of 
Operations,  abdominal  and  gynecological,  which  have  been 
done  by  the  writer  in  his  service  in  the  Georgetown  University 
Hospital  from  the  date  of  its  opening  until  the  present  time, 
a  period  of  about  seven  years,  and  certain  questions  will  be 
presented  for  discussion 

It  has  been  difficult  to  be  certain  of  the  name  of  the  operator 
in  all  cases,  as  the  earlier  records  of  the  hospital  were  not  so 
complete  as  they  became  subsequently,  and,  while  most  points 
of  interest  were  recorded,  the  name  of  the  surgeon  doing  the 
operation  was  frequently  omitted.  Yet  leaving  out  of  the  cal- 
culation all  operations  done  during  the  summer  vacations 
and  all  those  of  other  operators  there  still  remains  on  record 
as  done  by  myself  311  operations  during  the  time  above  men- 
tioned. 

While  we  did  not  do  much  gynecology  in  so  small  a  hospital, 
'  n^v  thirty  beds,  for  the  first  few  years,  after  its  enlargement 
to  one  hundred  beds,  the  work  gradually  increased,  and  while 
the  number  stated  is  considerably  within  the  limits  of  the  actual 
truth,  they  will  serve  perhaps  for  the  purpose  of  this  paper 
and  have  been  tabulated  as  follows: 

No.  Results.  Remarks. 

Ovariotomy 16   15  recovered,  i  died.  82     years     old,     of 

shock. 

Salpingo-oophorectomy 67   66  recovered,  i  died.  6  were  double. 

Hysterectomy     for    fibroid 

tumor i6  15  recovered,  i  died.  Pulmonary  embo- 
lism 6  weeks  after 
operation. 

*Read  before  the  Washington  Obstetr'cal  and  Gynecological  Society, 
November  16,  1906. 


382  JOHNSON-       REPORT    OF    GYNECOLOGICAL    SERVICE. 

No.  Results.  Remarks. 

Vaginal    hysterectomy    for 

cancer 16   14  recovered,  2  died. 

Vaginal    hysterectomy  not 

for    cancer 6     6  recovered. 

Myomectomy     for     fibroid 

tumor 3  Recovered. 

Appendectomy 9  Recovered. 

Dilating  and  cureting 42   Recovered. 

Perineorraphy 15   Recovered. 

Trachelorraphy 32   Recovered. 

Breast  amputations 12  Recovered. 

Hemorrhoids 13  Recovered. 

Urethral  caruncles 2   Recovered. 

Pelvic  abscess 6  Recovered Vaginal    operation 

with  I  and  D. 

Cesarean  section i   Died. 

Fistula  in  ano 2   Recovered. 

Ovarian  tumor i   Recovered With  twisted   ped- 

cle  and  periton- 
itis. 

Ventral  hernia 3  Recovered. 

Cystocele  alone i   Recovered. 

Cervix  dilated  for  dysmen- 
orrhea       9  Recovered Without  cureting. 

Ventral  suspension 22   21  recovered,  i  died.  2  for  procedentia. 

Removal  extra  uterine  preg- 
nancy       4  Recovered. 

Removal  intrauterine  polyp     5   Recovered For  hemorrhage. 

Removal  coccjrx 3  Recovered. 

Removal  vulvo  vaginal 

gland  abscess 3   Recovered Under  ether. 

Nephrorraphy 2   All  recovered For  floating  kidney. 


3" 


311  operations  with  7  deaths;  142  were  abdominal  opera- 
tions with  5  deaths.  28  vaginal  hysterectomies  and  pelvic 
abcesses,  with  2  deaths. 

In  a  number  of  cases  several  operations  were  performed 
upon  the  same  patient  at  one  sitting,  for  example,  dilatation  and 
curettage  of  the  uterus,  trachelorraphy — anterior  and  posterior 
colporrhaphy  and  ventral  suspension.  This  was  always  done 
either  with  the  consent  of  the  patient  to  each  operation  or  she 
made  a  general  request  that  everything  be  done  which  in  the 
judgment  of  the  operator  was  necessary  to  restore  her  to  health 
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and  save  her  from  the  necessity  of  having  to  go  through  such  a 
trying  ordeal  again. 

In  several  instances  it  was  not  considered  safe  to  retain  the 
patient  under  the  anesthetic  sufficiently  long  to  complete  so 
many  operations,  but  so  far  as  I  can  remember  no  harm  ever 
resulted  from  what  was  done. 

It  will  be  noticed  that  the  greater  portion  of  this  work  was 
what  is  classed  as  minor  surgery,  and  Hkely  to  be  followed  by 
very  little  surgical  shock. 

It  was  the  custom  when  I  first  began  to  operate,  if  the  cervix 
and  perineum  both  had  to  be  repaired,  to  sew  up  the  lacerated 
cervix  first  and  then  wait  for  six  weeks,  or  until  the  patient 
had  thoroughly  recovered  from  this  operation,  and  then  do  the 
perineorraphy.  There  was  another  reason  for  this  delay,  for 
we  usually  followed  the  practice  of  Emmet  in  the  use  of  silver 
wire  sutures,  and  we  could  not  safely  remove  these,  if  both 
operations  were  done  at  the  same  sitting,  until  the  perineum 
had  become  so  thoroughly  and  strongly  healed  as  to  permit  the 
use  of  a  Sim's  speculum  without  the  risk  of  tearing  it  open. 
Since  we  have  been  using  aseptic  absorbable  sutures  in  the  cervix 
and  anterior  vaginal  wall  we  are  safely  repairing  the  ruptured 
perineum  at  the  same  time. 

It  seems  quite  different  to  me  when  we  come  to  the 
question  of  multiple  operations  within  the  abdomen.  The  danger 
is  greater  and  the  responsibility  is  greatly  increased.  When  the 
patient  is  willing  to  share  the  responsibility  the  question  is 
somewhat  simphfied.  I  have  never  been  able  to  beHeve  that 
it  was  quite  right  without  the  knowledge  or  consent  of  the 
patient  to  make  the  very  extensive  explorations  of  the  abdom- 
inal viscera  which  have  been  recommended  by  some  good  sur- 
geons after  the  completion  of  the  only  operation  they  had  been 
authorized  to  perform.  The  passage  of  the  hand  and  arm  into 
the  upper  part  of  the  peritoneal  cavity  for  the  purpose  of  pal- 
pating the  gall-bladder,  bile  ducts,  stomach,  spleen,  pancreas, 
and  kidneys,  is  a  practice  which  cannot  always  be  free  from 
additional  risk.  The  plea  that  experience  is  gained  thereby, 
and  that  sometimes  an  unexpected  gallstone  is  found,  or  floating 
kidney  discovered,  has  never  quite  convinced  my  conscience 
that  the  end  justified  the  means.  If  some  pathological  con- 
dition were  thus  diagnosed  by  an  inexperienced  abdominal 
surgeon  he  might  not  find  himself  equipped  either  mentally  or 
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surgically  to  deal  at  once  with  the  grave  complication  before 
him,  and  the  patient  would  then  have  been  submitted  to  un- 
necessary risks  without  receiving  any  compensatory  benefits. 
In  a  very  limited  number  of  the  cases  above  reported  the  ver- 
miform appendix  was  found  so  adhered  to  fibroid  or  ovarian 
tumors  or  pus  tubes  that  its  coincident  removal  was  considered 
a  necessary  part  of  the  operation.  To  have  left  the  injured 
appendix  would  have  been  as  bad  surgery  as  to  leave  a  torn 
bowel  unsutured,  or  a  lacerated  bladder  or  ureter  unrepaired. 
I  have  never  been  able  to  feel  that  it  was  right,  however,  to 
remove  what  appeared  to  be  a  healthy  appendix  when  I  had 
opened  the  abdomen  for  the  correction  of  some  other  condition 
which  was  threatening  the  life  of  a  patient. 

I  am  perfectly  well  acquainted  with  the  views  and  practice 
of  a  number  of  the  distinguished  members  of  this  and  other 
gynecological  societies  in  regard  to  their  removal  of  the  healthy 
appendix  when  the  abdomen  has  been  opened  and  the  oppor- 
tunity presented,  and  their  arguments  in  favor  of  this 
practice.  To  those  who  have  not  followed  the  discussion  of 
this  subject  I  will  briefly  state  that  the  two  chief  arguments  are 
that  by  its  removal  the  patient  is  relieved  of  the  remotely  possible 
danger  of  future  appendicitis  and  the  operation  for  its  subsequent 
removal,  and  secondly  that  its  removal  affords  the  tyros  in 
abdominal  surgery  an  opportunity  to  literally  get  and  keep 
their  hands  in  this  kind  of  work  and  to  gain  experience  in  appen- 
dectomy. It  is  further  argiied  in  its  favor  that  it  is  a  useless 
organ,  that  the  patient  won't  miss  it,  and  that  patients  generally, 
when  they  learn,  some  time  after  their  recovery,  that  it  has  been 
removed  are  glad  they  can  never  have  appendicitis.  I  must 
say  that  none  of  these  arguments  appeal  to  me  in  the  slightest 
degree  in  the  absence  of  a  request  from  the  patient  that  it  be 
removed,  or  a  general  authority  to  do  whatever  the  surgeon 
thinks  best. 

It  does  not  seem  to  me,  even  then,  that  he  is  authorized  to 
remove  healthy  organs,  for  fear  they  might  some  time,  in  the 
dim  and  misty  future,  become  diseased.  If  the  patient's  death 
should  be  fairly  attributed  to  this  additional  operative  work  I 
doubt  very  much  if  her  or  his  family  or  friends  would  consider  the 
general  authority  given  just  previous  to  the  operation  above 
mentioned  to  have  covered  what  might  appear  to  them  the 
useless  removal  of  a  perfectly  healthy  organ. 
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The  argument  that  it  might,  and  in  a  few  rare  instances  has, 
become  so  diseased  as  to  require  removal  might  as  logically 
be  applied  to  the  ablation  of  other  healthy  organs  when  the 
opportunity  presents  itself  on  the  operating  table.  This 
surgically  attractive  but  humanely  fallacious  argument  might 
be  just  as  well  appHed  in  favor  of  the  gall-bladder  w^hile  the 
abdomen  was  open,  because  so  many  thousand  people  suffer 
from  gallstones,  or  from  infected  bile. 

This  argument  should  hold  just  as  good  for  the  removal  of 
the  other  and  healthy  breast  when  one  had  just  been  excised 
for  the  cure  of  malignant  disease — for  fear  it  too  might  some 
day  become  malignant  also.  Indeed  I  think  there  are  a  great 
many  more  cases  w^here  the  remaining  breast  has  subsequently 
required  removal  than  there  are  where  an  appendix,  healthy 
at  the  time  of  a  laparotomy,  has  required  a  second  operation 
later  on.  I  am  not  sure  a  logician  would  not  say  the  removal 
of  a  healthy  breast  was  justifiable  by  way  of  prevention  of  cancer 
whenever  the  opportunity  offered,  if  the  removal  of  the  healthy 
appendix  was  logically  correct.  Not  to  prolong  the  discussion 
of  this  point  I  will  only  say  that  I  am  not  alone  in  the  opposition 
of  this  question.  It  will  be  remembered  that  Kelly  has  reported 
in  his  book  on  the  Vermiform  Appendix  and  elsewhere,  that  he 
wrote  to  sevent}^  surgeons  for  their  views  on  the  removal  of  the 
healthy  appendix  when  they  had  the  abdomen  open,  as  a  pro- 
phylactic measure,  and  he  states  that  forty-four  surgeons  con- 
sulted wxre  against  its  removal  under  the  conditions  stated, 
w^hile  twenty-six  were  in  favor  of  always  removing  it. 

Kelly  adds  that  his  owm  opinion  agrees  with  the  majority. 
He  denounces  as  "absurd,"  "unjustifiable"  and  "without 
excuse"  the  proposition  made  in  March,  1900,  that  normal 
prophylactic  appendectomy  should  be  performed  upon  children 
as  a  matter  of  routine  in  order  to  insure  them  against  appen- 
dicitis. On  the  same  ground,  I  have  never  favored  the  routine 
practice  of  circumcising  all  male  children  as  a  prophylactic 
measure. 

At  a  recent  meeting  of  the  American  Gynecological  Society 
the  discussion  of  this  subject  was  quite  spirited  on  both  sides. 
Some  saying  they  always  removed  it  when  opportunity  offered, 
and  others  that  they  never  did  and  never  would  unless  it  was 
diseased  or  injured  during  the  operation.  Dr.  Goffe  said,  in 
the  discussion  above  referred  to,  "that  he  wished  to  add  his 
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testimony  to  that  of  the  fighting  minority  who  beHeved  that 
the  healthy  appendix  should  not  be  removed  after  operating  for 
some  other  purpose."  He  said  no  man  who  had  taken  out  a 
healthy  appendix  could  prove  that  he  had  in  any  way  benefited 
his  patient.  He  believed  this  organ  might  some  day  be  found 
to  have  a  useful  function.  He  referred  to  the  oft-repeated 
statement  that  50  per  cent,  of  the  supposedly  healthy  appen- 
dices which  had  been  removed  had  been  found  upon  micro- 
scopic examination  to  be  diseased,  and  said  that  if  this  disease 
can  only  be  established  by  the  minute  revelations  of  the  micro- 
scope, then  we  may  safely  say  it  is  theoretical.  It  is  a  laboratory 
disease  which  has  no  practical  importance,  and  he  asks  how 
many  livers  or  kidneys  subjected  to  the  same  kind  of  exam- 
ination would  be  found  perfectly  healthy,  yet  they  give  rise  to 
no  symptoms,  and  we  do  not  take  them  out! 

He  declared  this  unnecessary  operation  was  not  free  from 
danger  and  reported  two  deaths,  one  his  own  case  which  was 
clearly  due  to  the  operation  on  the  appendix.  He  closed  his 
speech  by  saying  this  may  happen  to  any  one  of  \^ou  at  any 
time,  so  I  say  there  is  positive  danger  in  removing  a  healthy 
appendix,  and  I  do  not  believe  any  man  is  justified  in  doing 
it,  and  any  man  who  does  it  without  the  consent  of  the  patient 
is  liable  to  serious  consequences.  Dr.  Harris,  in  this  same 
disctission,  reported  two  cases  of  serious  hemorrhage  following 
the  simple  operation  of  removing  the  appendix;  one  was  fatal 
and  the  other  would  have  been  but  for  his  timely  reopening  the 
abdomen  and  arresting  the  bleeding.  In  closing,  "he  wished 
to  strongly  raise  his  voice  against  removing  perfectly  healthy 
appendices." 

Two  of  those  favoring  prophylactic  appendectomy  whenever 
they  had  the  abdomen  open  for  other  purposes,  said  they  had 
their  patients  sign  a  paper,  giving  their  consent  to  the  removal 
of  an3^thing,  and  have  it  witnessed,  so  as  to  be  forearmed  against 
any  legal  proceedings. 

Of  the  311  operations  reported,  172  were  abdominal,  in- 
cluding pelvic  operations  through  the  vagina,  and  the  two 
kidney  operations. 

In  the  abdominal  operations  we  had  the  only  deaths,  and 
they  numbered  7  ;  one  was  an  old  lady,  82  years  of  age,  who  never 
rallied  from  the  anesthetic;  shock  probably  had  something  to  do 
with  the  fatal  result.     One  of  the  67  cases  of  salpingo-oophor- 
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ectomy  died,  the  case  I  reported  at  the  last  meeing  of  our  society, 
where  an  abscess  had  discharged  through  the  adherent  bowel. 
Though  this  bowel  opening  was  carefully  repaired  the  patient 
died  of  a  general  septic  peritonitis. 

One  of  the  i6  cases  of  supravaginal  hysterectomy  for  fibroid 
tumors  died;  2  vaginal  hysterectomy  cases  died  of  peritonitis, 
whether  septic  or  not  the  records  do  not  show.  The  Cesarean 
section  died  of  sepsis.  This  patient  may  have  been  septic  when 
she  entered  the  hospital.  She  had  been  in  labor  two  days  and 
had  a  pulse  of  120  before  the  operation.  She  had  been  examined 
many  times  and  her  bed  and  night  clothes  were  filthy  and  foul 
smelling. 

The  child  was  dead  born,  and  as  the  skin  readily  peeled 
off  its  feet,  had  been  dead  at  least  twenty-four  hours.  I 
stitched  up  the  uterine  incision  with  catgut.  I  have  always 
regretted  that  I  did  not  use  silk  at  least  in  the  Lembert  sutures 
in  the  peritoneum.  She  did  well  for  two  days.  The  third  day 
she  suddenly  became  profoundly  septic  and  died  before  night. 

One  of  the  twenty-two  operations  for  ventral  suspension 
was  fatal  on  the  third  day — we  never  could  tell  exactly  why. 
She  had  none  of  the  characteristic  symptoms  of  peritonitis  or 
sepsis.  Though  her  bowels  never  moved  she  presented  no  other 
symptoms  of  intestinal  obstruction.  We  learned  later  on  that 
she  was  an  opium  fiend  and  also  had  the  drink  habit;  as  she 
got  no  opium  or  whiskey  after  the  operation  we  thought  her 
collapse  might  have  been  due  to  their  too  sudden  withdrawal. 
Dr.  Joseph  Price  told  me  of  a  similar  case  and  similar  result  in 
his  hospital.  "VVe  have  then  7  deaths  in  172  abdominal  opera- 
tions, or  a  mortaht}^  of  2t\  per  cent.,  one  of  these  deaths 
was  due  to  pulmonar}'  embolism  six  weeks  after  operation, 
when  the  patient  had  apparently  recovered  from  supravaginal 
hysterectomy  for  the  removal  of  a  large  fibroid  tumor.  She 
had  her  things  on  and  was  about  to  start  for  home  when  she  was 
suddenly  seized  with  severe  pain  in  the  region  of  her  heart,  with 
painful  breathing,  and  died  in  half  an  hour. 

These  hospital  operations  were  done  with  the  constant  handi- 
cap of  more  or  less  inefficient  assistants  and  nurses,  but  no  more 
so  in  this  particular  hospital  than  in  all  similar  institutions 
where  the  internes  and  nurses  are  constantly  being  changed 
about  from  one  service  to  another  every  three  months,  and  a 
new  lot   altogether  taking    their    places    after    a    year's    ser- 
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vice.  This  is  all  right  so  far  as  the  young  doctors  are  concerned. 
They  could  not  reasonably  be  expected  to  give  up  any  more 
time  to  unremunerative  labor,  but  at  the  same  time  it  is  very 
hard  on  the  operators  to  be  constantly  breaking  in  and  training 
new  men,  especially  as  regards  his  chief  assistant,  the  anesthetizer 
and  the  operating  room  nurse.  It  would  be  much  better  for 
the  surgeon  and  patient  if,  like  Tennyson's  brook,  "internes 
may  come  and  internes  may  go,  but  these  three  stay  on  forever." 

The  abdominal  operations  were  all  done  without  rubber  gloves, 
and  the  suture  material  used  in  hgating  large  vessels  was  always 
silk,  yet  the  percentage  of  mortality  does  not  appear  to  have 
been  above  that  occurring  in  the  practice  of  those  surgeons 
who  never  use  the  one,  and  always  use  the  other. 

I  do  not  mean  for  a  moment  to  criticise  any  who  operate  b}'' 
a  method  different  from  the  one  I  usually  follow,  and  I  would 
not  for  a  moment  contend  that  mine  was  the  only  true  way, 
any  more  than  I  would  admit  that  theirs  was  the  only  true  way. 
I  have  frequently  contended  that  methods  had  very  little  to 
do  with  the  success  of  surgical  operations,  that  it  was  the  man 
behind  the  method  who  conquered  the  enemy.  I  have  never 
believed  in  nor  been  willing  to  be  governed  by  fixed  rules.  No 
two  cases,  no  two  women,  and  no  two  surgeons  are  exactly  alike 
and  no  one  rule  can  be  always  exactly  followed  in  successfully 
dealing  with  these  dissimilar  situations.  The  one  grand  principle 
of  surgical  cleanliness  must  always  be  followed,  and  in  addition 
to  that  the  patient  is  entitled  to  the  operator's  best  efforts. 
If  a  man  clings  to  antiquated  methods  from  pride  of  opinion 
or  mere  obstinacy  he  should  be  relegated  to  the  seats  of  the 
back  numbers,  provided  his  results  are  not  equal  to  those  who 
follow  newer  and  different  methods.  We  all  believe  in  progress 
and  improvement,  but  it  does  not  follow  that  every  change 
proposed  or  modification  attempted  is  really  in  line  of  per- 
manent improvement. 

How  often  do  we  hear  men  say  that  they  have  tried  the  modifi- 
cation or  new  operation  because  some  very  progressive 
surgeon  had,  but  had  so  little  success  with  it  that  they  have 
abandoned  it  and  returned  to  familiar  paths.  Some  men  are 
still  sewing  up  lacerations  of  the  cervix  and  perineum  with 
silver  wire,  and  others  are  fastening  their  sutures  with  per- 
forated and  clamped  shot,  instead  of  twisting  their  silver  wire 
or  tying  their  cat-gut  sutures.  Yet  it  is  not  so  much  the  method 
as  it  is  the  man.     They  both  succeed. 
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I  saw  Lawson  Tait  make  part  of  his  record  of  138  salpingo- 
oophorectomies  without  a  death.  This  was  the  most  wonderful 
report  ever  made  at  the  time  in  abdominal  surgery,  no  one 
had  ever  equaled  him  at  that  time,  and  few  have  surpassed 
him  since,  and  yet  he  always  used  silk  ligatures  and  never  used 
rubber  gloves.  It  w^as  not  the  method,  it  was  the  man.  He 
certainly  could  have  done  no  better  with  catgut  and  gloves 
than  he  did  without  them.  I  saw  his  confreres  operating  in 
Edinburgh  and  London  under  dense  clouds  of  carbolic  spray, 
after  the  use  of  a  prolonged  and  elaborate  antiseptic  cleansing 
of  everything  connected  with  the  operation,  and  with  results 
not  so  good  as  Tait,  who  used  nothing  but  brow^n  soap,  a  nail 
brush,  and  hot  water  drawn  from  the  tap.  He  attained  his 
surgical  cleanliness  by  simple  methods.  The  clouds  of  carbolic 
spray  were  found  later  on  to  do  more  harm  than  good,  and 
were  abandoned.  The  same  is  true  of  other  methods  of  at- 
taining what  w^e  call  now  the  condition  of  asepsis.  Great 
efforts  were  once  made  to  kill  germs  which  we  think  now  do 
not  need  kilHng  as  they  do  no  particular  harm.  A  little  sterile 
pus,  or  blood  or  fluid  in  the  peritoneal  cavity  used  to  alarm 
us,  and  led  us  to  endless  washing  and  mopping  to  get  rid  of 
every  vestige  of  it;  now  we  know  that  these  efforts  did  vastly 
more  harm  than  good  to  the  sensitive  peritoneum;  now  we 
try  to  increase  the  resisting  forces  of  the  patient  and  leave 
the  phagocytes  and  leucocytes  to  fight  out  the  battle  after 
closing  the  abdomen.  I  do  not  oppose  the  use  of  catgut  hgatures 
since  we  have  methods  of  rendering  them  safely  sterile  without 
destroying  their  strength  or  staying  power.  We  did  not  formerly 
have  cumaHzed  or  formalized  or  cromicized  catgut,  and  we 
not  infrequently  had  reports  from  surgeons  of  fatal  infections 
from  unsterile  material  or  fatal  internal  or  alarming  hemor- 
rhages from  the  slipping  off  or  too  early  absorption  of  catgut 
ligatures.  At  a  medical  convention  in  Richmond  not  ten 
years  ago  I  heard  Kelly,  of  Baltimore,  say  that  he  had  lost 
three  patients  in  one  week  from  the  use  of  vrhat  they  after- 
wards found  was  infected  catgut  in  the  abdominal  cavity. 
He  said  he  would  never  use  catgut  again,  but  he  has  been  using 
it  cumalized  for  some  time. 

I  have  had  a  few  stitch  hole  abscesses  and  sinuses  leading 
down  to  the  ligature  which  were  probably  due  to  the  use  of 
silk,  which  became  infected,  though  they  might  have  occurred 
with  any  other  kind  of  ligature. 
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I  once  ligated  a  very  soft  and  pliable  pedicle  with  a  double 
quantity  of  silk  in  a  case  of  ruptured  tubal  pregnancy.  The 
hemorrhage  had  been  great,  the  woman  was  in  an  exhausted 
state,  bordering  on  collapse,  and  I  was  very  anxious  to  prevent 
any  further  loss  of  blood.  In  this  I  succeeded  and  she  made  a 
good  recovery,  but  a  long  time  afterwards  she  was  treated 
ineffectually  for  cystitis  by  another  physician  and  finally  came 
back  to  me,  and  I  discovered  a  stone  in  her  bladder.  As  I 
am  a  gynecologist,  and  do  not  cut  for  stone,  I  turned  her  over 
to  Dr.  Vaughan  for  operation.  In  the  center  of  the  stone 
which  he  removed  he  found  my  doubled  silk  ligature  with 
its  knot  in  a  good  state  of  preservation.  The  patient  has  since 
been  perfectly  well.  The  stump  had  undoubtedly  formed  an 
adhesion  to  the  bladder  and  the  usually  large  ligature  must 
have  ulcerated  through  the  walls  and  urinary  deposits  formed 
around  it,  producing,  finally,  the  stone  removed  and  causing 
her  troublesome  symptoms.  This  is  the  worst  result  occurring 
in  the  neighborhood  of  three  thousand  abdominal  operations 
in  which  I  have  used  silk  in  ligating  large  vessels.  To  offset 
these  rather  minor  complications  from  the  use  of  silk  I  have 
heard  of  quite  a  number  of  deaths  from  the  use  of  infected  or 
inefficiently  sterilized  catgut,  and  others  from  the  slipping 
or  too  early  absorption  of  catgut  ligatures.  We  hear  of  the 
failure  of  operations  also  from  this  latter  cause.  Some  have 
been  reported  to  this  society.  The  catgut  gave  way  before 
the  object  of  its  use  had  been  attained,  and  the  patient 
suffered. 

The  most  recent  text-books  are  by  no  means  a  unit  in  recom- 
mending the  exclusive  use  of  catgut  or  any  absorbable  ligature. 

The  kind  of  suture  and  ligature  material  is  left  to  the  pre- 
selection of  the  operator,  so  long  as  whatever  is  used,  is  made 
and  kept  as  sterile  as  possible  during  the  operation. 

A  quotation  from  two  or  three  recently  issued  text-books 
on  gynecology  will  illustrate  my  point.  Thus  Wenck,  in  giving 
directions  for  the  ligation  of  the  pedicle  in  abdominal  oophorec- 
tomy in  the  chapter  on  that  subject  in  Dover's  book  on  the 
practice  of  Gynecology,  page  580,  says,  "Catgut  or  silk  ligatures 
as  the  operator  prefers  are  now  used."  Garrigues  in  the  last 
edition  of  his  text-book  says,  "it  is  a  great  advantage  to  use 
absorbable  ligatures  for  the  large  vessels  in  the  abdominal 
cavity,  but  for  certain  purposes  silk  is  better." 
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Werder  in  his  chapter  on  the  technique  of  abdominal  opera- 
tions in  Bove6's  Gynecology  says  when  describing  the  proper 
method  of  closing  the  abdominal  wound,  "it  may  be  done  either 
by  the  en  masse  or  by  the  continuous  tier  suture."     He  says 
either  method  has   many  advocates  and  he  has  employed  them 
both,  but  after  se^'e^al  years'  trial  has  adopted  the  through-and- 
through  method  for  the  reason  that   catgut,   no  matter  how 
prepared,  is  never  absolutely  reliable,  and  may  give  way  before 
union  is  perfect.     This  was  shown  by  an  experience  with  thi= 
method  in  a  case  in  which  the  intestines  were  found  lying  or 
the  abdomen  after  the  fourth  day,  although  chromicized  catgut 
was  used.     He  says  kangaroo  tendon  is  not  quite  so  objectionable 
For    his    through-and-through    sutures    he   uses    silkworm    gut 
Penrose,  whose  text-book  is  considered  a  standard,  says,  in  his 
chapter  on  "Technique  of  Gynecological  Operations,"  page  476, 
that  three  sizes  of  twisted  silk  are  used  for  suture  and  ligature, 
heavy   silk    for    ligature     of    large    arteries,    medium    silk    for 
ligature  of  the  smaller  vessels  and  for  various  suturing  in  the 
abdomen,    fine   silk   for   peritoneal   and   intestinal   suture.     He 
says  also  that  catgut  is  sometimes  employed  for  ligature  and 
suture.     The  difficulty  of  securing  certain  sterilization  makes 
it  advisable  to  avoid  using  this  material  within  the  peritoneal 
cavity.     Sterilized    silk   is    so    certain!}^    absorbed   in    all    cases 
and  is  so  easily  employed  that  he  has  given  up  the  use  of  catgut 
within  the  peritoneum.     I   have  introduced    these     quotations 
because   I   have  been  criticised  for  using  silk  ligatures.     I   do 
not  criticise  others  for  using  catgut — from  their  success  with  it 
they   will   probably   continue   to   use   it,   unless   some   of   these 
accidents   which   have     happened   to    others   happen   to   them, 
when  they  will  probably  make  some  change. 

I  have  seen  Joseph  Price,  who  is  one  of  the  most  successful 
of  abdomiinal  surgeons,  use  silk  constantly  in  his  abdominal 
work.  I  have  seen  Kelly  and  Halsted  use  it  in  the  peritoneal 
cavity,  and  Baer,  who  originated  the  operation  for  supravaginal 
hysterectomy,  which  we  all  perform,  told  me  recently  in  the 
presence  of  Doctors  Fry  and  Stone,   that  he   always  used  silk 

in  his  abdominal  operations. 

Doctor  Duff  Lewis  reported  fifteen  supravaginal  hysterectomies, 
recently  in  our  own  society,  all  successful,  and  all  done  with 
silk  ligatures.  I  have  no  especial  point  in  discussing  this  subject 
further  except  to  establish  the  fact  that  the  adherents  to  the 
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practice  of  using  sterile  silk  sutures  and  ligatures  in  the  abdom- 
inal cavity  are  in  pretty  good  company  and  have  very  fair 
results  from  their  operative  work. 

In  regard  to  the  use  of  rubber  gloves  I  do  not  feel  competent 
to  speak,  as  I  so  seldom  use  them.  My  feeling  of  awkwardness 
has  never  quite  worn  off  while  wearing  them,  and  I  have  never 
been  as  sure  of  my  sense  of  touch  within  the  pelvis  and  among 
its  inflamed  and  adherent  organs  with  them  on  as  I  have  without 
them.  If  the  evidence  continues  to  increase  of  their  value  I 
shall  probably  fall  in  line  with  the  procession. 

I  do  not  really  believe  their  use  is  necessary  to  successful 
work  if  surgeons  will  take  care  to  as  thoroughly  sterilize  their 
hands  and  forearms,  and  especially  their  finger  nails  as  they 
did  before  rubber  gloves  became  the  fashion. 

If  the  truth  were  known  the  morbidity  of  operative  work 
has  been  improved  more  by  their  use  than  the  mortality. 

I  have  seen  what  appeared  to  me  ridiculous  dependence 
placed  upon  their  protective  virtues  by  the  operator  himself 
when  his  assistants  and  nurses  who  handled  everything  con- 
cerned in  the  operation  were  without  them. 

I  have  seen  them  pricked  by  needles  and  cut  by  scissors 
and  the  chain  of  the  aseptic  technique  thus  broken,  producing 
a  far  more  dangerous  situation  than  if  they  had  not  been  worn 
at  all.  I  saw  a  distinguished  surgeon  in  New  York  operate 
in  May  last  with  a  pair  of  white  cotton  gloves  on  over  his  rubber 
gloves.  He  said  in  reply  to  my  inquiry,  that  the  moist  rubber 
gloves  were  so  slippery  lie  had  great  difficulty  to  tie  the  catgut 
ligatures  tight  enough  to  control  the  hemorrhage. 

While  Diihrssen  of  Berlin  was  passing  through  our  city 
last  summer  he  was  invited  to  operate  here  and  I  was 
honored  by  an  invitation  to  witness  his  method.  He  is  perhaps 
one  of  the  most  distinguished  and  successful  gynecological 
surgeons  in  the  world  to-day.  I  was  somewhat  amused  when 
everything  was  ready  for  the  operation  to  begin,  a  nurse  dipped 
a  pair  of  rubber  gloves  with  a  long  handled  forceps  out  of  a 
basin,  filled  with  some  solution,  and  handed  them  to  the  Herr 
Professor,  who  said  with  a  surprised  air,  "What's  that?"  and 
she  very  politely  said,  "Rubber  gloves,  doctor,"  and  he  said, 
"No,  no,  take  them  away,  I  don't  want  them,"  and  I  don't 
see  how  he  could  have  demonstrated  his  method  with  them 
on,  as  much  depended  on  the  very  dexterous  use  he  made  of 
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his  very  supple  fingers.  Rubber  gloves  may  have  come  to 
stay,  and  they  may  be  one  of  the  man}^  fads  or  fancies  in  sur- 
gery which  hold  sway  for  a  limited  time  and  are  then  abandoned. 
I  know  many  surgeons  use  them,  and  many  books  recommend 
them,  and  so  far  as  I  can  see,  some  other  surgeons  do  just  as 
successful  work  without  them.  I  expect  they  protect  the  sur- 
geon from  the  patient  about  as  much  as  they  do  the  patient 
from  the  surgeon.  They  probably  do  protect  the  patients  from 
hospital  internes  whose  routine  duties  take  them  into  infected 
regions  in  general  hospital,   dispensary,   and  emergency  work. 

So,  in  regard  to  rubber  gloves,  I  feel  about  as  I  do  about 
catgut  ligatures.  I  would  not  criticise  any  conscientious  sur- 
geon of  experience  who  uses  them,  but  I  do  not  believe  their 
exclusive  and  universal  use  necessary  to  success.  What  I 
am  combating  is  the  principle  of  the  fixed  rule.  I  do  not  think, 
for  example,  that  it  is  quite  right  for  one  surgeon  to  say  that 
silk  sutures  and  ligatures  should  never  be  used  in  the  abdominal 
cavity,  and  that  good  and  safe  work  in  the  abdomen  can  only 
be  done  by  covering  the  hands  with  rubber  gloves.  Again,  I 
say  it  is  not  the  method,  or  the  suture  or  the  gloved  hand,  which 
brings  success,  it  is  the  man  behind  the  method  and  not  the 
method.  Some  men  would  not  succeed  with  any  method. 
When  the  great  painter  was  asked  by  the  httle  painter  what  he 
mixed  with  his  paints  to  secure  such  splendid  coloring  on  his 
canvas,  his  answer  was  "Brains."  I  asked  Lawson  Tait  to 
tell  me  the  secret  of  his  low  mortalit}^  in  his  abdominal  work, 
and  he  replied,  "Get  into  the  abdomen  and  get  out  of  it  as 
quickly  as  possible,"  and  I  believe  if  more  operations  were 
completed  to-day  in  twenty  minutes  or  half  an  hour  by  surgically 
clean  men  of  average  ability,  and  less  groping  about  done  among 
the  intestines  and  viscera,  even  letting  the  healthy  appendix 
alone,  we  would  have  better  results,  whatever  the  suture  ma- 
terial and  whatever  the  cover  to  our  hands,  so  they  were  clean. 

926  Farragut  Square. 


394  ewald:     the  etiology  of  endometritis. 


THE  ETIOLOGY  OF  ENDOMETRITIS.* 
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By  the  term  "endometritis"  we  express  a  group  of  con- 
ditions, symptoms  and  pathological  changes  which  are  bound 
together  by  their  localization.  Anatomically,  the  word  em- 
braces all  changes  in  the  mucous  membrane,  either  in  the  glands 
or  stroma  or  in  both  together,  except  those  peculiar  to  malignant 
growths.  In  consequence,  we  may  include  some  conditions 
which  are  not  of  inflammatory  character.  As  the  exact  mean- 
ing of  inflammation  has  not  yet  been  defined,  and  as  the  dif- 
ference between  inflammation  and  irritation  is  still  undecided, 
we  will  adhere  to  the  classification  of  Ruge.  It  seems  im- 
possible to  combine  the  clinical  and  the  anatomical  classifica- 
tion. Veit  and  Winckel  both  tried  to  do  this,  but  neither 
of  them  succeeded. 

From  an  anatomical  standpoint  it  is  practical  to  dix'ide 
endometritis  into  two  groups  of  cases;  i.  Endometritis  not  of 
bacterial  origin;    2.   endometritis  of  bacterial  origin. 

I.  Considering  the  first  group,  endometritis  not  of  bacterial 
origin,  we  know  that  its  causes  are  varioi:s;  many  are  still 
unexplained.  They  are  mostly  secondar)^  to  disease  of  the 
adnexa,  myomata,  or  carcinoma.  Further  causes  are  dis- 
turbance of  the  circulatory  system,  chronic  irritation,  chronic 
disease,  and  occasionally  in  young  virgins  no  cause  can  be 
detected.  There  is  little  doubt  that  the  most  common  cause 
is  a  local  one;  disturbance  of  the  circulation  and  nutrition  of 
the  pelvic  organs.  Endometritis  can  affect  a  woman  at  any 
period  of  life;  naturally  it  is  most  prevalent  during  the  years 
of  menstruation. 

Macroscopically  we  find  the  mucous  membrane  thickened  in 
almost  every  case,  sometimes  to  almost  i  cm.  Its  consistency 
is  soft  and  velvety;  its  color  is  pinkish,  with  intermingled 
yellow  points;  its  surface  is  smooth,  except  that  sometimes 
there  are  small  polypi,  with  slender  or  broad  bases. 

By   microscopic    examination    we    recognize    three    forms   of 
*Read  before  the  New  York  Obstetrical  Society,  January  8,  190  7. 
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endometritis:     (a)   Glandular,  (b)  Interstitial,  (c)  Diffuse  (when 
the  first  two  forms  are  associated). 

(a)  Glandular  Endometritis  is  characterized  by  increase 
in  the  size  and  number  of  the  uterine  glands.  The  surface 
of  the  uterine  mucosa  is  thrown  into  irregular  elevations,  show- 
ing vilH  and  polypi;  the  epithelial  cells  are  not  changed.  Al- 
though they  are  crowded  closely  together,  one  can  very  seldom 
discover  more  than  one  layer,  and  the  same  is  true  of  the  gland- 
ular cells.  By  the  increase  in  size  and  number  of  the  epitheHal 
cells  the  glands  are  enlarged  and  become  irregular  in  their 
course.  The  interglandular  spaces  are  decreased  according 
to  the  increase  of  the  glandular  element;  the  glands  penetrate 
into  the  muscular  tissue.  This  condition  is  not  one  of  malie- 
nancy,  and  is  observed'  quite  frequently.  The  distortion  of 
the  glands  m.ay  be  extreme;  in  longitudinal  sections  thev  may 
appear  Hke  corkscrews.  The  inversion  and  e version  of  the 
glandular  epithelium  may  give  them  a  serrated  appearance. 
The  increase  in  number  of  glands  results  from  budding  from 
preformed  glands  or  from  invagination  from  the  surface  epi- 
thelium. 

(b)  Interstitial  Endometritis  is  characterized  by  hyperplasia 
of  the  interglandular  tissue.  In  acute  cases  there  is  round- 
cell  infiltration  of  the  stroma,  which  may  be  diffuse  or  cir- 
cumscribed. The  glands  are  forced  far  apart  by  the  widening 
of  the  interglandular  spaces.  In  subacute  cases  the  round 
cells  disappear  and  are  replaced  by  cells  of  spindle  shape.  These 
have  a  decidua-like  appearance  in  the  upper  layers  of  the  en- 
dometrium; in  fact,  it  is  impossible  to  differentiate  between 
them. 

Does  the  acute  stage  gradually  merge  into  the  chronic?  One 
notices  a  marked  increase  of  the  spindle  cells,  which  come  in 
parallel  lines;  the  mucosa  first  thickens  and  later  contracts; 
the  result  is  a  localized  or  even  diffuse  atrophy.  The  glands 
are  irregularly  compressed  and  undergo  pressure  atrophy. 
By  this  pressure  an  obstruction  at  the  outlet  of  the  glands  is 
caused;  the  glands  distend  with  secretions  and  form  retention 
cysts. 

When  the  connective  tissue  spaces  are  filled  and  distended 
by  a  serous  exudate,  the  term  "exudative  endometritis"  is 
appHed;  there  is  no  hyperplasia  of  the  interglandular  tissue, 
but  a  broadening  only  of  the  spaces  between  the  stroma  cells. 
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It  may  be  either  stasis  or  transudation — profuse  menstruation 
and    extreinely    painful    dysmenorrhea    are    the    consequence. 

As  a  form  of  interstitial  endometritis  must  also  be  recog- 
nized the  endometritis  exfoliativa  or  dismenorrhea  mem- 
branacea,  on  account  of  the  periodic  expulsion  of  a  membrane 
from  the  uterus,  either  as  a  cast  of  that  organ,  or  in  the  form 
of  shreds.  Expulsion  of  the  membrane  is  usually  accompanied 
by  severe  pain.  Microscopic  examination  may  show  the  sur- 
face epithelium  intact  or  partially  or  wholly  lost.  The  glands 
are  scanty,  and  appear  compressed  or  serrated  or  mostly  in 
zig-aag  arrangement.  That  form  of  the  glands  is  caused  by 
tearing  and  compression  during  the  expulsion  of  the  membrane. 
In  the  lower  strata  are  frequently  seen  large  connective  tissue 
cells,  which  closely  resemble  decidua  ceils.  Although  it  is 
difficult  to  distinguish  the  membrane  from  the  decidua  of  preg- 
nancy the  diagnosis  ought  to  be  based  on  the  facts  that  in 
exfoliative  endometritis  the  connective  tissue  cells  are  less 
uniformly  enlarged,  and  that  these  cells  are  less  frequent  and 
show  less  protoplasm  than  in  the  decidua  of  pregnancy. 

2.  Endometritis  of  bacterial  origin,  (a)  Gonorrheal  Endo- 
metritis. Through  the  work  of  Wertheim  we  know  of  the 
difficult}'  in  finding  the  gonoccocus  in  tissues.  Wertheim  suc- 
ceeded in  demonstrating  gonorrhea  of  the  uterus  in  18  cases 
which  he  examined  thoroughly ;  the  conditions  he  described 
have  since  been  verified  by  m.any  authors.  In  all  cases  of 
gonorrhea  the  endometrium  is  thickened  about  4  to  5  mm. ;  its 
surface  is  rough,  covered  with  villi.  The  secretion  of  the 
utenis  is  profuse,  distinctly  purulent  and  fluid.  The  inflam- 
mation affects  principally  the  interstitial  tissue.  Here  we  meet 
an  enormous  pus  and  round  cell  infiltration;  the  mucous  mem- 
brane appears  in  many  places  without  epithelium,  the  leuko- 
cytes are  crowded  together  and  are  found  especially  around 
the  glands.  The  endometrium,  is  in  a  state  of  exudative  in- 
flammation. The  gonococci  enter  the  endometrium  between 
the  intercellular  spaces  and  progress  straight  ahead  in  the 
stibepithelial  tissue;  some  portions  of  the  endometrium  are 
found  entirely  free  from  gonococci;  in  other  places  the  latter 
are  seen  in  large  groups. 

(b)  Tuberculous  Endometritis  is  iisually  secondary  to  a  pri- 
mary infection  of  the  tubes;  as  a  rule  we  find  only  the  corpus 
uteri  affected  and  the  internal  os  seems  to  be  the  barrier.    Menge 
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described  two  forms  of  tuberculous  endometritis;  in  the  one 
form  small  miliary  tubercles  appear  in  the  mucosa  below  the 
superficial  epithelium;  these  miliary  tubercles  soon  undergo 
caseous  degeneration,  and  by  confluence  of  several  of  them 
superficial  ulcers  will  be  formed  in  the  endometrium.  In 
other  cases  a  ditfuse  infiltration  of  the  endometrium  takes  place  at 
the  beginning;  necrotic  degeneration  of  the  epithelium  and 
the  upper  tissiie  form  the  next  step.  In  both  forms  we  find 
a  great  quantity  of  round  cells,  tubercle  bacilh  and  giant  cells. 

(c)  Putrid  Endometritis.  By  the  regressive  m.etamorphosis 
of  cancerous  or  myomatous  tissue  as  well  as  by  infected  instru- 
ments, the  uterine  cavity  may  be  infected  by  staphylococci, 
streptococci  or  saprophytes.  In  some  of  those  cases  the  cer\'ical 
canal  becomes  obstructed  and  the  consequence  is  stagnation  of 
degenerated  tissue  and  pus.  Under  this  condition  the  en- 
dometrium usually  becomes  atrophied  and  is  replaced  b}'' 
pyogenic  membrane. 

(d)  Septic  Endometritis  is  met  with  almost  exclusively  after 
labor  or  abortion.  In  the  latter  instance  one  also  uses  the 
term  postabortiv'e  endoinetritis.  The  infection  is  usually  due 
to  the  invasion  of  the  streptococcus  pyogenes,  seldom  to  that  of 
staphylococcus  aureus  or  albus.  Sometimes  both  are  found 
together.  The  streptococcus  invasion  is  characterized  by 
advance  of  the  parametrial  and  general  infection.  Not  all  cases 
of  streptococcus  infection,  however,  show^  violent  symptoms, 
and  there  are  hardly  any  local  ones,  as  the  infection  seems  to  be 
entirely  limited  to  the  endometrium.  Macroscopically,  septic 
endometritis  is  seen  to  involve  the  whole  endometrium;  the 
uterine  cavity  is  covered  by  a  purulent  membrane  that  is  rather 
adherent  to  the  surface  and  is  of  yellow  or  greenish-yellow 
color.  Sometimes  the  visible  affection  is  limited  to  circumi- 
scribed  places,  especially  to  the  placental  area,  which  is  marked 
by  a  thick  diphtheritic  covering;  by  applying  the  slightest 
pressure,  purulent  thrombi  will  protrude.  Microscopically, 
the  membrane  consists  of  necrotic  decidual  cells,  with  quan- 
tities of  streptococci,  below  this  a  zone  of  reaction,  which  shows 
a  round-cell  infiltration  less  active  than  it  is  in  cases  of  sapro- 
phytic infection.  Groups  of  streptococci  can  be  seen  every- 
where, far  transgressing  the  zone  of  reaction.  In  the  septic 
form  of  these  cases  the  propagation  is  carried  through  the 
lymphatics.     In  the  pyemic  form  the  process  starts  from  the 
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placental  area,  the  thrombi  become  purulent  and  the  infection 
proceeds  through  the  veins  of  the  uterine  wall. 

(e)  Decidual  Endometritis.  Following  a  local  infection  (usually 
gonorrheal),  or  as  a  consequence  of  general  infectious  diseases, 
there  may  occur  a  condition  of  the  decidua  which  is  called 
decidual  endom^etritis.  Inflammation  in  these  cases  is  usually 
limited  to  the  decidua  vera  and  decidua  serotina.  Macro- 
scopically  the  process  is  shown  in  about  the  fourth  month  of 
pregnancy  b}^  an  increase  of  the  thickness  of  the  decidua  to 
almost  one  centimeter.  This  is  either  diffuse  or  polypoid.  The 
color  also  changes  to  opaque  yellowish ;  the  consistency  becomes 
more  compact.  Sometimies  there  is  an  accumulation  of  fluid  be- 
tween the  vera  and  reflexa,  which,  if  it  is  sufficiently  marked, 
gives  the  clinical  symptom  of  hydrorrhea  gravidarum. 

Microscopic  exaniinatiun  shows  inflammation  of  the  endo- 
metrium, either  glandular  or  interstitial.  The  glandular  proc- 
ess does  not,  however,  play  an  important  role;  the  inter- 
stitial process  is  seen  chiefly  in  the  cells  of  the  decidua,  which 
are  increased  in  number  and  size  and  are  m.ostly  in  a  state  of 
fatty  degeneration.  In  some  cases  we  notice,  besides  the 
typical  decidual  cells,  a  great  quantity  of  connective  elements, 
chiefly  round  or  spindle  cells.  The  difference  in  the  forms 
is  apparently  dependent  upon  the  etiology  of  the  case  and  the 
different   state   of   inflammation. 

Inflammation  of  the  cervical  canal  and  vaginal  portion  of 
the  cervix.  Endocervicitis  is  an  inflammatory  lesion,  confined 
to  the  cervical  canal,  and  in  many  regards  different  from  the 
inflammation  of  tlie  endometrium.  The  chief  syniptom  of 
endocervicitis  is  the  great  amovmt  of  secretion;  in  the  subacute 
and  chronic  cavSes  this  secretion  is  produced  by  the  glands  and  the 
increased  quantity  alone  indicates  the  abnormal  condition  of 
the  cervix ;  in  acute  cases  there  is,  besides  the  glandular  se- 
cretion, transudation  from  the  vessels,  therefore  the  mucous 
discharge  is  of  more  fluid  character.  In  quite  recently  infected 
and  florid  cases  the  fuid  secretion  becomes  seropurulent  or  puru- 
lent. The  inflammation  of  the  cervix  is  decidedly  catarrhal. 
The  color  of  the  inflamed  mucosa  varies  from  bright  red  to  a  dull 
cyanotic  shade.  The  surface  may  be  smooth,  but  in  most  cases 
it  is  more  granular  or  papillary.  The  plicae  palmat.i:  are  rounded 
and  thickened.  Tenacious  glairy  mucus  covers  the  surface 
and  may  effectually  plug  the  cervical  canal.     Frequently  there 


ewald:     the  etiology  of  endometritis.  399 

is  a  circt: inscribed  hyperplasia  of  the  mucosa  and  mucous  polypi 
of  inflammator}'  origin  are  formed.  Those  protrude  from  the 
mucosa  into  the  cervical  canal  and  through  the  external  os 
into  the  vagina.  The  microscopical  examination  of  scrapings 
from  the  cervix  is  unsatisfactory;  the  surface  epithelium  is 
firmly  imbedded  in  connective  tissue  and  not  easily  scraped  off. 
The  glands  are  increased  in  number  and  filled  with  mucus 
and  necrotic  epithelial  cells;  in  the  interglandular  tissue  are 
many  round  cells.  Gonorrheal  infection  plays  an  important 
role  in  the  etiology  of  endocervicitis,  though  the  findings  prove 
that  the  most  various  kinds  of  germs  can  cause  an  inflam- 
mation of  the  cervical  canal.  Endocervicitis  is  very  commonly 
accompanied  by  erosions  of  the  cervix.  An  erosion  of  the 
cervix  is  a  mucous  patch  which  appears  to  be  a  defect  in  the 
epithelium,  but  in  reality  it  consists  of  a  layer  of  colummar 
epithelium  and  newly-formed  glands  lying  beyond  the  external 
OS  and  replacing  stratified  epithelium.  As  the  word  indicates 
this  condition  was  considered  an  erosion,  and  is  popularly  called 
ulcer  of  the  womb.  We  are  indebted  to  Ruge  and  Veit  for  the 
proof  of  its  tn.ie  character. 

The  pale  and  even  color  of  the  vaginal  epithelium  is  in  strong 
contrast  to  the  red  and  bluish  color  of  the  mucous  patch ;  the 
ero.'^ion  is  slightly  prominent,  bleeds  easily,  the  margins  are 
irregular  but  sharply  circiimscribed :  the  extent  of  the  lesion 
is  variable.  In  nulliparcE  there  is  usually  a  mere  zone  around 
the  external  os,  while  in  multiparae  with  lacerated  cervix  the 
erosion  may  extend  far  up  to  the  vaginal  portion  and  even 
into  the  vault.  Sometimes  isolated  patches  may  be  seen  with 
normal  epithelium  between. 

According  to  their  appearance,  erosions  are  classified  as 
simple,  papillary  and  follicular  erosions. 

(a)  A  simple  erosion  has  a  smooth  surface,  covered  with  a 
single  layer  of  columnar  epithelium,  which  in  no  way  differs 
from  the  epithelium  in  the  cervical  canal.  Nev.'ly- formed 
glands  are  seen  in  moderate  number  dipping  in  the  underlying 
connective  tissue. 

(b)  The  papillary  erosion,  as  the  name  signifies,  presents  a 
papillary  surface.  Besides  the  surface  layer  of  columnar 
epithelium,  there  are  numeroxis  glands  of  the  cervical  type ;  there 
are  deep  invaginations  in  the  form  of  glands  alternating  with 
elevations  composed  of  connective  tissue  and  rotmd  cells.     When 
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the  papillary  stroma  atrophies,  as  it  frequently  does,  portions 
of  the  tissue  may  become  detached  by  the  slightest  insult, 
and  a  large  defect  will  be  the  consequence. 

(c)  Follicular  erosion  is  characterized  by  the  presence  of 
numerous  cj^stic  cavities,  the  so-called  Nabothian  follicles. 
Through  strangulation,  displacement  of  the  mouth  of  the 
newly-formed  glands,  or  incomplete  process  of  healing,  oc- 
clusion takes  place  and  mucus  is  retained.  These  retention 
cysts  appear  as  rounded  elevations  up  to  a  score  or  more  in 
number,  and  may  attain  the  size  of  a  hen's  egg,  although  it  is 
unusual  for  them  to  become  larger  in  size  than  a  hazel  nut. 
The  epithelial  lining  of  the  cysts  becomes  flattened  and  may 
disappear  entirely.     As  another  form  we  may  add 

(d)  Congenital  Erosion.-  This  is  found  in  new-born  children, 
and  appears  in  the  form  of  the  simple  erosion  in  a  small  zone 
around  the  external  os.  The  congenital  erosion  cannot  be  due 
to  an  infection,  but  to  an  anomaly  in  development  as  the  strat- 
ified epithelium  has  not  yet  proceeded  to  the  external  os.  This 
anomaly  usually  disappears  in  later  years. 
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Acute  endometritis  is  an  infection  of  the  endometrium,  at- 
tended by  more  or  less  constitutional  disturbance,  depending 
upon  the  nature  of  the  infecting  coccus.  It  is  usually  of  gon- 
orrheal or  septic  origin,  and  when  from  the  latter,  it  is  generally 
postpartal.  Occasionally,  however,  it  may  occur  as  the  result 
of  exposure  to  cold  at  the  periods,  or  as  a  sequel  to  the  exan- 
themata. Both  the  cervical  and  corporeal  endometrium  are 
involved  and,  because  of  the  lymphoid  structure  of  the  uterine 
mucosa,  the  myometrium  is  always  invaded  to  some  degree 
by  the  inflammatory  process  which  may  even  reach  the  peri- 
metrium in  severe  cases. 

♦Read  before  the  New  York  Obstetrical  Society,  January  8,  1907. 
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Salpingitis,  oophoritis  and  pelvic  peritonitis  are  frequent 
complications  through  extension  by  continuity,  by  the  mucosa, 
or  by  the  veins  or  lymph  channels.  Abscesses  may  develop 
in  the  uterine  wall. 

Gonorrheal  Endometritis. — The  gonococcus  is  the  most  com- 
mon causative  germ.  In  this  form  of  endometritis  there  is 
usually  a  history  of  a  recently  infecting  coitus,  followed  by  a  chill 
or  chilliness;  the  temperature  may  suddenly  rise  and  the  pulse 
become  accelerated.  Fever,  w^hen  present,  is  no  index  of  the 
extent  or  the  intensity  of  the  inflammation,  the  pulse  rate, 
however,  is  proportionate  to  the  degree  of  the  general  intoxi- 
cation; in  gonorrheal  cases  it  rarely  goes  above  no.  The 
attack  may  be  ushered  in  with  sharp  uterine  cramps,  at  first 
intermittent,  followed  by  pain  in  the  back  and  lower  abdomen, 
with  a  sensation  of  pelvic  weight.  In  severe  cases  there  is 
vesical  and  rectal  tenesmus  and  pain  in  the  hypogastrium,  due 
to  the  associated  metritis,  dysuria,  menorrhagia,  or  metrorrhagia. 
The  characteristic  symptom,  however,  is  the  discharge,  which 
is  at  first  serous,  then  seropurulent  and  finally  creamy  and 
purulent.  The  production  of  pus  is  greater  than  we  see  from 
any  other  cause.  The  gonococcus  can  be  demonstrated  in  it. 
The  inflammation  may  rapidly  extend  to  the  Fallopian  tubes  by 
continuity  when  the  symptoms  become  those  of  the  complication. 
There  is  tenderness  over  the  hypogastrium  from  the  associated 
metritis.  The  uterus  is  exquisitely  sensitive  to  pressure,  the 
entire  organ  is  increased  in  size  and  its  mobility  limited  by  the 
surrounding  muscular  spasm.  The  cervix  is  swollen  and 
puffy,  the  external  os  slightly  patulous  and  somewhat  softer  than 
normal.  Through  a  speculum  the  vaginal  portion  of  the  cervix 
is  sure  to  be  livid  and  swollen,  the  external  os  is  open  and  the 
mucous  membrane  eroded  and  pouting.  From  the  cervical 
canal  flows  a  seropurulent  or  purulent  secretion.  The  diagnosis 
is  proved  by  the  microscope. 

The  inflammatory  symptoms  slowly  subside,  but  the  leu- 
corrhea  continues  purulent  for  several  months,  the  cocci  re- 
maining in  the  cervical  glands  and  under  the  stimulus  of  cold, 
excessive  coitus,  menstruation,  or  intrauterine  instrumentation, 
the  endometrium  may  become  reinfected  with  a  return  of  the 
acute  symptoms.  It  is  generally  admitted  that  chronic  gon- 
orrheal endometritis  without  adnexal  lesions  does  not  occur, 
as  the  corporeal  endometrium  is  either  acutely  inflamed  or 
free  from  cocci. 
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Septic  Endometritis. — In  this  form  of  endometritis  the  causa- 
tive germs  are  the  streptococcus  and  staphylococcus  pyogenes; 
other  germs  may  enter  into  the  infection.  These  cocci  pene- 
trate deeply  into  the  endometrium  and  into  the  lymph  spaces 
of  the  myometrium.  In  this  form  of  inflammation  the  whole 
organ,  mucous  membrane,  muscular  coat  and  often  the  peri- 
toneuin  is  implicated.  For  while  the  gonococcus  travels  by  the 
continuity  of  mucous  surface,  the  streptococcus  and  staphy- 
lococcus make  their  invasions  chiefly  through  the  lymph  chan- 
nels. 

In  from  twelve  to  seventy-two  hours  after  the  infecting 
trauma,  abortion  or  labor,  there  is  a  rise  of  temperature  with 
some  discomfort  or  fullness  in  the  pelvis,  there  may  be  a  dis- 
tinct chill  or  chilliness,  and  except  in  recent  postpartum  cases, 
the  pelvic  fullness  is  soon  succeeded  by  severe  pelvic  pain. 
This  constant  uterine  pain  may  be  increased  by  uterine  spasms. 
At  first  there  is  a  sensation  of  heat  in  the  pelvis,  this  is  suc- 
ceeded in  a  few  hours  by  a  serosanguinous  discharge,  which 
becomes  mucopurulent,  and  is  usualh^  blood  stained.  The 
discharge  is  not  profuse.  There  is  usually  an  absence  of  com- 
plicating vulvitis  and  vaginitis,  unless  these  structures  have 
been  the  seat  of  trauma. 

Because  there  is  no  distinct  connecting  layer  between  the 
mucosa  and  the  myometrium,  any  severe  inflammation  of  the 
endometrium  will  be  accompanied  by  involvement  of  the 
muscularis.     Metritis    always    complicates    septic    endometritis. 

The  corpus  uteri  is  enlarged  and  sensitive  and  the  organ 
as  a  whole  is  fixed  by  the  spasm  of  its  ligaments,  later  the  fixation 
of  the  uterus  is  due  to  a  denseness  or  thickening  in  one  or  both 
of  the  broad  ligaments,  owing  to  the  involvement  of  the  lymph 
streams.  In  recent  postpartal  cases  there  may  be  no  sensitive- 
ness, fixity  or  pain.  On  inspection  we  find  the  cervix  red- 
dened, with  a  mucopurulent  plug  hanging  from  the  os,  or  there 
may  be  no  discharge  or  it  may  be  sanguinous  in  character. 
When  there  has  been  trauma  inflicted  upon  the  cervix,  with 
resulting  exfoliation  of  the  epithelium,  the  abraded  surface 
is  covered  with  a  dirty  yellowish-gray  patch  of  pseudo  mem- 
brane.    This  is  usual  in  streptococcic  infection. 

The  most  common  sequellse  of  septicen  dometritis  are  peri- 
tonitis and  metritis,  the  infecting  coccus  reaching  the  peri- 
toneum  and   myometrium   through   the   lymph   channels.     Sal- 


CLINICAL    COURSE    OF    ENDOMETRITIS.  403 

pingitis,  ovarian  abscess,  and  abscess  of  the  uterine  walls  are 
less  frequent  complications,  and  are  usually  secondary  to  the 
metritic  and  peritoneal  involvement. 

In  the  gravest  forms  of  virulent  streptococcic  infection  there 
may  be  no  local  signs,  except  scattered  patches  of  pseudo- 
membrane  over  the  traumatized  and  abraded  surfaces,  through 
which  the  cocci  entered.  A  high  percentage  of  the  polynuclear 
morphocytes,  with  a  low  or  moderate  leucoc5rtosis,  and  the 
clinical  evidences  of  a  bacteriemia  with  complications  remote 
from  the  uterus,  are  the  signs  of  the  infection  and  the  indi- 
cations for  treatment. 

It  will  be  noted  from  the  foregoing  statements  that  septic 
endometritis  may  recover  with  morbidity,  or  may,  because  of 
the  virulence  of  the  infection,  produce  such  a  severe  bacteriemia 
as  to  prove  fatal. 

Another  form  of  acute  inflammation  of  the  endometrium 
is  the  so-called  Putrid  Endometritis,  which  results  from  the 
invasion  of  dead  material  retained  within  the  uterus  by  sapro- 
phytic bacteria  from  the  vagina  This  form  of  endometritis  al- 
ways follows  labor  or  abortion,  or  sloughing  intrauterine  tumor, 
and  is  characterized  by  a  profuse  lochia,  due  to  the  imperfect 
retraction  of  the  uterus,  which  becomes  fetid,  dark  and  con- 
tains bubbles  of  gas;  the  other  subjective  symptoms  are  chilli- 
ness, fever,  seldom  rising  to  over  103.5°,  ^-^  accelerated  pulse, 
rarely  above  no,  headache,  malaise  and  digestive  disturbances, 
as  coated  tongue,  anorexia,  tympany  and  constipation.  The 
uterus  is  enlarged  and  relaxed,  there  is  usually  no  tenderness, 
except  directly  over  the  uterus,  though  its  excursions  may  be 
painful.  The  blood  may  show  a  high  leucocytosis,  w^th  a 
relatively  low  polynuclear  percentage. 

On  examination  the  cervix  is  open  and  patulous  to  the  finger 
or  fingers ;  thick  shaggy  masses  may  be  found  on  the  placental 
site,  containing  fetal  remains  or  they  may  consist  entirely  of 
fibrin  and  shreds  of  decidua,  or  the  thickened  lining  of  the 
uterus  may  be  necrotic  and  soil  the  fingers  with  fetid  debris. 
In  this  form  of  inflammation  nature  makes  an  effort  to  limit 
the  extent  of  the  invasion  by  developing  a  leucocytic  zone, 
a  layer  of  small  cell  infiltration  between  the  infected  endo- 
metrium, and  the  muscularis,  extending  into  the  myometrium. 
This  zone  is  of  varying  thickness  and  forms  a  more  or  less  con- 
tinuous    barrier     against     further     invasion.     The     organism 
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lie  superficially  on  or  in  this  layer,  except  the  streptococcus, 
which  has  the  power  of  penetrating  into  the  deeper  structures. 
The  leucocytosis  of  the  blood  bears  a  direct  relation  to  the  devel- 
opment of  the  leucocytic  zone  within  the  uterus,  and  may  be 
regarded  as  an  index  of  the  resistance  offered  by  nature  to  the 
further  extension  of  the  infection. 

The  sequellse  in  this  form  of  endometritis  are  low  forms  of 
plastic  peritonitis  and  chronic  metritis,  and  while  there  is  al- 
ways a  morbidity,  the  mortality  is  small  if  the  infection  re- 
mains purely  saprophytic  in  character. 

Chronic  endometritis  is  either  cervical  or  corporeal.  When 
the  disease  is  confined  to  the  cervical  endometrium  it  is  gen- 
erally of  gonorrheal  or  post -traumatic  origin,  though  it  may 
be  due  to  any  of  the  causes  that  produce  endometritis. 

A  leucorrhea  of  viscid  mucus  or  mucopus  is  the  most  an- 
noying symptom  and  usually  causes  the  patient  to  seek  re- 
lief. On  inspection  the  cervix  is  enlarged  by  the  hyperplasia 
about  the  inflamed  glands,  which  become  distended  and 
cystic,  appearing  as  bluish  nodes  on  the  vaginal  portion  of  the 
cervix,  or  protruding  into  the  canal,  obstructing  drainage. 
The  mucous  membrane  of  the  canal  may  be  eroded  or  everted 
even  in  the  nonparous,  and  always  to  some  degree  in  the  presence 
of  lacerations. 

Chronic  corporeal  endometritis  rarely  results  from  the  acute 
form,  but  arises  independently  from  some  disturbance  of  the 
circulatory  equilibrium  of  the  uterus,  produced  by  general  or  local 
causes,  which  change  the  nutrition  of  the  lining  membrane. 

Two  general  forms  are  recognized.  The  catarrhal  or  gland- 
ular and  the  purulent  or  interstitial.  Tubercular  endometritis 
presents  symptoms  which  are  substantially  those  of  the  latter. 

The  symptoms  of  chronic  endometritis  in  general  are  leu- 
corrhea, menorrhagia,  or  metrorrhagia,  the  prominence  of  one 
or  the  other  making  the  case  clinically  as  catarrhal  or  hemorrhagic 
in  type.  The  leucorrhea  is  thinner  than  in  catarrhal  endo- 
cervicitis,  and  is  often  purulent  or  sanguine  purulent;  it  is 
most  profuse  before  and  after  menstruation  and  may  be  of- 
fensive. The  menses  may  be  prolonged  or  profuse,  with  a 
shortened  intermenstrual  interval  or  occasionally  there  is  a 
continuous  bloody  discharge,  worse  at  intervals  corresponding 
to  the  time  of  the  periods,  producing  an  anemia,  the  red  cells 
falling,   oftentimes,   to   3,000,000. 
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The  pain  of  chronic  endometritis  is  intermenstrual  or  co- 
menstrual;  when  the  former,  it  is  lumbosacral,  is  aggravated 
by  walking  or  standing  and  associated  with  pelvic  w^eight,  bear- 
ing down  and  dysuria.  These  patients  often  complain  of 
occipital  and  vertical  headaches.  Or  the  pain  may  be  co- 
menstrual  uterine  dysmenorrhea  continuing  throughout  the 
period  or  exfoliative  or  membranous  dj^smenorrhea  may  be 
the  chief  symptom.  Abortion,  steriHty,  physical  or  mental 
depression  are  associated  as  symptoms  or  sequellge  in  many 
instances    of    chronic    endometritis. 

Physical  Signs.- As  there  is  never  a  chronic  endometritis 
without  some  degree  of  metritis,  the  uterus  is  enlarged  and 
generally  tender.  The  os  is  sHghtly  dilated,  the  cervix  en- 
larged, eroded  and  cystic,  and  its  mucous  membrane  everted. 
The  endometrium  is  sensitive  and  bleeds  easily.  Only  in  the 
atrophic  stage  is  the  uterus  small  and  dense.  'The  microscope 
alone  can  distinguish  chronic  endometritis  from  adenoma, 
adenocarcinoma,  sarcoma,  senile  endometritis  and  tuber- 
culosis. 
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_  The  existence  of  endometritis  without  more  or  less  metritis 
is  decidedly  a  question  in  the  minds  of  manv,  and  I  beHeve 
that  all  gynecologists  who  admit  that  there  is  such  a  disease 
as  metritis  also  admit  that  it  is  associated  with  a  certain  amount 
ot  endometritis. 

_  The  treatment  of  inflammatory  diseases  of  the  endometrium 
IS  not  new.  Aetius,  who  Hved  in  Alexandra  Ts  oo  a.d.),  speaks 
of  the  use  of  the  speculum;  describes  minutely  the  sponge  tent 
and  intrauterine  medication;  mentions  the  intrautenne\ise'of 
ointments,  pencils,  a.stringents  and  caustics  of  many  kinds 
which  shows  that  the  Egyptian  physicians  had  been  in  the 
habit  of  treating  inflammations  of  the  lining  membrane  of  the 
*Read  before  the  New  York  Obstetrical  Society,  January  S,  1907 
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uterus.  These  precise  methods  were  lost  during  the  dark  ages, 
and  their  revival  was  slow.  In  the  first  recorded  cases  we  find 
that  the  patients  were  treated  by  the  most  heroic  "  antiflogistic  " 
measures.  Then  comes  a  long  list  of  careful  scientific  ob- 
servers, as:  Bennett,  Wright,  Tilt,  Sims,  Byford,  Chapman, 
and  others,  until  the  present  has  evolved  a  treatment  that  differs 
from  that  which  has  preceded,  possibly  because  of  the  recogni- 
tion of  the  importance  that  microorganisms  of  one  kind  or 
another  play  in  the  inception  and  course  of  endometritis,  and 
the  necessity  of  an  intelligent  application  of  antisepsis  and 
asepsis,  together  with  the  application  of  general  surgical  prin- 
ciples to  the  treatment  of  this  important  condition. 

'It  is  impossible  to  classify  endometritis,  excepting  in  the 
most  general  way,  so  as  to  include  all  forms  of  the  disease,  but 
to  facilitate  description  we  will  divide  it  according  to  its  in- 
tensity and  locality  as  follows: 

I.  —  Acute,  affecting  the  entire  endometrium,  usually 

Gonorrheal, 

Septic, 

Putrid. 
2.—  Chronic,  affecting 

(a)  The  cervical  endometrium  only. 

(6)  The  entire  endometrium. 
In  all  varieties  of  acute  endometritis,  no  matter  what  the 
cause,  the  patient  must  remain  in  bed,  be  given  a  mild  diet, 
and  have  the  bowels  moved  at  least  once  a  day,  and  be  given 
general  treatment  for  any  disease  from  which  she  may  be  suffer- 
ing. In  many  instances  this  will  be  all  that  is  required,  as  in 
the  endometritis  that  may  occur  during  or  after  the  acute  ex- 
anthemata, when  there  ma}--  be  present  all  the  general  symptoms 
of  inflammation  of  the  lining  membrane  of  the  uterus,  with  a 
greater  or  less  involvement  of  the  neighboring  stnictures.  Still, 
all  the  symptoms  disappear  as  your  patient's  general  health 
improves.  Many  of  these  patients  (and  they  are  usually  young 
girls)  do  not  require  a  physical  examination,  much  less  local 
treatment.  Again,  when  there  is  a  marked  general  disease, 
as  gout,  rheumatism  or  syphilis,  constitutional  treatment  will 
usually  effect  a  cure;  at  any  rate,  it  is  absolutely  necessary  in 
connection  with  the  local  treatment. 

In  the  more  severe  forms  an  ice-bag  should  be  applied  to 
the  lower  portion  of  the  abdomen  and  it  may  be  necessary  to 
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administer  morphine  or  opium.  A  suppository  of  morphine 
and  belladonna  frequently  gives  great  relief.  Hot  (ito°  to 
120°  F.)  vaginal  douches  of  sterile  saline  or  a  mild  antiseptic 
are  also  indicated. 

The  septic  variety  usually  follows  intrauterine  manipula- 
tions, and  is  due  either  to  staphylococci  or  streptococci.  In 
this  variety  the  interior  of  the  uterus  should  be  thoroughly 
examined  and  any  foreign  material  that  it  contains  should  be 
removed  by  the  simplest  method  possible.  One  thorough  intra- 
uterine douche  of  sterile  saline  should  be  given,  or  some  very 
mild  antiseptic  solution  may  be  used.  Under  no  circumstances 
should  a  sharp  curette  be  used. 

Putrid  endometritis  is  due  to  saprophytic  infection  and 
follows  labor,  abortion,  or  the  necrosis  of  a  new  growth.  The 
treatment  of  this  variety  should  be  divided  into  prophylactic 
and  curative.  The  prophylactic  treatment  consists  in  seeing 
that  the  uteiiis  is  thoroughly  empty  after  labor  or  abortion. 
An  intrauterine  examination  should  not  be  made  unless  there 
are  sym.ptoms  calling  for  it,  as  hemorrhage  or  fever.  All  pa- 
tients should  remain  in  bed  after  an  abortion  until  involution 
of  the  uterus  has  taken  place.  No  curettage  should  be  per- 
formed in  a  physician's  office,  or  on  an  ambulant  patient  in  a 
clinic.  The  local  curative  treatment  of  this  variety  of  acute 
endometritis  consists  in  rem.oving  the  decomposing  material 
from  the  utenjis  by  means  of  the  finger,  forceps  or  large  dull 
curette,  and  the  use  of  one  thorough  intrauterine  douche  of 
sterile  saline  or  a  mild  antiseptic  solution.  The  repetition  of 
intrauterine  douches  when  there  is  no  decomposing  material  to 
be  washed  away  is  of  no  benefit  and  does  harm  by  mechanical 
violence.  The  uterus  should  not  be  packed  with  gauze,  for  no 
matter  how  it  is  packed,  the  packing  will  retard  and  not  assist 
drainage. 

Chronic  cervical  endometritis,  Vv'hen  due  to  laceration  of  the 
cervix,  is  easily  cured  by  repairing  the  cervix,  or  b}^  ampu- 
tating it,  as  the  occasion  ma}"  demand;  but,  where  there  is  no 
laceration,  it  is  very  apt  to  be  the  result  of  gonorrheal  infection, 
and  most  painstaking  and  prolonged  treatment  will  be  reqiiired 
to  effect  a  cure.  All  sexual  intercourse  should  be  absolutely 
prohibited  for,  in  many  instances,  there  is  what  might  be  termed 
a  family  gonococcus,  and  there  are  lepeated  infections  from  one 
to  the  other. 
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Many  varieties  of  operations  on  tlie  cervix,  from  dilatation 
to  amputation,  have  been  performxed;  but  they  are  all  contra- 
indicated,  first  because  the  infection  is  very  apt  to  be  carried 
to  the  Fallopian  tubes,  and  secondly,  if  it  is  not,  the  disease 
in  the  cervix  is  seldom,  if  ever,  cured  by  any  operation.  Es- 
carotics  and  caustics  cause  a  deposit  of  cicatricial  tissue  and 
stenosis.  The  onh^  treatment  that  has  stood  the  test  of  time 
is  the  application  of  Churchill's  tincture  of  iodine  to  the  upper 
portion  of  the  vagina,  the  vaginal  portion  of  the  cervix,  and, 
in  many  instances,  to  the  cervical  endometrium,  and  the  intro- 
duction of  a  tampon  made  of  non-absorbent  cotton,  wet  with 
glycerine  in  which  there  is  a  mild  antiseptic,  as  boric  acid,  boro- 
glyceride  or  ichthyol,  together  with  copious  hot  vaginal  douches 
when  there  is  no  tampon  in  the  vagina.  Many  other  applications 
have  been  used  and  in  certain  conditions  are  temporarily  in- 
dicated. Many  times  there  is  a  thick  discharge  in  the  cervical 
canal  which  is  most  easily  removed  by  means  of  a  small  piece  of 
cotton  saturated  with  peroxide  of  hydrogen  in  a  pair  of  forceps. 
All  cysts  of  the  cervix  should  be  thoroughly  opened  and  the 
cervix  itself  thoroughly  scarified. 

When  chronic  inflammatory  disease  involves  the  entire  endo- 
metrium the  indications  for  local  treatment  are  entirely  different. 
In  1866  the  late  J.  Marion  Sims  said  that  "drainage  was  of  the 
greatest  importance  in  this  class  of  cases,"  and  he  devised  a 
steel-branch  dilator  for  the  cervix,  of  which  many  at  present 
in  use  are  only  shght,  unimportant  modifications.  He  also 
described  a  stem  that  he  found  useful  in  many  instances. 

If  the  cervical  canal  is  not  thoroughly  dilated  throughout 
its  entire  length,  it  is  absolutely  essential  to  dilate  it,  and  the 
different  instruments  employed  to  accomplish  this  are:  I,  Tents; 
II,  Graduated  Dilators;  III,  Steel-branch  Dilators.  The  methods 
are:  I,  Gradual  Dilatation;  II,  Rapid  Dilatation. 

The  sponge  tent,  or  any  other  kind  of  tent  that  is  to  remain 
in  the  cervical  canal  for  a  number  of  hours,  and  in  many  in- 
stances depend  upon  material  that  it  absorbs  for  its  power  to 
dilate,  is  always  dangerous;  not  that  ever}'-  patient,  or  a  majority, 
will  be  injured,  but,  no  matter  how  sterile  the  tent,  the  secretions 
are  not  sterile,  and  frequently  there  will  be  slight  sepsis  and 
occavsionally  a  patient  will  lose  her  life,  from  acute  infection 
within  a  few  hours  after  its  introduction. 

Graduated  dilators,  as  those  devised  by    Peasley  or  Hanks, 
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are  useful;  especially  where  the  canal  is  very  small  and  it  is 
difficult  to  introduce  a  steel-branch  dilator,  it  can  be  easily 
accomplished   after  using   two   or   three   of   the   smaller   sizes. 

Many  gynecologists  use  them  where  they  wish  to  treat  the 
case  by  gradual  dilatation.  The  statement  that  they  exert  a 
piston  action,  and  so  possibly  force  material  from  the  uterus 
into  the  Fallopian  tubes,  is  erroneous,  for  the  cervical  canal  is 
usually  collapsed  before  the  dilator  is  passed  into  it. 

Steel-branch  dilators  are  by  all  means  the  most  effective 
instruments  with  which  to  dilate  the  cervix.  In  selecting  an 
instrument  care  should  be  taken  to  see  that  it  will  not  give 
at  the  end  that  passes  through  the  internal  os,  for  that  is  the 
most  important  part  of  the  cervical  canal  to  thoroughly  dilate. 
The  canal  should  be  dilated  slowly,  but  as  extensively  as  it 
can  be,  short  of  lacerating  the  cervix,  and  when  this  point  is 
reached  in  a  given  case  experience  will  tell  you.  As  a  rule, 
you  notice  a  very  slight  abrasion  at  the  external  os. 

Drainage  having  been  accomplished  by  thoroughly  dilating 
the  cervical  canal,  the  next  question  that  presents  is,  What 
shall  be  the  treatment  of  the  interior  os  of  the  uterus.'' 

Recognizing  the  germ  origin  of  this  disease  the  attempt  has 
been  made  to  thoroughly  sterilize  the  interior  of  the  uterus 
with  many  chemical  antiseptics,  the  actual  cautery  and  live 
steam;  but  the  infecting  germs  lie  so  deep  in  the  tissues  that 
up  to  date  no  method  has  been  found  effectual,  and  the  use  of 
all  kinds  of  escarotics  and  caustics  has  been  very  generally 
abandoned,  for  in  practice  it  has  been  found  that  in  many  in- 
stances very  serious  injury  has  been  done,  and  in  not  a  few 
instances  death  has  resulted. 

For  a  long  time  every  case  was  curetted,  and  unfortunately 
it  is  still  the  practice  of  some.  When  an  improperly  selected 
case  is  severely  curetted  with  a  sharp  instiniment  it  is  very 
common  for  the  uterus  to  become  very  much  contracted,  the 
menstrual  flow  markedly  diminished,  and  for  very  severe 
general  nervous  symptoms  to  develop,  similar  to  those  of  the 
menopause.  The  curette  is  indicated  when  there  is  menorrhagia 
or  metrorrhagia,  and  only  then,  in  the  treatment  of  chronic 
endometritis.  The  cavity  of  the  uterus  should  be  thoroughly 
douched  at  the  time  of  the  operation  and  not  afterwards.  It  is 
bad  in  theory  and  worse  in  practice  to  tampon  or  drain  a  uterus 
with  gauze  or  any  other  material  after  curettage,  excepting  in  very 
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rare  instances,  where  there  is  hemorrhage  to  be  arrested.  All  of 
these  cases  should  have  a  long  course  of  general  treatment  and 
local  applications. 

All  forms  of  stems  and  repeated  intrauterine  applications 
that  were  formerly  so  popular  should  be  considered  relics  of 
the  past. 

59  West  Fifty-fourth  Street. 
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Meeting  of  January  8,  1907. 
The  President,  Brooks  H.  Wells,  M.D.,  in  the  Chair. 
Dr.  H.  Grab  presented  the  report  of  a  case  of 

ECTOPIC    GESTATION. 

■  I  have  here  a  specimen  of  a  tuhal  pregnancy  in  fairly  complete 
condition.  The  chorion,  amnion,  chorionic  tufts,  the  fetus,  as 
well  as  the  ruptured  gravid  fallopian  tube,  are  all  shown.  The 
specimen  was  obtained  by  abdominal  section  thirteen  days  ago. 
The  contents  of  the  gravid  tube  were  found  free  in  the  peritoneal 
cavity  imbedded  in  a  mass  of  blood  clots.  The  report  of  this 
case  is  made  because  of  symptoms  presented  by  the  patient  that 
may  prove  of  interest 

The  patient  is  36  years  old,  has  borne  five  children,  the  last  child 
born  seven  years  ago.  She  also  had  two  miscarriages,  the  last 
one  in  April,  1906.  On  the  23d  of  December  she  was  seen,  and 
gave  the  following  history.  She  began  to  flow  two  weeks  ago, 
and  thought  she  had  a  miscarriage.  A  physician  was  consulted, 
who  advised  her  to  remain  in  bed.  She  remained  in  bed  for  six 
days,  when  her  flow  ceased,  but  during  this  time  she  had  abdom- 
inal pains  and  pelvic  discomfort.  Three  days  later  her  flow 
returned,  and  she  was  put  to  bed  again.  On  the  23d  of  December 
the  following  menstrual  history  was  obtained :  Her  last  men- 
struation occurred  on  October  28;  it  lasted  four  days.  On 
November  28  she  did  not  menstruate,  but  on  December  9  she  was 
taken  with  cramps,  and  soir.ething  came  away  that  was  taken  for 
a  miscarriage.  On  the  23d,  when  I  examined  her,  I  found  on 
bimanual  examination  that  there  was  a  retroverted  uterus,  which 
could  not  be  clearly  defined  on  account  of  the  thick,  abdominal 
parietes  of  the  patient.  Contrary  to  my  usual  practice,  I  intro- 
duced a  sound  into  the  cavity  of  the  uterus.  The  instrument 
showed  clearly  that  the  uterus  was  retroverted.     A  diagnosis  of 


NEW    YORK    OBSTETRICAL    SOCIETY. 


411 


retroversion,  with  possibly  retained  secundi,  was  made,  and  the 
patient  sent  into  the  hospital  for  a  curettage.  The  next  day  pa- 
tient was  anesthetized,  and  in  replacing  the  uterus  I  discovered  a 
well-defined  mass  in  the  pelvis,  soft  and  boggy.  With  the  above 
menstrual  history,  the  diagnosis  was  changed  to  that  of  ectopic 
gestation.  The  uterus  was  explored  and  found  empty.  The  hus- 
band was  asked  for  the  permission  of  an  immediate  section.  He 
begged  for  a  little  time,  and  called  Dr.  Waldo  to  see  the  case  in 
consultation.  The  abdomen  was  opened  late  in  the  afternoon  of 
the  same  day.  There  was  free  blood  in  the  abdominal  cavity, 
numerous  clots,  and  the  ovum  free  in  the  pelvis.  The  rupture  of 
the  tube  occurred  after  the  uterus  was  replaced  and  bimanual 
exammation  made.  I  believe  this  to  be  the  case,  because,  when 
the  patient  was  recovering  from  the  anesthetic,  she  complained 
of  great  pain,  and  signs  of  internal  hemorrhage  were  slowly  devel- 
oping. The  patient  made  an  uneventful  recovery.  The  abdominal 
incision  healed  per  primam,  and  she  is  out  of  bed. 

Dr.  a.  Brothers. — I  operated  yesterday  upon  a  woman  who 
had  been  three  weeks  under  observation.     In  looking  over  my 
statistics,  I  find  that  I  have  operated  on  fifty-six  cases  of  ectopic 
gestation,  and  have  had  under  observation  a  great  many  more,  and 
I  feel  that  I  should  know  something  about  this  condition.    Yet  I 
confess  that,  although  she  presented  symptoms  of  ectopic,  irregu- 
lar bleeding,   frequent  attacks  of  syncope,  yet  the  examination 
simply  revealed  an  enlarged  uterus.    I  asked  the  house  surgeon  to 
curette  her.     The  scrapings  were  not  examined.     My  attention 
was  called  later  to  the  woman  because  of  pain  she  complained  of 
on  the  right  side.     I  examined  her  again,  and,  in  spite  of  what 
might  be  called  a  fair  experience  with  such  cases,  I  could  not  map 
out  anything  that  was  definite  m  character.    There  was  some  local 
inflammation  and  a  temperature  of  101°.     She  was  in  the  service 
three  weeks,  was  examined  repeatedly,  and  it  was  noticed  that 
the  swelling  was  getting  larger.    The  woman  finally  consented  to 
operation  because  it  was  believed  that  she  had  a  pus  sac.     There 
was  nothing  in  the  cul-de-sac.        Yesterday  morning   she   was 
opened.     There  was  no  free  blood  in  the  peritoneal  cavity.      1 
found  the  omentum  and  a  mass  adherent  to  the  abdominal  wall 
on  the  right  side,  which,  in  the  course  of  time  would  have  pene- 
trated through.     It  contained  chocolate-colored  pus.     This  was 
separated  from  the  adhesions,  and  I  delivered  out  of  the  wound 
what  I  thought  to  be  a  pus  tube.    After  the  operation  I  cut  down 
through  the  upper  surface  of  the  mass  and  came  upon  a  small 
amniotic  sac  containing  a  small  embryo.     This  emphasizes  the 
fact  that  we  cannot  be  too  much  on  the  alert  for  cases  of  ectopic 
gestation.     In  the  second  place,  some  cases  mav  be  subjected  to 
curettage  without  free  bleeding  in  the  peritoneal  cavity.     In  the 
third  place  one  of  the  things  usually  looked  for  is  hematocele, 
pushing  the  uterus  forward ;  this  may  be  entirely  absent,  as  in  this 
case,  and  still  a  condition  of  extrauterine  pregnancy  be  present. 
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Dr.  a.  Brotkers  reported 

TWO  CASES  OF  PSEUDOHERMAPHRODITISM 

(female),  with  specimens,  paco^^raphs  and  drawings. 

Case  I. — Several  years  ago  a  girl  of  fourteen  was  referred  by 
Dr.  M.  Cisin  to  my  Post-Graduate  Hospital  clinic,  who  presented  a 
thick  growth  of  hair  on  the  upper  lip,  a  girlish  contour  of  the 
body,  and,  in  the  genital  region,  an  imperforate  pseudopenis  in  the 

place  of  a  clitoris,  with 
the  rest  of  the  external 
female  genitals.  She  was 
a  confirmed  and  un- 
blushing masturbator. 
Her  mother  wanted  me 
to  amputate  the  pseudo- 
penis,  and  see  to  it  that 
the  growth  of  hair  on 
the  upper  lip  was  re- 
moved, as  it  subjected 
the  girl  to  much  annoy- 
ance and  ridicule  at 
school.  The  case  drop- 
ned  out  of  my  observa- 
tion, but  not  before  I  had 
the  oDDortunity  of  se- 
curing this  drawing  and 
])hotographs. 

Case  II. — A  woman, 
twenty-three  years  old, 
consulted  me  at  my 
clinic  at  the  Beth-Israel 
Hospital  several  months 
ago  because  her  husband 
liad  left  her  after  a  mari- 
tal experience  with  her 
of  two  months.  Men- 
struation was  fairly  nor- 
mal and  she  had  slight 
abdominal  pain. 

Local  examination 
showed  in  the  situation 
of  the  clitoris  a  structure 
resembling  in  size  and 
shape  the  penis  of  a  boy 
of  fourteen.  A  thick  growth  of  hair  extended  from  the  pubis  up- 
wards to  the  umbilicus  and  down  both  thighs  and  legs.  The 
pseudopenis  was  imperforate,  measured  i^  inches  in  the 
flaccid  state,  and  was  said  to  increase  an  inch  in  length 
under    sexual     excitement.       A     double     frnenum     bound     it    to 


Dr.  Brothers'  case. — Showing  masculine 
contour  of  body    and  disposition  of  hair. 
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the  parts  below,  becoming-  lost  in  the  labia  minora.  The 
labia  majora  were  well  developed.  There  was  no  sign 
of  a  hymen,  but  the  urethral  orifice  was  large.  The  vagina 
admitted  a  finger  to  a  depth  of  four  inches,  when  a  flat,  undevel- 
oped cervix  could  just  barely  be  felt.  Nothing  could  be  further 
discovered  by  bimanual  examination.  The  perineum  was  high 
and  two  inches  anterior  to  the  anal  orifice.  The  features  were 
coarse,  and  the  chin  showed  a  growth  of  thick,  isolated  hairs.  The 
contour  of  the  body  and  the  flattened  breasts  suggested  the  mascu- 
line type. 

On  November  23,  1906,  the  abdomen  was  opened  through  a 
transverse  abdominal  incision.  A  coil  of  small  intestine  was  found 
adherent  in  the  left  pelvis,  and  other  indications  showed  the  exist- 


Dr.  Brothers'  case. — Pseudopcnis  in  woman  of  23. 

ence  of  an  extensive  pelveoperitonitis.  A  small  uterus  was  dis- 
covered, covered  in  and  adherent  to  the  bladder.  The  left  fallo- 
pian tube  was  purulent,  enlarged,  thickened,  and  doubled  over  on 
itself  in  horseshoe  shape.  With  the  associated  enlarged,  multi- 
cystic  ovary,  it  was  amputated  and  removed.  The  right  tube  was 
also  the  seat  of  a  purulent  salpingitis,  and,  with  a  portion  of  the 
corresponding  ovary,  removed.  A  search  was  made  for  testicles, 
but  no  sign  of  such  organs  could  be  discovered.  The  wound  was 
closed  without  drainage.  The  report  from  the  laboratory  later 
excluded  gonococci. 

The  position  of  the  patient  was  now  changed  and  the  pseudo- 
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penis  amputated.  The  vaginal  orifice  was  enlarged  by  two  lateral 
perineal  incisions,  and  the  vagina  tightly  packed  with  gauze.  A 
little  perineal  protrusion  was  subsequently  pared  away  under 
cocain. 

Excepting  an  intercurrent  attack  of  pneumonia,  there  was 
nothing  of  especial  interest  in  the  further  progress  of  the  case. 

Dr.  Herman  J.  Boldt. — The  condition  of  the  woman  should  be 
noted.  It  was  my  privilege  to  examine  her,  and  I  noticed  that 
she  had  an  unusually  high  perineum  for  a  woman.  In  addition  to 
that,  the  fact  that  her  vagina  was  longer  than  is  usually  found 
was  of  interest.  Another  interesting  feature  was  that,  although  I 
made  a  very  careful  bimanual  examination,  it  was  absolutely  im- 
possible to  discover  any  pelvic  lesion.  Yet,  Dr.  Brothers  opened 
her  abdomen  and  found  a  diseased  condition  of  the  adnexa.  The 
conclusion  to  be  drawn  is  that,  despite  of  careful  examination, 
one  cannot  always  tell  what  the  condition  of  the  pelvic  organs  is 
until  the  abdomen  is  opened. 

Dr.  J.  Riddle  Goffe. — In  connection  with  this,  I  recall  a  case 
of  a  pseudohermaphrodite  referred  to  me  a  number  of  years  ago, 
in  which  there  was  a  small  vagina,  so  small  that  it  with  difficulty 
admitted  my  index  finger  with  the  patient  anesthetized.  I  adopted 
a  novel  means  of  securing  a  good-sized  vagina  by  utilizing  the 
skin  covering  the  enlarged  clitoris  as  flaps  in  the  vagina.  Before 
removing  the  clitoris,  I  made  an  incision  through  the  skin  on 
dorsum  and  ventral  surfaces,  dissecting  off  two  lateral  flaps,  and 
leaving  them  attached  at  the  base.  Then  I  removed  the  clitoris, 
incised  the  vagina  on  either  side,  turned  in  the  skin  flaps,  and 
stitched  them  to  the  vagina,  filling  in  the  spaces  occasioned  by  the 
incisions.  It  was  a  novel  procedure,  but  it  worked  well.  The  girl 
has  since  married,  with  my  approval,  but  I  have  not  seen  her 
since.     I  hope  to  get  track  of  her  again. 

Dr.  J.  Milton  Mabbott. — In  connection  with  the  first  case,  I 
should  like  to  say  a  word  on  pseudohermaphroditism.  Attention 
should  not  only  be  called  to  the  physical  characteristics  as  exhib- 
ited in  the  photographs,  but  also  to  the  fact  that  she  was  a  girl 
thirteen  years  of  age,  of  a  mixed  type,  with  a  womanly  figure,  and 
no  unusual  development  of  hair.  It  seems  to  me  that  this,  in  a 
way,  helps  to  determine  the  sex  and  the  position  in  life  people 
should  occupy.  I  once  saw  a  case  in  private  practice,  a  man  of  a 
very  esthetic  type,  married,  but  with  a  sterile  wife.  He  had  a 
hernia  on  one  side,  and,  on  the  same  side,  an  undescended,  or  no 
testicle.  He  had  an  attack  of  strangulated  hernia — at  least,  it  was 
irreducible  and  painful,  and  he  was  sent  to  a  certain  hospital.  I 
was  unable  to  be  present  at  the  operation,  but  was  informed  on 
good  authority  that  the  hernial  sac  was  found  to  contain  a  minia- 
ture uterus  and  two  ovaries,  all  easily  recognizable.  The  man  had 
one  testicle  and  a  well  developed  penis,  and  all  the  sexual  qualifica- 
tions of  a  male.  His  mental  development  was  strongly  of  the 
hysterical  and  womanly  type ;  he  was  most  passionate  and  ex- 
citable.   He  had  a  violent  temper,  and  was  addicted  to  the  use  of 
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very  intemperate  lanCTuaj^e.  Physically,  he  was  largely  masculine ; 
mentally,  he  rather  leaned  toward  the  female  type.  He  made  a 
very  unsatisfactory  husband  in  every  way. 

Dr.  Herman  J.  Boldt  reported  a  case  of 

RESECTION    OF  TUBERCULOUS   BOWEL  FOR   FECAL   FISTULA. 

A.  U.  was  admitted  to  St.  Mark's  Hospital  late  in  the  fall  of 
1906,  with  the  history  that  she  had  been  well  until  August,  1906, 
when  her  menses  ceased  and  the  abdomen  began  to  enlarge.  Dr. 
Von  Ramdohr,  who  was  at  that  time  on  service,  found  her  with  a 
hard  swelling  in  the  low^er  abdomen,  which  extended  to  above  the 
umbilicus.  No  diagnosis  was  at  the  time  made.  On  abdominal 
section  by  him  it  w^as  found  that  the  swelling  consisted  of  inflam- 
matory exudate,  which  was  caused  by  tuberculous  peritonitis. 
The  intestines  were  intimately  matted  together,  and  cheesy  de- 
posits were  found  throughout,  besides  a  tuberculous  pyosalpinx 
bursted  during  manipulation,  that  it  was  wisely  thought  best  not 
to  proceed  further.  A  gauze  drain  was  inserted  and  the  abdomen 
closed.  About  four  weeks  later  a  large  fecal  fistula  showed  itself. 
The  fistula  was  so  large  that  all  intestinal  contents  were  passed 
through  it.    Attempts  at  healing  proved  a  failure. 

When  I  came  on  duty  this  month  the  case  was  turned  over  to 
me  through  the  courtesy  of  Dr.  Von  Ramdohr.  I  found  a  girl 
twenty-four  years  old,  but  looking  more  than  forty,  so  emaciated 
that  she  was  almost  skin  and  bone.  Her  pulse  was  rapid  and  of 
extremely  poor  quality.  The  pelvis  was  filled  by  tuberculous  exu- 
date, the  parietal  walls  in  the  lower  abdomen  were  undermined  by 
a  large,  irregular  cavity,  which  was  constantly  infected  with  pus 
and  feces.  It  was  evident  that  the  patient,  during  her  remaining 
days,  would  be  in  constant  misery  from  her  condition,  so  it  was 
decided  that  an  attempt  should  be  made  to  close  the  bowel.  After 
thorough  disinfection,  that  is.  as  thorough  as  it  was  possible  under 
the  circumstances,  the  wound  was  explored,  the  old  wound  edges 
excised,  and  the  abdomen  opened  after  gauze  had  been  inserted 
into  the  two  bowel  ends.  It  was  truly  an  exploration,  a  geo- 
graphical search  in  the  abdomen,  in  which  the  intestines  were 
matted  together,  and  between  the  adhesions,  and  also  covering 
the  bowels  there  were  masses  of  cheesy  tuberculous  nodules  and 
some  plaques.  One  may  get  an  idea  how  mixed  up  the  condition 
was,  w'hen  it  took  about  two  hours  to  loosen  the  affected  bowel. 
The  extreme  emaciation  of  the  patient  may,  to  a  large  extent,  be 
accounted  for  by  the  affected  bowel  being  the  upper  part  of  the 
ilium.  As  may  be  seen  by  -the  specimen,  the  only  rational  pro- 
cedure to  give  relief  was  the  resection  of  the  gut,  because  the 
inflammatory  exudate  around  the  injured  part  was  so  thick  that 
the  ends  could  not  be  otherwise  approximated. 

The  only  plausible  explanation  for  the  intestinal  injury  so  long 
after  operation  seems  to  be  that  one  of  the  house  physicians,  who 
had  the  dressing  to  attend  to,  perhaps  in  some  way  caught  the 
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coil  of  intestine  in  a  pair  of  dressings  forceps,  and  it  bein^  more  or 
less  brittle  because  of  the  tuberculous  condition,  it  was  more  read- 
ily torn,  although  from  inspection  the  edges  look  as  even  as  though 
they  had  been  cut  with  scissors  or  a  knife. 

As  was  expected  to  some  degree,  the  patient  did  not  rally  from 
the  shock  of  the  long  operation,  but  died  thirteen  hours  later. 

Dr.  L.  A.  EwALD. — I  should  like  to  ask  Dr.  Boldt  if  there  had 
been  any  adhesions  around  the  gut.  If  there  had  been  adhesions, 
fistula  is  more  likely  to  occur.  I  should  also  like  to  ask  if  gauze 
was  used  after  the  operation.  When  in  contact  with  gauze  fistula 
is  easily  formed. 

Dr.  Hermann  J.  Boldt. — Dr.  Von  Ramdohr  did  the  first  opera- 
tion, and  gauze  was  used  for  the  purpose  of  drainage,  but  the 
fistula  did  not  show  itself  until  four  weeks  after  the  operation.  It 
could  not  have  been  caused  bv  the  gavize,  because,  if  you  look 
well  at  the  specimen,  you  will  note  the  clean-cut  incision  that  was 
made.  This  is  not  an  injury  one  is  likely  to  get  from  traumatism, 
from  gauze  packing,  or  ulceration,  but  one  as  though  it  was  made 
with  a  knife.  Therefore,  the  injury  was  probably  caused  by  dress- 
ing forceps. 

Dr.  C.  a.  Von  Ramdohr  presented  some 

CLINICAL  observations   ON   THE   USE   OF   COTARNINE   PHTIIALATE. 

Some  time  ago  my  attention  was  called  to  a  new  uterine  hemo- 
static, cotarnine  phthalate. 

Having  a  few  cases  on  hand  where  my  usual  remedies  had 
failed,  I  gave  this  chemical  a  trial. 

Cotarnine  phthalate  is  a  derivative  of  narcotine  and  phthalic 
acid.  It  comes  in  yellowish  crystals  easily  soluble  in  water,  and 
may   be   obtained    in   coated   tablets,   each   containing   0.05    gm. 

Some  authors,  like  Mohr  (who  has  made  a  series  of  highly 
interesting  physiological  experiments),  contend  with  Chiappe  that 
this  remedy  does  not  produce  uterine  contractions,  but  performs 
its  function  by  acting  on  the  vasomotor  nerves  of  the  uterus, 
plexus  hypogastricus,  or  the  cervical  ganglion.  Katz,  who  has 
written  extensively  on  the  subject,  feels  satisfied,  after 
two  years'  experience,  to  recommend  it  for  dysmenorrhea,  ir- 
regular menstruation,  and  in  the  menopause,  laying  stress  on 
the  sedative  action  of  the  remedy.  Abel,  after  a  series  of  experi- 
ments, admits  freely  that  he  is  not  sure  how  the  drug  performs  its 
duty,  but  admits  the  beneficial  efifect. 

Freudenberg  expresses  his  trust  in  the  drug,  especially  in  in- 
operable myomata,  but  not  where  a  quick  uterine  contraction  is 
demanded  as  post  partum. 

Case  I. — Mrs.  V..  forty-eight  years  of  age,  married  twenty 
years,  widow  for  eight  yeais,  two  children,  youngest  twenty-three 
years  old,  no  abortion,  good  family  history.  Suffering  from  two 
subperitoneal  fibroids,  each  about  the  size  of  a  larce  grapefruit. 
First  saw  me  about  three  years  ago  and  refused  operation.    Has 
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since  been  treated  by  the  administration  of  Squibb's  fluid  extract 
of  ergot  in  thirty  drops  to  one  teaspoonful  doses.  Tumor  has  not 
increased,  but  of  late  her  menstruation  has  been  very  profuse,  and 
could  not  be  checked  by  increased  doses  of  ergot.  Fluid  extract 
of  cotton  root  had  no  effect.  Has  been  taking  cotarnine  phthalate 
for  the  last  three  months  in  0.05  doses  five  times  daily  during  her 
period  with  such  good  results  that  she  asked  for  her  pellets  the  last 
time,  and  so  far  her  menorrhagia  has  been  checked. 

Case  II. — Airs.  B.,  forty-nine  years  of  age,  married  twenty-one 
years,  no  children,  no  abortion,  good  family  history,  came  under 
observation  four  years  ago,  suft"ering  from  cocoanut-size  subperi- 
toneal fibroid,  and  refused  operation.  Ergot  treatment  checked 
growth  of  tumor,  but  she  has  been  suffering  from  menorrhagia  for 
the  last  six  months.  Cotton  root  and  cotarnine  hydrochlorate 
brought  no  relief.  Has  been  taking  cotarnine  phthalate  for  the 
last  three  months,  and  has  since  been  menstruating  normally.  She 
also  demanded  her  pellets  because  she  experienced  such  relief. 

Case  III. — Airs.  I.,  thirty-five  years  of  age,  married  ten  years, 
mother  of  four  children,  youngest  one  two  years  old,  aborted  two 
and  a  half  months  ago  in  the  third  month  of  pregnancy.  Refused 
curettage,  which  was  indicated  on  account  of  hemorrhage  lasting 
over  two  weeks  afterwards.  Ergot  had  no  effect.  After  taking 
cotarnine  phthalate  for  two  days  hemorrhage  ceased. 

Case  IV. — Airs.  K.,  forty-nine  years  of  age,  married  twenty-one 
years,  mother  of  two  children,  youngest  one  seventeen  years  old, 
no  abortion.  Alyoma  of  the  uterus.  Operation  refused.  For  the 
last  three  months  menorrhagia,  for  which  ergot  brought  no  relief. 
Cotarnine  phthalate  in  six  doses  per  day  (0.05)  gave  immediate 
relief. 

Case  V. — Airs.  B.,  forty  years  of  age,  mother  of  five  children, 
youngest  one  five  years  old,  no  abortion.  Subinvoluted  uterus 
and  accompanying  symptoms.  Refused  curettage.  Ergot  and 
cotton  root  and  stypticine  (cotarnine  hydrochlorate)  had  no  effect. 
Neither  had  cotarnine  phthalate.  Am  trying  to  persuade  her  to 
let  me  perform  a  curettage. 

Case  VI. — Aliss  R.,  twenty-three  years  of  age,  had  an  abortion 
at  the  third  month.  As  only  the  mother  knew  about  her  condition, 
a  curettage  was  out  of  question,  though  indicated  on  account  of 
persistent  hemorrhage.  Cotarnine  phthalate  stopped  the  discharge 
in  two  days  after  ergot  had  failed. 

In  conclusion,  I  would  like  to  summarize  my  limited  experience 
with  cotarnine  phthalate  as  follows  : 

It  has  given  relief  in  five  cases  out  of  six  after  the  usual  reme- 
dies had  failed.  Cotarnine  phthalate  never  interfered  with  diges- 
tion, nor  were  there  anv  other  bad  bye-effects  observed. 

I  shall,  therefore,  in  selected  cases  where  operation  is  refused, 
and  a  uterine  hemostatic  is  demanded,  and  where  there  is  no 
necessity  of  a  hurried  uterine  contraction,  use  cotarnine  phthalate 
a  great  deal  more  frequently. 
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The  subject  of  the  evening's  discussion  was 

ENDOMETRITIS.* 

Papers  were  read  by  Drs.  Ewald,  Polak,  and  Waldo. 

Dr.  Malcolm  McLean. — I  heartily  indorse  what  Dr.  Waldo 
has  said.  I  have  listened  with  interest  to  all  that  has  been  said 
about  this  troublesome  complaint.  I  have  reduced  my  work  in 
the  treatment  of  these  cases  to  thorough  and  careful  drainage, 
and  one  good  cleansing  of  the  uterus  followed  by  one  thorough 
application  of  iodine.  I  rely  upon  iodine  as  the  only  chemical 
agent  to  be  used  in  the  anterior  of  the  uterus,  because  of  its  unique 
power  of  penetrating  the  tissues. 

Dr.  J.  Riddle  Goffe. — I  do  not  know  that  I  have  anything  to 
say  regarding  the  first  two  papers  read  on  the  patholr  and 
symptomatology.  On  these  points  we  are  pretty  well  agreed.  The 
discussion,  therefore,  hinges  upon  Dr.  Waldo's  paper  in  the  matter 
of  treatment.  I  differ  with  him  radically  in  regard  to  the  treat- 
ment of  advanced  chronic  endocervicitis ;  I  do  not  believe  in  the 
efficacy  here  of  applications  of  tincture  of  iodine  and  tampons  of 
boroglycerine.  We  need  more  radical  treatment.  In  my  experi- 
ence these  cases  present  a  serious  condition  of  deep  glandular 
disease  of  the  cervix ;  nothing  short  of  amputation  accomplishes 
anything.  In  simple  cases,  where  the  trouble  has  not  become  so 
deep  seated,  however,  and  without  deep  glandular  involvement, 
many  can  be  cured  by  office  treatment,  the  office  treatment  con- 
sisting of  thorough  dilatation.  I  find  that  the  simple  aT^'^lication 
of  tincture  of  iodine  without  first  evacuating  the  ducts  and  glands 
is  useless.  My  method  is  to  first  pass  a  steel  dilator,  and  slowly 
and  thoroughly  dilate  the  cervix,  evacuating  the  contents  of  the 
glands  and  ducts.  Where  thick,  stringy,  mucous  plugs  block  the 
cervix,  it  will  come  away  with  long  hanging  roots  from  the  ducts 
and  glands  in  one  mass.  By  floating  it  in  water  one  can  readily 
see  the  casts  from  the  ducts  and  glands.  In  severe  cases  nothing 
short  of  complete  amputation  of  the  cervix  will  avail. 

With  regard  to  the  use  of  gauze  in  the  uterine  cavity  for  asepsis 
and  drainage,  I  also  disagree  with  the  reader  of  the  paper.  It 
is  my  custom  to  use  intrauterine  packing  invariably  where  I  find 
occasion  to  use  the  curette.  The  gauze  I  use  is  especially  prepared 
for  this  purpose.  It  is  iodoform  gauze,  lo  per  cent.,  that  has 
been  soaking  for  days,  and  sometimes  for  weeks,  in  bichloride  of 
mercury  solution,  1-500.  This  gauze  is  kept  constantlv  on  hand. 
It  is  cut  in  strips,  the  rap-ged  edges  are  infolded  and  soaked  in 
bichloride.  When  to  be  used,  one  or  two  rolls  are  taken  out  and 
placed  in  a  pan  of  hot  water  and  allowed  to  soak  there  during  the 
time  consumed  in  dilating  and  curetting.  It  is  then  swashed 
around  and  wrung  out  fairlv  dry.  This  gets  rid  of  the  excess  of 
iodoform  and  bichloride,  and  leaves  the  gauze  not  only  aseptic,  but 

*See  original  articles,  pages  394,  400,  405. 
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antiseptic  in  action.  The  uterus  is  then  carefully  packed  with  it, 
first  one  cornua,  then  the  other  as  far  as  the  internal  os.  It  then 
comes  straight  through  the  cervix  like  a  lamp  wick,  and  drains 
splendidly.  It  serves  an  excellent  purpose  in  causing  involution 
in  cases  of  subinvolution.  It  also  serves  to  cause  contractions  of 
the  uterus  in  cases  of  anteflexion,  thereby  stimulating  the  circula- 
tion and  development  of  the  organ. 

Dr.  Herman  J.  Boldt. — With  regard  to  the  statement  of  Dr. 
Polak  about  a  severe  metritis  being  present,  my  experience  has 
been  that  when  there  is  a  metritis  present  there  is  also  always  an 
endometritis.  This  is  my  mvariable  experience.  I  have  had  hun- 
dreds of  instances  where  the  scrapings  have  been  examined,  and 
invariably  has  this  been  corroborated  by  the  microscopical  findings. 

So  far  as  the  treatment  of  the  various  forms  of  endometritis  is 
concerned,  there  is  no  unanimity  of  opinion.  But  personally  I 
differ  with  some  in  the  treatment  of  gonorrheal  endometritis.  I 
now  believe  that,  when  satisfied  that  we  have  to  deal  with  a  gon- 
orrheal infection  of  the  endometrium,  before  giving  the  gonococci 
a  chance  to  invade  the  tubes,  heroic  treatment  is  preferable  in  com- 
petent hands,  and  nothing,  in  m.y  opinion,  is  better  than  to  curette 
the  endometrium  as  soon  as  possible,  and  then  to  use  one  of  the 
antigonococci  solutions  in  the  interior  of  the  uterus.  The  kind  of 
solution  to  be  used  differs,  each  man  having  his  own  preference.  I 
use  protargol  solutions  and  pack  the  uterine  cavity  with  gauze 
impregnated  with  it.  One  should  bear  in  mind  that  all  parts  of 
the  genital  tract  should  be  treated. 

So  far  as  the  treatment  of  the  other  forms  of  endometritis  is 
concerned,  what  I  could  say  would  simply  be  a  reiteration  of  what 
has  already  been  said  by  one  or  another.  The  treatment  depends 
upon  individual  experience  as  to  which  is  regarded  as  the  best. 

Dr.  R.  a.  Murray. — There  is  one  point  that  has  not  been  fully 
brought  out,  that  is,  when  we  meet  with  an  endometritis  and 
metritis,  there  invariably  is  a  salpingitis.  Very  frequently,  this  is 
not  determined  at  the  time,  and  treatment  is  directed  to  the  etic..> 
metritis  or  metritis.  The  uterus  being  pulled  down  and  subjecte' 
to  curettage,  trauma  is  done,  and  also  damage  to  the  adhesions 
which  have  been  guarding  the  fallopian  tubes.  The  result  is  there 
occurs  quickly  a  septic  infection  of  the  peritoneum.  In  just  this 
way,^  in  the  many  cases  reported,  it  was  no  unusual  thing  in  the 
repair  of  cervices  for  lacerations  to  have  patients  die,  died  from  the 
mere  operation  of  sewing  the  laceration  of  the  cervix.  The  reason 
was  not  that  the  operator  had  infected  the  patient,  but  that  a  peri- 
tonitis had  developed ;  case  after  case  happened  in  this  way.  This 
was  a  common  experience  before  salpingitis  had  been  so  thor- 
oughly brought  to  the  attention  of  the  profession.  Now, 
when  a  patient  comes  for  operation,  a  very  thorough  ex- 
amination is  made  under  anesthesia  to  note  the  condition  of  the 
adnexa.  ^  This  is  a  very  important  thing.  We  should  not  rely  upon 
an  examination  made  in  the  office,  or  with  the  patient  lying  in  bed. 
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or  without  an  anesthetic.  Careful  examination  should  be  made 
under  an  anesthetic. 

With  regard  to  local  applications,  I  agree  with  Dr.  McLean 
that  the  best  of  all  applications  is  iodine.  But  I  do  not  care  to  use 
it  as  Dr.  Kammerer  does  and  other  Germans,  by  injecting  it 
directly  into  the  uterus.  They  do  not  get  the  cervix  dilated,  and 
invariably  there  follows  a  uterine  colic. 

Personally,  I  do  not  like  to  pack  the  uterus,  except  in  the  cases 
Dr.  Goffe  described.  In  an  infantile  uterus,  or  where  the  uterus  is 
flexed,  or  turned  backwards,  or  forwards,  packing  does  good 
service.  But  we  must  be  careful  that  there  is  no  trouble  with  the 
adnexa.  If  we  do  pack  when  there  is  trouble  in  the  tubes,  we 
excite  contractions ;  this  will  be  followed  by  a  rise  in  temperature 
and  other  symptoms  of  a  pelvic  peritonitis,  which  leaves  the  patient 
in  a  worse  condition  than  before  the  operation.  After  that  any 
endeavor  to  improve  the  patient  by  operative  procedures  as  curet- 
ting, or  the  applications,  will  be  a  very  dif^cult  matter.  In  fact, 
one  may  have  then  to  do  abdominal  hysterectomy. 

The  point  in  reference  to  emptying  the  cervical  glands  is  very 
important,  and  I  think  we  can  empty  them  with  the  spear ;  after 
that  we  should  very  thoroughly  disinfect  the  cervix  and  vaginal 
portion  of  the  uterus.  These  glands  can  be  distinctly  seen,  shining 
and  pearly,  through  the  mucous  membrane.  After  spearing  these, 
and  relieving  the  congestion,  one  then  can  dilate  the  cervix  without 
harm.  Then  application  of  iodine  may  be  made  after  depleting 
the  cervix.  This  is  one  of  the  most  important  things  to  do  in  cer- 
tain forms  of  chronic  metritis  and  acute  forms  as  well,  especially 
where  there  is  a  constitutional  condition  like  the  rheumatic  or 
gouty  diathesis.  There  is  nothing  that  will  relieve  these  patients 
so  quickly  as  drawing  off  a  few  drachms  of  blood  with  the 
Buttles  spear.  The  relief  is  almost  immediate  where  the  patient 
suffers  from  dysmenorrhea,  or  where  the  menses  do  not  come  on. 
The  menses  return,  and  the  next  month  and  during  the  menstrual 
periods  she  is  better  off  and  in  better  health  than  before. 

Dr.  a.  Brothers. — I  wish  to  speak  first  on  the  subject  of  curet- 
tage, and,  secondly,  on  the  subject  of  drainage.  The  time  is  pass- 
ing when  every  patient  is  subjected  to  curettage,  and  it  is  right  that 
it  should  pass.  The  curette  ten  years  ago  was  used  in  every  case  of 
puerperal  infection,  and.  I  do  not  hesitate  to  sav.  with  harm  and 
mischief.  The  time  has  now  come  that  tlie  cases  should  be  differ- 
■entiatcd  that  require  the  curette.  In  the  majority  of  the  cases  of 
puerperal  infection,  I  advise  against  the  use  of  the  curette  after 
satisfying  myself  that  there  is  no  placental  tissue  to  be  removed. 

With  regard  to  drainage  and  packing,  I  believe  that  packing 
the  uterus  is  only  indicated  for  hemorrhage:  T  do  not  believe  it  is 
indicated  for  any  other  condition  after  the  uterus  has  been  curet- 
ted or  washed  out  in  the  puerperal  condition.  In  the  nonpuerperal 
condition,  I  also  believe  that,  if  packing  is  used,  it  should  be  used 
vonly  for  the  control  of  bleeding.    If  there  is  no  bleeding  I  oppose 


NEW    YORK    OBSTETRICAL    SOCIETY.  42I 

the  opinion  expressed  this  evening',  and  would  not  permit  the  use 
of  gauze  as  a  packing  in  the  interior  of  the  uterus.  Used  as  a 
drain,  not  as  a  pack,  gauze  has  its  place. 

I  know  of  a  case  recently,  in  the  wife  of  the  surgeon  whom  I 
met  at  St.  Mark's  Hospital,  where  the  uterus  was  curetted  and 
not  drained,  and  the  cavity  became  obliterated.  At  the  Post- 
Graduate  Hospital  I  have  seen  another  case  in  which  the  uterine 
interior  became  obliterated  after  curettage.  I  am  convinced  that 
an  agglutination  had  taken  place  in  these  and  similar  reported 
cases,  because  the  uterine  raw  surfaces  had  not  been  kept  asunder. 
I  believe  one  of  the  principal  indications  was  not  only  to  drain  the 
secretions  in  the  uterus,  but  to  prevent  the  possibility  of  agglutina- 
tion of  the  uterine  surfaces  and  the  obliteration  of  the  cavity.  I 
know  of  a  number  of  instances  of  women  under  25  or  30  years  of 
age  who  were  unfortunately  placed  in  a  condition  of  premature 
menopause  because  the  uterine  interior  had  become  obliterated, 
and  usually  because  of  lack  of  care  in  introducing  the  gauze  drain. 
I  do  not  introduce  the  gauze  drain  as  Dr.  Gofife  does.  I  take  a 
thin  strip  of  gauze  and  twist  it  in  the  shape  of  a  rope,  and  that  will 
accomplish  the  purpose. 

Dr.  R.  L.  Dickinson. — I  emphasize  the  importance  of  studying 
the  patient's  general  condition.  There  are  a  number  of  catarrhal 
conditions  of  the  uterus  which  depend  upon  some  general  condi- 
tion, which  should  be  rigidly  treated.  I  need  only  refer  to  the 
rheumatic.  There  is,  however,  another  condition  to  which  refer- 
ence should  be  made,  that  which  accompanies  eczema.  Here  we 
may  have  the  most  persistent  irritation  possible  at  the  external  os 
in  patients  with  very  sensitive  skins,  as  at  back  of  the  ear. 

As  to  clearing  the  canal  of  the  catarrhal  products,  there  is  no 
better  method  than  using  narrow  strips  of  gauze — those  left  over 
in  making  gauze  squares  for  sponges.  Place  one  in  the  blade  of 
the  forceps  and  twist  it  into  the  canal ;  it  will  entangle  the  ropy 
mucus  better  than  anything  else. 

I  believe  packing  will  help  those  cases  in  which  there  is  cervical 
hyperplasia,  particularly  in  the  anteflexion  cases.  After-treatment 
is  needed  to  prevent  relapse.  The  patient  should  be  seen  before 
each  subsequent  period  for  at  least  three  months.  An  office  dila- 
tation is  necessary.  In  cases  of  stenosis  of  the  internal  os,  dilata- 
tion must  be  kept  up. 

Dr.  J.  Milton  Mabbott. — First,  with  regard  to  intrauterine 
applications.  There  are  cases  of  endometritis,  associated  with  sub- 
involution, and  menorrhagia  or  metrorrhagia,  and  a  considerable 
amount  of  discharge,  but  who  have  never  been  infected  with  gon- 
orrhea; women  three  or  four  months  past  their  last  delivery;  in 
these  cases,  if  it  is  easy  to  introduce  the  cotton-wrapped  applicator 
dipped  in  compound  tincture  of  iodine,  I  do  not  hesitate  to  apply 
it  to  the  whole  length  of  the  uterine  cavity.  A  uterus  three  or 
more  months  after  delivery  is  a  fairly  safe  proposition,  so  far  as 
infection  is  concerned,  except  to  specific  germs.    With  all  the  pre- 
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cautions  now  taken  to  obtain  asepsis,  it  is  safe  to  make  such  appli- 
cations. 

With  regard  to  cleaning  the  cervical  canal,  which  is  often  filled 
with  a  thick  glairy  fluid,  and  not  very  rarely  with  a  plug  of  mucus 
almost  solid  in  consistency,  I  find  a  suction  syringe  with  a  long 
nozzle  draws  the  mucopurulent  discharge  very  easily.  Swabbing 
takes  too  long.  In  the  puerperal  condition  it  is  undesirable  to  leave 
gauze  in  the  uterine  cavity. 

Dr.  William  S.  Stone. — Since  the  first  edition  of  Howard 
Kelly's  book  on  operative  gynecology,  the  point  that  endometritis, 
as  a  clinical  and  pathological  entity,  is  very  much  less  common 
than  previously  supposed,  is  of  great  importance.  A  great  many 
of  these  cases  are  nutritional  disturbances,  the  result  of  active  or 
passive  congestions  from  the  presence  of  tumors,  displacements, 
and  inflammatory  conditions  in  the  adnexa.  This  is  important  to 
recognize  because  it  will  prevent  the  too  frequent  practice  of 
curettage. 

With  regard  to  Dr.  Boldt's  statement  concerning  gonorrheal 
infection  of  the  uterus,  it  is  opposed  to  his  previous  statement  that 
the  curette  is  the  most  abused  instrument  in  surgery.  It  seems  to 
me  that  the  statement  he  made  to-night,  that  he  would  use  the 
curette  when  the  interior  of  the  uterus  is  infected  with  the  gon- 
ococcus,  will  do  a  great  deal  to  offset  his  previous  teachings  re- 
garding the  use  of  this  instrument. 

With  regard  to  the  treatment  of  recent  gonorrheal  endometritis, 
it  is  well  to  recognize  the  fact  that  it  does  not  really  demand  any 
local  interference,  so  far  as  the  interior  of  the  uterus  is  concerned. 
It  is  my  custom  to  teach  that  when  there  are  evidences  of  a  recent 
infection  with  the  gonococcus  in  the  body  of  the  uterus,  to  leave  it 
alone.  We  can  do  considerable  good  by  rest  in  bed,  especially 
during  the  next  menstrual  period  or  two.  It  has  also  been  of  the 
greatest  value  to  instruct  patients  as  to  the  dangers  of  intercourse, 
not  because  of  the  danger  of  infection  to  the  other  member  of  the 
family,  but  because  of  the  additional  congestion  that  is  thereby 
caused. 

With  regard  to  chronic  gonorrheal  endocervicitis,  occurring  in 
nulliparous  women,  it  is  often  a  difficult  task  to  get  at  the  mucous 
membrane.  The  procedure  that  I  have  adopted  in  a  few  cases  is 
this :  Without  a  previous  dilatation,  and  without  entering  the 
interior  of  the  uterus,  I  have  incised  the  posterior  lip  of  the  cervix, 
as  in  the  Dudley  operation,  so  that  applications  may  be  satisfac- 
torily made  to  the  mucosa. 

Dr.  L.  A.  EwALD. — Dr.  Stone's  remarks  about  taking  care  not 
to  do  harm  is  more  than  justified.  All  cases  that  were  said  to  be 
due  to  infected  instruments  in  former  years  are  to-day  recognized 
as  cases  of  previous  corporeal  gonorrhea  and  salpingitis. 

As  far  as  infection  of  the  corpus  is  concerned,  Dr.  Boldt's 
method  is  heroic,  but  one  has  no  opportunity  of  seeing  these  cases 
within  the  first  twenty-four  or  thirty-six  hours.     In  the  older 
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cases,  when  there  is  no  doubt  but  that  the  gonococci  are  deeply- 
seated  in  the  tissues,  no  curettage  will  remove  them.  There  is  the 
danger  of  an  ascending  gonorrhea  to  be  considered. 

I  think  that  inflammation  of  the  corpus  uteri  and  endocervicitis 
should  be  separated ;  they  are  of  a  different  character.  The  cor- 
poreal inflammation  is  usually  due  to  local  causes,  displacement  of 
the  uterus,  constipation,  especially  in  young  girls,  and  anemia ; 
sometimes  to  constitutional  diseases ;  but  inflammation  of  the  cer- 
vical canal  is  mostly  due  to  gonorrheal  infection.  We  are  justified 
in  applying  antiseptics  here.  In  the  treatment  of  endocervicitis, 
the  most  important  part  is  to  clean  away  the  mucus,  a  matter 
which  is  not  at  all  easy  of  accomplishment.  I  sometimes  use  eight 
or  ten  Playfair's  applicators  to  remove  the  mucus  completely. 
Then  iodine  is  used. 

Yeast  I  have  used  in  gonorrheal  endocervicitis  with  good  re- 
sults. It  is  a  lenient,  conservative,  and  successful  method,  and 
will  repay  further  use. 

Dr.   J.   O.    PoLAK. — There   is  only   one   point   that   I   wish  to 
emphasize,  and  that  is,  in  gonorrheal  endometritis,  as  in  putrid 
endometritis,  Nature  makes  a  distinct  effort  to  isolate  the  infec- 
tion by  developing  a  leucocytic  zone.    I  am,  therefore,  surprised  at 
Dr.  Boldt's  statement,  which  shows  that  he  does  appreciate  the 
importance  of  the  development  of  this  zone.    One  cannot  sterilize 
the  interior  of  the  uterus  after  the  gonococcus  has  gained  entrance 
there.     It  is  generally  admitted  that  the  corporeal  endometrium 
is  either  acutely  inflamed  or  free  from  cocci ;  unless  there  are 
adnexal  lesions  ;  with  the  gonococcus  in  the  tubes,  anv  such  pro- 
cedure as  suggested  by  Dr.  Boldt  cannot  but  do  harm. 
_  With  regard  to  packing,  I  cannot  see  the  advantage  of  anv  par- 
ticular gauze,  as  Dr.  Goft'e  does.     If  it  is  packed  in  firmly,  or 
loosely,  it  does  not  drain,  but  dams  the  uterus  after  a  few  hours. 
Dr.  Ralph   Waldo. — Dr.   Goffe  spoke  of  amputation  of  the 
cervix  in  bad  cases  of  cervical  endometritis,  and  gauze  packing 
after   curettage   for  a  general   endometritis.      I   have   amputated 
many  of  these  cervices,  and  have  treated  them  with  all  kinds  of 
escharotics.     There  was  a  time  that  powerful  mineral  acids  were 
used  :  even  fuming  nitric.    Dr.  Boldt  can  tell  yoti  how  it  was  done. 
I  gave  it  up.    I  have  amputated  and  performed  Schroeder's  opera- 
tion, but  have  been  much  disappointed  in  a  number  of  cases,  and 
have  seen  the  thick  viscid  mucus  dischar-A  for  months  afterwards. 
With  regard  to  packing,  I  have  the  copy  of  an  article  published 
in  1896  on  the  treatment  of  endometritis  ;  in  this  article  I  advocated 
packing  the  uterus  after  dilatation  and  curettage,  using  iodoform 
gauze.     Formerly   I   packed  the  uterus  and  allowed  the  gauze 
to  remain  in  one  week ;  then  I  packed  the  uterus  and  allowed  the 
gauze  to  stay  in  three  or  four  days,  when  it  was  repacked.  Finally, 
I  allowed  the  packing  to  remain  in  twenty-four  or  thirtv-six  hours. 
Careful  observations  in   cases  of  packing,  and  in  cases  of  non- 
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packing  of  the  uterus  were  made.  Where  the  uterus  was  drained 
with  gauze  the  patients  had  more  pain  and  a  little  rise  of  temper- 
ature. When  uterus  was  ngt  packed  the  patients  had  no  pain,  no 
rise  of  temperature,  and  were  better  off  at  the  end  of  one  year. 
It  was  a  universal  treatment  to  pack  the  uterus.  But,  personally, 
I  am  positively  opposed  to  it,  excepting  to  control  hemorrhage. 

As  to  the  treatment  of  acute  gonorrheal  endometritis,  I  suppose 
Dr.  Boldt  meant  the  treatment  of  acute  general  endometritis, 
and  not  of  the  cervix  alone.  The  gonococcus  will  continue  to  live 
in  a  few  places  only  in  the  genitals,  as  in  the  glands  of  Bartholin 
and  those  of  Skene,  but  they  will  not  live  for  any  length  of  time  in 
the  vagina.  They  will  not  continue  in  the  cavity  of  the  uterus, 
but  will  go  into  the  Fallopian  tubes,  and  there  remain.  If  there 
is  an  a.cute  inflammatory  process  in  the  uterus,  as  after  a  delivery 
of  a  child,  or  after  an  abortion,  then  there  will  be  a  good  culture 
medium,  and  the  gonococcus  will  go  through  the  uterus  and,  per- 
haps, into  the  tubes.  If  one  dilates  the  uterus  and  scrapes  it  there 
will  result  quite  a  reaction  and  discharge.  If  the  disease  is  not 
already  in  the  tubes,  the  chances  are  then  that  it  will  go  there. 
It  is  absolutely  impossible  to  get  rid  of  the  germs,  and  I  do  not 
care  whether  you  use  the  cautery  or  fuming  nitric  acid.  They  are 
situated  too  deep  to  be  reached. 

As  to  the  obliteration  of  the  uterine  cavity  after  curettage,  the 
introduction  of  gauze  will  not  prevent  this.  I  wrote  an  article 
once  about  the  abuse  of  the  curette,  and  stated  that  the  uterine 
cavity  was  often  obliterated  because  the  curette  was  used  too  hard. 
If  the  curettage  was  too  deep  there  was  danger  of  obliteration 
Of  the  cavitv  of  the  uterus. 
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Meeting  of  November  27,  1906. 
The  President,  H.  Grad,  M.D.,  in  the  Chair. 
Dr.  Pinkham  reported  a  case  of  rapidly  growing 

SARCOMA    OF    THE    VAGINA. 

"I  am  making  a  further  report  of  a  case  of  a  tumor  of  the 
vagina,  reported  at  our  last  meeting.  At  that  time  I  thought 
I  was  dealing  with  a  carcinoma,  but  the  growth  has  increased 
enormously  and  microscopically  it  proves  to  be  a  sarcoma.  The 
patient  has  received  x-Tay  treatment,  but  it  did  not  prove  of 
value.     The  tumor  fills  up  the  entire  vagina." 

Dr.  Grad:  Dr.  Pinkham  recalls  a  case  of  tumor  of  the  vagina 
that  was  sent  to  me  for  x-vay  treatment.     It  is  very  difficult  to 
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a;-ray  the  vagina,  so  a  tube  of  radium  was  inserted  between  the 
tumor  and  the  vaginal  wall.  The  tube  was  allowed  to  remain 
in  position  for  six  hours  at  a  time.  After  four  weeks  of  treat- 
ment the  tumor  diminished  in  size  and  the  patient  was  referred 
to  the  Post  Graduate  Hospital  for  an  operation.  Dr.  Dudley 
operated,  but  the  patient  died  of  metastases.  I  do  not  think 
much  can  be  done  in  malignant  cases  with  the  %-ray  or  radium. 

Dr.  West:  In  some  of  these  cases  I  have  inserted  the  radium 
tube  directly  into  the  tumor ;  in  others  the  tube  was  put  in  con- 
tact with  the  tumor;  in  no  case  have  I  seen  any  improvement. 

Dr.  Grab  reported  a  case  of 

external  version. 

I  report  that  case  to  emphasize  the  fact  that  it  is  possible 
during  the  latter  months  of  pregnancy  to  convert  by  external 
version  a  breech  presentation  into  a  head.  The  patient  had  a 
previous  pregnancy  with  a  breech  presentation.  The  child  died 
during  delivery  because  of  its  large  size.  When  she  was  again 
pregnant  about  six  and  a  half  months  she  presented  herself 
and  the  same  conditions  were  found  as  in  the  previous  preg- 
nancy— a  pelvic  presentation  with  the  head  pointing  toward 
the  left  hypochondriac  region.  I  tried  at  this  time  to  do  an 
external  version,  but  failed  to  make  the  head  stay  in  the  pelvis. 
However,  in  the  ninth  month,  I  was  able  to  convert  the  presen- 
tation into  a  head.  The  woman  went  into  labor  and  I  delivered 
her  of  a  live  baby  weighing  eleven  pounds.  The  first  child 
weighed  twelve  pounds.  If  we  make  attempts  in  these  cases 
to  do  version  and  carefully  watch  them  month  after  month, 
in  a  certain  number  of  cases  we  can  accomplish  it,  and  with 
very  good  results,  as  far  as  the  life  of  the  baby  is  concerned. 

Dr.  Tull:  Dr.  Grad  converted  this  breech  presentation  into  a 
head,  because  of  the  large  size  of  the  child.  Now  in  many  cases 
for  the  same  reason  we  convert  a  head  into  a  breech.  Of  course 
the  risk  to  the  child  is  larger  in  the  breech  deliveries.  I  was 
not  surprised  that  the  head  did  not  remain  in  the  pelvis  at  the 
seventh  month.  I  do  not  make  any  note  of  the  position  of  the 
child  when  a  woman  is  seven  months  pregnant.  The  fetus 
does  not  become  fixed  before  the  eighth  month. 

Dr.  Buckmaster:  Some  years  ago  I  had  a  similar  case. 
The  conversion  was  effected  with  very  little  trouble,  but  I 
question  whether  there  is  any  great  advantage  in  external  version. 
We  do  not  understand  the  etiology  of  these  conditions,  and 
therefore  in  doing  a  version  we  may  possibly  do  harm. 

Dr.  Harrisox:  I  am  rather  of  the  opinion  of  Dr.  Buckmaster. 
When  you  perform  an  external  version,  you  have  no  guarantee 
that  the  head  will  come  down  in  the  normal  position.  If  you 
get  an  occipito  posterior  after  external  version,  you  are  worse 
off  than  you  were  before.  You  may  assume  that  the  head 
will  take  the  left  anterior  position;  that  is  the  natural  way, 
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and  so  I  think  the  procedure  is  justifiable,  especially  in  primi- 
parae. 

Dr.  West  reported  a  case  of 

GANGRENOUS    APPENDICITIS 

with  accidental  incision  into  the  cecum  during  operation.  "About 
ten  days  ago  I  saw  a  patient  in  consultation  and  diagnosed  a 
gangrenous  appendicitis.  I  sent  her  to  the  hospital  and  operated 
as  soon  as  it  was  possible  to  prepare  her.  I  made  the  usual 
incision,  separated  the  muscles,  and  came  down  on  what  I 
supposed  was  a  thickened  peritoneum.  Beneath  this  thickened 
membrane  was  a  mass  that  I  took  to  be  the  appendix.  As  soon 
as  I  made  the  incision,  out  gushed  a  recently  administered  enema 
and  I  found  that  I  had  entered  the  cecum.  I  sewed  the  rent  up 
with  through-and-through  sutures,  followed  by  Lembert  sutures. 
The  gangrenous  appendix  was  next  removed,  the  wound  washed 
out  with  peroxide  of  hydrogen  and  packed  with  gauze  to  provide 
for  thorough  drainage.  The  patient  is  making  a  very  satisfac- 
tory recovery.  At  first  there  was  a  very  copious  discharge  from 
the  wound,  but  at  no  time  was  there  a  fecal  odor  or  discharge. 
Dr.  George  T.  Harrison  read  a  paper  on 

"vaginal  cesarean  section  and  ITS  application.* 

Dr.  Tull:  I  have  seen  one  case  operated  upon  by  Dr.  Harri 
son.     It  was  very  quickly  done.     I   was  impressed  with  the 
ease  with  which  the  cervix  was  sewed  after  the  operation  was 
completed.     The  operation  has  a  place  in  the  surgical  field  of 
obstetrics. 

Dr.  West:  Dr.  Harrison  has  so  thoroughly  and  ably  covered 
the  ground  on  this  question  that  one  who  has  not  had  the  oppor- 
tunity of  doing  the  operation  should  hardly  be  entitled  to  speak 
on  the  subject.  Yet  all  these  operations  have  to  come  before 
the  profession ;  we  have  to  have  our  opinions  of  them,  and  some- 
times it  is  of  advantage  for  us  to  discuss  them.  Judgment  has 
to  be  used  in  this  procedure,  as  in  all  other  gynecological  or 
obstetrical  procedures.  In  a  woman  who  has  eclampsia,  we 
will  all  agree  that  the  best  thing  to  do  is  to  empty  her  uterus 
as  quickly  as  possible.  The  old  ways  are  not  always  sufficiently 
rapid  to  save  the  woman's  life,  and  in  such  cases  this  operation 
of  Diihrssen  is  a  valuable  procedure,  but  toward  the  latter  months 
of  pregnancy  if  a  woman  were  a  primipara,  I  certainly  would 
not  be  inclined  to  do  a  vaginal  operation  or  a  vaginal  Cesarean 
section.  I  would  rather  do  the  abdominal  operation.  In  a 
woman  who  has  already  given  birth  to  a  child,  who  has  a  large, 
roomy  vagina,  it  might  be  indicated.  In  carcinoma  of  the  cervix 
which.  Dr.  Harrison  claims,  furnishes  one  of  the  strongest  in- 
dications for  the  operation,  I  believe  I  would  rather  go  in  above. 

*See  paper,  page  173. 
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I  would  make  a  preliminary  operation  from  below,  separate  the 
cervix  from  the  vagina  and  then  go  in  and  take  out  the  uterus 
from  above.  It  seems  to  me  that  the  value  of  this  procedure  is 
largely  limited  to  its  use  in  certain  cases  of  eclampsia. 

A  good  many  men  can  give  now  a  goodly  series  of  cases  where 
they  have  only  5  per  cent,  of  mortaHty  in  Cesarean  section, 
and  some  have  had  much  less  than  5  per  cent.  It  has  become  an 
operation  that  is  easily  done.  The  danger  of  the  rupture  of 
the  uterus  after  Cesarean  section  is  not  great.  The  uterus 
ruptures  sometimes  without  Cesarean  section,  and  the  rupture 
of  the  uterus  will  become  a  thing  of  less  and  less  importance. 
A  satisfactory  method  of  closure  of  the  incision  becomes  more 
important,  as  sometimes  these  abdominal  incisions  separate 
and  even  the  uterus  will  separate  and  does  not  come  together 
later.  That  this  operation  has  undoubtedly  come  to  stay  there  can 
be  no  question,  and  it  is  a  valuable  procedure.  Undoubtedly  an 
obstetrical  case  is  a  surgical  case,  and  should  be  treated  as  such, 
yet  I  think  we  ought  to  call  a  halt  upon  the  promiscuous  oper- 
ating in  obstetrical  cases.  I  believe  more  harm  is  done  by 
operating  than  good.  Of  course,  when  a  patient  really  needs 
an  obstetrical  operation  she  needs  it  badly  and  has  to  have 
it  done.  But  this  vaginal  Cesarean  section  opens  up  a  field  to 
unscrupulous  operators.  Some  think  that  it  is  such  a  nice 
operation  that  they  will  do  one,  just  as  many  men  will  put  on 
forceps  on  the  slightest  provocation. 

Dr.  Grad:  I  think  the  operation  described  by  Dr.  Harrison 
certainly  has  a  field,  but  so  far  I  have  not  had  opportunity  to 
do  it.  I  have  handled  several  cases  of  eclampsia,  and  in  all  I 
was  able  to  get  directly  at  the  cervix,  and  deHver  the  child 
within  a  reasonable  time,  and  I  have  had  no  case  so  far  where 
an  incision  would  have  helped  me  materially.  But  I  have  no 
doubt  that  there  are  cases  where  the  operation  will  find  a  useful 
field.  Many  times  it  is  quite  a  difficult  matter  to  get  rapid 
dilatation  of  the  cervix.  Several  years  ago  I  heard  a  gentleman 
read  a  paper  before  the  American  Medical  Association  in  which 
he  advocated  the  use  of  one  side  of  the  Sims'  speculum  when  it 
is  desirable  to  get  rapid  dilatation  of  the  cervix,  and  I  have  been 
using  that  method  with  very  satisfactory  results.  If  I  can 
get  at  the  cervix  and  find  it  dilated  sufficiently  to  hook  in  the 
Sims  speculum,  I  have  the  case  under  very  good  control,  and  so 
far  I  have  had  no  case  of  eclampsia  where  I  could  not  get  along 
with  that  method. 

Dr.  Taylor:  I  have  never  had  a  case  of  vaginal  Cesarean 
section,  but  the  method  appeals  to  me  strongly.  In  the  first 
place  in  the  rapidity  of  emptying  the  uterus,  which  Dr.  Harrison 
says  can  easily  be  done  in  six  minutes.  Not  alone  in  eclampsia 
would  the  operation  strongly  commend  itself,  but  also  in  can- 
cerous or  fibroid  conditions.  As  far  as  the  danger  of  the  opera- 
tion is  concerned,  I  would  consider  it  practically  nil.     Here  one 
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has  every  method  in  the  world  for  drainage,  both  externally 
and  internally,  and  injury  to  the  bladder  can  be  almost  entirely 
obviated.  I  have  assisted  in  about  five  hundred  cases  of  vaginal 
hysterectomy  in  the  last  four  years,  and  I  have  never  seen  a 
case  where  the  bladder  was  injured,  and  there  is  no  reason  in 
the  world  why  the  bladder  should  be  injured. 

Dr.  Broun:  The  Diihrssen  operation  has  certainly  many 
advocates,  even  among  those  who  cannot  be  classed  as  enthu- 
siasts in  vaginal  work.  It  is  interesting  to  note  the  enthusiasm 
of  such  operators  in  describing  the  ease  of  the  operation  and  the 
satisfactory  after-recovery. 

Dr.  Harrison  :  I  would  like  to  say  in  reply  to  one  point  that 
Dr.  West  developed,  that  I  cannot  agree  with  him  that  the 
operation  is  not  applicable  to  primiparae.  The  case  of  eclampsia 
which  Dr.  Tull  spoke  of  had  a  very  small  and  unyielding  vagina. 
This  woman  had  also  an  undilated  and  undilatable  cervix.  She 
was  several  weeks  from  the  end  of  pregnane}^  when  symptoms 
of  eclampsia  developed.  She  was  in  a  most  deplorable  con- 
dition. In  this  case  I  not  only  saved  the  mother,  but  also  the 
child,  and  I  do  not  see  how  I  could  have  done  it  in  any  other 
way.  I  do  not  know  whether  this  woman  would  have  stood 
a  classical  Cesarean  operation.  I  am  sure  that  the  operation 
will  be  performed  oftener  and  oftener  because  a  great  many 
men  are  showing  such  magnificent  results.  Such  a  man  as  Veit 
opposed  it  in  1902,  and  yet  that  same  man,  at  the  congress  at 
Kiel  reports  thirtj^-three  cases  in  which  he  had  performed 
vaginal  Cesarean  section  with  one  death.  I  do  not  know 
anyone  who  has  had  such  results  as  that. 
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Meeting  of  November  i6th,   1906. 

The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 

Dr.  I.  S.  Stone  reported  a  case  of 

separation  of  the  abdominal  incision  on  the  eighth  day 
after  operation. 

Mrs.  D.,  age  30,  white,  married  five  years  without  children, 
had  suffered  severe  uterine  hemorrhages  for  two  years.  She 
entered  G.  W.  U.  Hospital  September,  1906.  She  had  lost 
enough  blood  to  cause  a  very  decided  anemia.  She  was  very 
pale.  Hemoglobin  60  per  cent.  Slight  leucocytosis.  She 
had,  however,  a  fairly  good  appetite;    her  bowels  were  regular 
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and  she  had  no  pain  of  importance  in  her  pelvis.  Her  uterus 
was  much  enlarged,  was  rather  soft,  and  we  made  a  tentative 
diagnosis  of  sarcoma.  Although  her  pulse  was  rapid  (120), 
her  heart  was  in  good  shape  for  operation.  We  performed 
total  abdominal  hysterectomy  in  October,  igo6.  She  stood 
the  operation  quite  well  and  very  little  blood  was  lost.  The 
wound  was  five  inches  in  length,  and  was  closed  by  three, 
through -and-through,  silkworm  gut  sutures,  which  were  re- 
inforced by  the  necessary  catgut.  A  double  strand  of  No. 
2  plain  Van  Horn[gut  was  used  in  a  running  or  continuous  (Ochs- 
ner)  suture  in  the  fascia.  The  patient  did  well  until  the  ad- 
vent of  the  eighth  day.  She  noticed  a  slight  pain  in  the  wound 
after  sneezing,  which  proved  later  in  the  day  to  be  a  complete 
rupture,  which  permitted  the  escape  of  the  intestines,  which, 
fortunately,  were  pretty  well  covered  by  omentum  and  were 
replaced  without  causing  serious  infection  of  the  peritoneum. 
We  were  called  by  the  house  physician  when  the  rupture  oc- 
curred, and  made  a  rather  hasty  reclosure  of  the  wound  in  the 
same  manner  as  at  first,  but  used  five  silkworm  gut  sutures  in- 
stead of  three.  The  catgut  suture  in  the  fascia  had  caused  a 
necrosis  from  pressure  without  infection,  and  we  are  confident 
that  the  low  condition  of  the  patient  was  to  blame  for  the 
poor  result.  She  made  a  slow  but  an  uneventful  recovery 
after  the  accident,  and  has  been  apparently  restored  to  perfect 
health.  The  uterus  showed  a  complete  degenerative  change  of 
a  cystic  or  myxomatous  character. 

Dr.  Miller  said  that  he  was  much  interested  in  this  subject, 
having  had  occasion  recently  to  look  it  up.  He  had  a  case  when 
Resident  Gynecologist  of  the  Johns  Hopkins  Hospital,  in  which 
the  accident  occurred.  Interiaipted  catgut  sutures  were 
employed.  Violent  coughing  due  to  a  post-operative  pneumonia 
had  caused  the  wound  to  burst  open  on  the  second  or  third 
day.  Madelung  has  reported  13  cases,  and  has  collected  144 
others  from  the  literature  in  which  this  complication  has  arisen. 
He  thinks  the  eighth  or  ninth  day  the  critical  day  after  operation 
in  regard  to  it. 

There  seem  to  be  two  classes  of  cases:  First,  those  in  whom 
from  violent  coughing,  vomiting,  or  distension,  this  accident  is 
brought  about  by  the  untying  of  the  sutures,  especially  where 
catgut  or  kangaroo  tendon  or  silver  wire  is  used ;  second,  those 
cases  where,  from  anemia,  cachexia,  syphilis,  or  diabetes,  firm 
union  takes  place  very  slowly,  and  the  wound  separates  when  the 
sutures  are  removed.  He  had  knowledge  of  10  or  12  cases  of 
the  first  kind  and  on  account  of  this  accident  has  adopted,  in 
closing  abdominal  wounds  of  any  length,  the  interrupted  silk 
worm  gut  suture  through  all  the  layers  of  tissue  except  the 
peritoneum,  which  is  closed  with  a  nmning  catgut  suture. 
He  approximates  the  fascia  with  strong  interrupted  catgut 
sutures. 
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Dr.  Abbe  said  that  when  he  was  interne  in  -a  New  York 
Hospital,  one  of  the  surgeons  used  interrupted  sutures  clamped 
with  shot.  Several  times  the  shot  slipped  and  the  wound 
burst  open.  The  patients,  as  a  rule,  recovered.  In  one  case 
operated  upon  for  carcinoma  of  the  stomach  the  wound  burst 
open  on  the  tenth  day.  There  had  been  httle  or  no  union. 
Lack  of  nutrition  was  the  probable  cause.  The  wound  was  re- 
sutured  and  healed  firmly  in  three  weeks. 

Dr.  Shands  recalled  a  case  of  a  woman  who  had  diabetic 
gangrene  requiring  amputation  first  of  the  toe  and  later  of  the 
leg;  at  the  end  of  ten  days  neither  wound  had  healed  and  the 
flaps  dropped  apart  when  the  sutures  were  removed. 

Dr.  Vaughan  said  the  case  shows  the  importance  of  leaving  the 
sutures  in  sufficiently  long  for  firm  union  to  take  place.  He 
never  removes  sutures  in  these  incisions  before  the  tenth  day. 
It  is  important  to  have  good  sutures  and  to  tie  them  well.  With 
silkworm  gut  sutures  he  makes  three  ties.  In  spite  of  all  pre- 
cautions, wounds  will  occasionally  burst  open.  Suturing  in 
layers  invites  such  accidents. 

Dr.  Fry  said  that  five  years  ago  he  was  called  to  a  hospital  in 
this  city  to  see  a  laparotomy  case,  operated  upon  five  or  six 
days  before,  and  found,  on  examining  the  incision,  six  feet  of  the 
intestine  lying  coiled  outside  the  abdomen.  The  gut  had 
evidently  been  out  several  days,  as  it  was  dry,  with  a  number  of 
adhesions.  It  was  washed  off,  put  back  in  the  abdominal 
cavity  and  the  wound  resutured.     The  patient  recovered. 

Dr.  Sprigg  called  attention  to  the  necessity  of  suturing  the 
fascia  with  interrupted  sutures;  when  a  running  suture  breaks 
the  whole  incision  gives  wa3^ 

Dr.  White  saw  two  cases  in  400  laparotomies  where  the  ac- 
cident occurred.     In  both  continuous  catgut  sutures  were  used. 

Dr.  Stone  said,  in  closing,  that  the  suture  used  in  the  case 
was  seen  in  the  Mayo  Clinic.  He  was  much  impressed  with  it  at 
the  time,  but  is  going  back  to  his  old  method  of  interrupted 
sutures  for  the  fascia. 

Dr.  J.  Taber  Johnson  read  the  essay  of  the  evening: 

A     report     of    the     gynecological    service     in     the     GEORGE- 
TOWN   university    hospital    from    ITS    OPENING    TO 
THE    PRESENT    TIME.* 

Dr.  Kelley  opened  the  discussion.  He  had  enjoyed  the 
paper,  which  presented  so  many  phases  of  gynecology.  He 
congratulated  Dr.  Johnson  upon  his  mortality.  He  has  often 
wondered  how  some  surgeons  get  so  low  a  mortality  and  won- 
dered if  they  operated  upon  desperately  ill  patients.  He  is 
accustomed,  when  a  patient  needs  a  number  of  minor  operations, 
to  perform  them  all  at  one  sitting.     In  one  of  his  cases  where  the 

♦See  original  article,  page  381. 
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appendix  was  removed,  when  the  uterus  was  suspended,  great 
displeasure  was  caused  the  husband.  He  has  seen  six  cases 
where  the  appendix  was  not  removed  at  the  primary  operation, 
who  afterwards  developed  appendicitis,  and  two  of  them  died. 
He  believes  that  in  patients  who  live  in  the  country  or  who  are 
going  to  places  where  good  surgical  aid  cannot  be  quickly  ob- 
tained, that  the  appendix  should  be  removed  when  the  ab- 
domen is  opened  for  other  surgical  procedures. 

The  comparison  of  the  essayist  of  the  gall-bladder  is  not  a 
fair  one,  because  the  gall-bladder  has  a  function  and  because  as 
a  rule,  another  incision  is  necessary.  The  same  argument  ap- 
plies to  the  removal  of  the  breast.  With  regard  to  ventral 
suspension,  he  regards  it  as  the  most  satisfactory  operation  for 
misplacements  of  the  uterus,  and  has  never  seen  any 
serious  trouble  result  from  it.  When  silk  was  much  used 
in  abdominal  operations,  he  saw  so  many  sinuses  and  sup- 
purations, that  he  carried  a  crochet  needle  with  him  to  fish  the 
sutures  out. 

He  believes  rubber  gloves  to  be  a  great  protection  to  both 
operator  and  patient.  It  is  impossible  to  satisfactorily  sterilize 
the  hands.  He  uses  the  tier  suture  only  in  short  incisions.  His 
usual  method  of  closing  wounds  is  catgut  to  close  peritoneum, 
and  interrupted  silkworm  gut  through  the  skin,  fat.  fascia 
and  muscle. 

Dr.  Fry  said  the  paper  contained  many  expressions  of  ripe 
experience.  He  is  compelled,  however  to  take  issue  with  the 
essa3dst  in  some  of  them.  He  thinks  it  a  mistake  to  dilate 
the  cervix  for  dysmenorrhea  without  curetting  at  the  same  time, 
for  in  many  of  these  cases  there  is  a  diseased  endometrium. 
Also  no  one  is  justified  in  saying  that  the  normal  vermiform 
appendix  should  not  be  removed  when  the  abdomen  is  opened 
for  some  other  disease. 

The  comparison  to  the  gall-bladder  and  breast  will  not  hold. 
There  is  a  great  deal  of  wisdom  in  what  Dr.  Kelley  has  said 
about  the  patient  going  away  from  the  aid  of  an  experienced 
surgeon.  In  patients  living  in  places  where  immediate  surgical 
aid  cannot  be  obtained,  it  is  a  good  plan  to  remove  the  ap- 
pendix should  the  abdomen  be  opened.  On  one  occasion, 
he  had  to  operate  for  appendicitis  upon  a  patient  upon  whom 
two  abdominal  operations  had  been  performed  at  separate 
times.  One  should  consult  the  patient's  wishes  concerning  its 
removal.  He  congratulated  Dr.  Johnson  upon  his  low  mor- 
tality with  his  cases  of  salpingo-oophorectomy — 67  cases  with 
one  death  is  a  very  low  mortality  for  this  serious  operation. 
In  his  Cesarean  section  case,  with  the  fetus  dead  and  the  woman 
in  a  poor  condition,  he  thinks  craniotomy  should  have  been 
done,  unless  there  was  an  absolute  indication  for  Cesarean  sec- 
tion. He  occupies  a  middle  ground  so  far  as  rapid  work  is 
concerned.  Rapidity  at  the  expense  of  thoroughness  is  bad 
surgery. 
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Meeting  of  December  7,   1906. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 

Discussion  of  Dr.  J.  T.  Johnson's  paper  was  continued  from 
last  meeting. 

Dr.  Vaughan  said  that  removal  of  the  vermiform  appendix 
without  having  previously  obtained  the  consent  of  the  patient, 
might  lead  to  a  suit  for  damages.  Personally,  he  would  like  his 
appendix  removed  in  case  it  were  necessary  to  open  his  ab- 
domen. 

As  to  the  use  of  rubber  gloves,  he  was  one  of  the  first  in 
the  city  to  adopt  them  and  still  uses  them  in  suitable  cases. 
Dr.  Johnson's  cases  show  that  they  are  not  necessary  in  order  to 
obtain  good  results.  They  are  objectionable  in  certain  cases, 
because  there  is  with  them  a  loss  of  the  sense  of  touch  and  also 
a  loss  of  dexterity.  If  gloves  are  not  torn  or  pricked  during  an 
operation,  there  is  certainly  less  chance  of  sepsis;  but  they  are 
torn  quite  frequently,  and  under  such  conditions  the  secre- 
tions from  the  skin  of  the  hands  are  poured  out  and  the  liability 
to  infection  is  greater  than  if  they  had  not  been  used  at  all. 
If  it  is  necessary  to  operate  upon  several  cases  in  succession  and 
one  or  more  are  septic,  he  uses  gloves.  Assistants  whose  care 
in  cleansing  hands  and  in  examining  septic  cases  is  not  known, 
should  wear  gloves. 

Dr.  Carr  said  that  he  would  hke  to  endorse  everything  Dr. 
Vaughan   has   said   concerning   gloves. 

Dr.  Stone  said  that  he  began  the  use  of  gloves  in  1894. 
Most  of  his  knowledge  of  surgical  technique  came  from  men 
who  fought  Listerism,  but  who  advocated  cleanliness.  If 
you  do  not  come  in  contact  with  septic  cases,  you  can  get  good 
results  by  simple  cleanliness.  He  uses  gloves  not  only  to 
protect  the  patient,  but  himself.  Any  one  who  has  infected 
a  patient  will  use  every  precaution  to  prevent  such  a  result. 
He  sees  no  particular  reason  to  remove  every  appendix  any 
more  than  to  remove  every  gall-bladder  that  contains  stones. 
The  removal  of  the  gall-bladder  is  easy  to  do  and  the  immedi- 
ate results  are  good,  but  the  practice  is  not  a  good  one.  Dr. 
Johnson's  mortality  is  something  remarkably  good  if  his  cases 
were  all  pus  cases.  Where  only  adhesions  exist  the  mortality 
should  be  low. 

Dr.  Bovke  said  that  the  use  of  rubber  gloves  had  his  un- 
qualified approval.  He  would  not  think  of  operating  without 
the  gloves.  He  agrees  with  Dr.  Vaughan  that  there  is  a  loss  in 
dexterity.  He  does  not  depend  upon  touch,  but  sight  in  his 
operations.  Those  who  use  gloves  frequently  in  operations, 
rarely  have  needle  punctures  or  tears.     One  should  use  thick 
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gloves,  as  they  are  more  durable,  are  less  apt  to  be  punctured 
and  torn,  and  do  not  wrinkle  as  do  the  thinner  ones.  One 
pair  of  gloves  lasted  him  seventy  operations,  and  were  boiled 
one  hundred  and  fifty  times.  He  does  not  quite  agree  with  Dr. 
Vaughan  concerning  the  danger  of  needle  punctures.  There  is 
much  less  danger  of  infection  when  the  gloves  are  punctured 
than  when  not  used  at  all.  The  hands  should  be  as  thoroughly 
cleansed  when  gloves  are  used  as  when  they  are  not  employed. 
That  the  consensus  of  opinion  is  in  favor  of  their  use  is  shown 
by  the  large  number  of  large  factories  making  them.  He  wishes 
to  say  a  word  with  regard  to  the  ventral  suspension  operation. 
He  regards  it  as  one  of  the  most  illogical  operations  ever  de- 
vised. If  properly  done,  it  keeps  the  uterus  forward  and  that 
is  all  that  can  be  said  in  its  favor.  It  is  being  rapidly  discarded 
for  ligament  operations,  principally  round  ligament  operations. 
Ventral  suspension  has  caused  a  number  of  deaths  from  intestinal 
obstruction  and  several  patients  have  been  saved  only  by 
timely  operative  interference. 

He  takes  Dr.  Stone's  position  in  regard  to  obtaining  the  con- 
sent of  the  patient  to  do  what  is  necessary  before  operation. 
He  removes  the  appendix  if  time  and  conditions  permit.  Dr. 
Kelley's  cases  are  illustrative  of  what  may  occur  when  it  is  not 
removed.  He  has  had  two  similar  cases;  one  was  saved  by  a 
prompt  operation,  and  the  other  died.  He  would  not  jeopardize 
the  patient's  life  to  remove  the  appendix  indeed,  he  has  left 
it  in  when  diseased,  when  the  condition  of  the  patient  was  bad. 

He  believes  the  time  has  come  when  we  should  discard  all 
non-absorbable  ligatures,  except  in  bone  surgery.  Kangaroo 
tendon  is  generally  preferable  to  catgut,  but  is  more  expensive. 
The  ideal  way  to  sterihze  catgut  is  the  iodine  method. 

Dr.  White  said  a  few  years  ago  he  inoculated  guinea  pigs 
with  secretions  from  the  hands  after  using  itibber  gloves,  but 
the  result  was  negative. 

Dr.  Carr  did  not  believe  in  the  use  of  gloves.  You  may 
dip  your  hands  in  pus,  and  by  washing  and  sterilizing  them  you 
run  no  risk  in  operating  upon  another  patient.  The  usual 
method  of  hand  sterilization  is  sufficient  for  all  practical  pur- 
poses. The  only  bacterium  left  after  such  sterilization  is  the 
staphylococcus  epidermidis  albus,  which  does  no  harm  in  the 
peritoneal  cavity.  Men  who  wear  gloves  lose  more  time  and  have 
less  dexterity  during  their  operations  and  have  a  greater  mor- 
tality on  this  account  than  those  who  do  not. 

Dr.  Kelley  said  that  in  the  meeting  of  the  American  Associa- 
tion in  Boston,  it  was  generally  conceded  that  it  is  impossible 
to  sterilize  the  hands  by  any  method. 

Dr.  Johnson  said  his  paper  was  not  written  to  advocate 
any  method  of  operating,  the  use  or  non-use  of  gloves,  or  silk 
ligatures,  but  to  state  the  results  of  a  series  of  operations. 
In  his  cases  there  was  a  mortality  of  a  little  less  than  4  per  cent., 
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and  in  hospitals  where  nonabsorbable  sutures  and  gloves  are 
used  the  results  are  no  better,  so  that  he  is  not  convinced  that 
he  is  in  error  in  his  methods  of  operating.  He  agrees  with 
Dr.  Kelley  that  it  is  a  good  idea  when  a  patient  is  going  out  of 
reach  of  good  surgery  and  the  abdomen  is  opened,  to  remove 
the  appendix.  He  has  never  said  that  he  never  removes  the  ap- 
pendix. His  point  all  through  his  paper  was  that  fixed  methods 
should  not  prevail.  It  is  the  man  and  not  the  method  which 
carries  success  or  failure.  We  have  absolutely  no  more  right 
to  remove  the  healthy  appendix  than  to  cut  off  a  leg  or  an  arm 
without  the  consent  of  the  patient.  The  contention  of  Dr. 
Fry,  that  he  never  deemed  it  wise  to  dilate  the  cervix  without 
at  the  same  time  cureting,  does  not  apply  to  all  cases.  In 
young  girls  with  a  small  os  and  dysmenorrhea,  curetage  is  not 
indicated. 

The  fixed  rule  that  no  one  should  go  into  the  peritoneal 
cavity  without  wearing  gloves,  is  nonsense.  His  position  on 
the  subject  is  neutral;  he  does  not  use  them,  but  does  not 
oppose  them.  He  has  not  the  same  sense  of  touch  with  them. 
Many  use  them  because  they  are  a  fad. 

He  does  not  approve  the  habit  of  H.  A.  Kelly  of  palpating  all 
of  the  abdominal  organs  when  the  abdomen  is  opened,  or  Dr. 
Bov^e's  habit  of  removing  all  appendices.  Dr.  Goff  reports 
two  cases  where  infections  had  occurred  from  the  removal 
of  healthy  appendices  and  Dr.  Harris  three  cases  where  serious 
hemorrhage  followed  the  operation.  If  there  was  no  mortality 
connected  with  the  operation,  it  would  be  a  different  matter. 
He  disagrees  with  Dr.  Bov^e  that  the  sense  of  touch  is  not 
necessary,  and  he  absolutely  disagrees  with  him  as  to  the  sus- 
pension of  the  uterus.  Of  the  various  operations  for  retro- 
misplacements  in  non-child-bearing  women,  he  regards  it  as  the 
best.  The  large  number  of  operations  devised  shows  that  none 
are  perfectly  satisfactory. 

In  regard  to  suture  material,  he  blames  no  one  for  using  silk 
or  catgut.  He  sees  no  particular  advantage  of  the  absorbable 
over  the  non-absorbable.  There  are  more  deaths  from  hem- 
orrhage and  sepsis  from  catgut  than  silk,  and  this  offsets  the 
objection  of  many  of  the  best  known  surgeons  in  the  use  of  silk. 
The  Mayos,  Mayo  Robson,  Moynihan,  Gould,  Schenck,  and 
many  other  writers  approve  the  use  of  silk.  Kelly,  Penrose, 
Price,  Baer  and  others  use  silk,  and  he,  Dr.  Johnson,  is  not 
willing  to  be  called  out  of  date  because  he  uses  it.  He  is  in 
company  with  many  of  the  best  surgeons  of  the  day.  He  would 
like  to  append  the  following  clipping,  taken  from  an  article  by 
Dr.   Chas.   Barnett  in  the  Virginia  Medical  Monthly: 

"There  was  a  preponderance  of  silk  (some  linen)  used  for 
ligatures  and  sutures.  Scarcely  any  catgut  is  used  in  London ; 
very  little  in  Berlin.  Vienna,  and  Berne  (Switzerland)  used 
silk   compared   to   catgut  in   about   the  same   proportion  that 
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America  uses  catgut  compared  to  silk.  I  made  every  effort 
to  get  reports  unfavorable  to  the  absorption  of  intraperitoneal 
and  buried  sutures  and  ligatures  of  silk,  but  the  operators,  in 
their  denials,  were  either  optimistic  in  their  views,  or  else 
our  ideas  on  this  subject  are  erroneous  (which  I  think  is  not 
true).  Yet,  in  justification  to  their  claim,  to  the  absence  of 
stitch  abscesses  following  silk  tegumentary  sutures,  the  writer 
saw  nothing  but  perfect  primary  union  exhibitions  following 
their  use. 

"The  wearing  of  rubber  gloves  was  practiced  by  the  majority  in 
cases  of  expected  septicity,  in  order  to  protect  the  hands  from 
infection  rather  than  to  protect  the  patient  from  infection 
from  the  hands.  Cotton  gloves  predominated  when  gloves 
were  worn,  and  many  changes  were  made  during  a  major  op- 
eration. The  time  consumed  during  the  changes  seemed  to 
the  writer  to  be  of  greater  value  than  the  benefit  gained  by 
their  use.  Yet,  in  the  handling  of  the  abdominal  viscera  their 
use  not  only  affords  a  better  hold  on  the  viscera,  but  likely 
prevents  corrosion  of  the  peritoneum." 

Dr.  H.  D.  Fry  reported  a  case  of 

SYMPHYSEOTOMY, 

and  exhibited  the  case. 

X,  colored,  primipara,  age  28  years,  entered  Columbia  Hos- 
pital May  ist,  about  eight  months  pregnant.  Few  hyaline 
casts  and  trace  of  albumen.  Labor  pains  began  May  i8th, 
7  A.M.  At  nine  o'clock  she  had  a  convulsion  and  remained 
stupid  during  the  day.  At  7  p.m.  Dr.  Fry  saw  the  case.  There 
was  no  appreciable  diminution  of  external  pelvic  diameters, 
except  that  the  two  obliques  measured  20  cm.  The  delay 
in  visiting  the  case  was  due  to  quarantine  service  on  account 
of  smallpox.  Fetal  heart  sounds  not  heard,  but  death  of  in- 
fant not  positively  ascertained.  Head  L.  O.  A.  and  at  brim — 
obstetrical  conjugate  7^  cm.  (3  in.).  Patient  could  not  be 
removed  to  operating  room  for  Cesarean  section  on  account  of 
quarantine.  Only  assistance  was  one  interne  and  three  nurses. 
Symphyseotomy  performed  and  dead  infant,  full  size,  removed 
with  forceps. 

Dr.  Moran  reported,  after  examination  of  the  case,  that  there 
was  slight  motion  at  the  symphysis  pubis,  but  that  the  union 
was  good  and  that  the  promontory  of  the  sacrum  could  be 
easily  reached  by  the  examining  finger.  The  conjugata  vera 
was  probably  about  3  inches. 

Dr.  W.  p.  Carr  wrote  a  paper  several  years  ago  on  symphyse- 
otomy, and  detailed  his  methods  of  overcoming  the  objections 
urged  against  the  operation.  He  laid  down  four  cardinal  rules, 
and  Dr.  Fry  had  apparently  not  conformed  to  any  of  them. 
First  rule  was  that  the  incision  should  be  high.  The  skin 
and  subcutaneous  tissue  can  be  drawn  down  by  a  retractor. 
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Second  rule  is  to  wire  the  bones.  Gynecologists  object  to  this, 
why,  he  does  not  know,  unless  it  is  because  they  make  the 
low  incision.  Only  one  small  silver  wire  is  required,  and  it  does 
away  with  straps  and  the  retention  catheter.  Third  rule  is  to 
thoroughly  separate  all  the  soft  tissues  from  the  bones  before 
cutting  through  the  joint.  In  cutting  through  the  joint,  a  thin 
sharp  knife  is  used;  but  it  is  well  to  have  the  symphyseotomy 
knife  at  hand  for  occasional!}'  much  force  is  required.  In  one  of 
his  cases  he  almost  lifted  the  patient  from  the  table  before  the 
joint  was  cut  through.  Fourth  inile  is  not  to  separate  the  bones 
too  widely. 

If  these  rules  are  observed,  there  is  no  objection  to  symphy- 
seotomy in  suitable  cases.  It  is  vastly  preferable  to  pubiotomy. 
If  the  soft  parts  are  separated  there  is  no  danger  of  tearing 
the  bladder.  He  has  operated  on  5  cases,  the  last  one  being 
three  months  ago.  It  was  done  at  home  and  required  a  very 
short  time.  Only  one  wire  was  used.  There  were  no  com- 
plications. She  got  up  in  four  weeks  and  was  well  in  five 
weeks. 

Dr.  Fry  said,  in  reply,  that  wiring  as  advocated  by  Dr.  Carr 
has  been  largely  given  up.  The  incision  and  separation  of  the 
soft  tissues  from  the  bone  are  antiquated  methods.  In  the  case 
reported  no  incision  was  made.  The  reason  Dr.  Carr  required 
so  much  effort  to  force  the  knife  through,  as  stated  in  one  of  his 
cases,  was  that  he  missed  the  joint.  The  mortality  or  the 
morbidity  of  symphyseotomy  are  both  higher  than  in  the  re- 
ported cases  of  pubiotomy,  and  in  the  latter  bony  union  takes 
place,  making  the  operation  preferable  to  symphyseotomy. 


CORRESPONDENCE. 


MODERN  CYSTOSCOPIC  INSTRUMENTS  AND  METHODS. 


To  the  Editor  of  The  American  Journal  of  Obstetrics, 
New  York. 

Dear  Sir:  Dr.  Bransford  Lewis,  in  his  "mild  protest"  (Am.  J. 
Obst.,  LV.,  p.  215)  against  my  statement  that  "The  ideal  (cys- 
toscope)  for  the  female  bladder  was  attained  when,  in  1893, 
Dr.  Kelly,  of  Baltimore,  described  his  vesical  speculum  or  cysto- 
scope  for  the  air-distended  bladder,"  asserts  that  this  declaration 
is  one,  he  believes,  which  "would  hardly  be  subscribed  to  by 
anyone  well  acquainted  with  the  instruments  of  the  present 
day." 

It  is  perfectly  natural  that  Dr.  Lewis  should  have  preference 
for  the  instruments  which  he  uses  and  especially  the  modifica- 
tions which  he  has  made,  but  does  this  justify  his  assuming 
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that  anyone  who  prefers  the  simple  instruments  and  technique 
of  Kelly  for  the  female  is  not  "well  acquainted  with  the  instru- 
ments of  the  present  day?" 

My  reasons  for  considering  the  Kelly  cystoscope  the  ideal 
for  the  female  are: 

1.  It  is  the  simplest,  least  expensive  and  least  liable  to  break- 
age— it  is  never  out  of  order. 

These  advantages  will  appeal  to  everyone  who  is  familiar 
with  the  fickleness  and  expensiveness  of  delicate  electrical 
appliances. 

2.  It  can  be  used,  and  is  very  satisfactory,  for  any  cysto- 
scopic  procedure,  whether  diagnostic  or  therapeutic,  for  which 
any  other  female  cystoscope  is  used,  and  /  know  of  tto  other 
cystoscope  of  which  this  is  true.  Those  instruments  having  their 
lumens  closed  by  a  retaining-window  are  useless  when  it  is 
desired  to  make  direct,  medicinal  applications  to  the  vesical 
mucosa,  to  crush  or  grasp  a  small  calculus  with  forceps,  to  dilate 
a  ureteral  orifice  in  order  to  allow  the  passage  of  an  impacted 
calculus  or  other  similar  intravesical  operations  which  are 
frequently  indicated. 

I  have  never  denied  the  efficiency  of  the  windowed  cystoscopes 
as  exploratory  instruments,  but  my  contention  is  that  they  are 
unnecessarily  compHcated  and  expensive  for  use  in  the  female, 
but  the}?-  also  preclude  the  immense  advantage  of  access  to  the 
interior  of  the  bladder  for  treatment,  etc. 

Dr.  Lewis  also  takes  exception  to  my  statement  that  electric 
mignon  lamps  used  for  illumination  of  the  bladder  may  burn  the 
tissues  unless  some  contrivance  is  used  to  prevent  it.  He  says.-^ 
"they  may  rest  without  harm  against  a  mucous  membrane  for 
an  indefinite  length  of  time."  This  is  true  when  water  is  used 
for  distension,  but  with  air  distension  it  cannot  be  refuted  that 
when  sufficient  electric  current  is  used  to  give  a  good  Hght  the 
lamp  very  soon  gets  so  hot  as  to  produce  decided  discomfort 
when  it  comes  into  contact  with  the  mucosa  of  the  bladder  or 
urethra,  and  this,  together  with  the  destructibihty  and  expense 
of  these  Httle  lamps,  constitutes  a  vahd  objection  to  them. 

Finally,  I  wish  to  disclaim  any  intention  of  placing  my  in- 
struments "in  a  misleading  Hght  "in  my  article,  and  Dr.  Lewis' 
modification  of  Nitze's  cystoscope,  along  with  others,  was 
"ignored,"  not  because  its  merits  were  underrated,  but  because 
it  would  have  been  tedious  and  undesirable  to  go  into  details, 
concerning  the  various  and  manifold  modifications  of  modern 
cystoscopic  instruments  in  a  paper  whose  purpose  was  merely 
to  point  out  the  steps  leading  up  to  the  invention  of  the  efficient, 
instruments  of  to-day,  of  which  the  Nitze  model  was  mentioned] 
as  the  male  type  and  Kelly's  the  female. 

Respectfully, 

Lindsay  Peters,  M.D. 
Columbia,  S.  C.    February  25,  1907. 
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The  Practice  of  Obstetrics.  Designed  for  the  use  of  Students 
and  Practitioners  of  Medicine.  By  J.  Clifton  Edgar,  Professor 
of  Obstetrics  and  Clinical  Midwifery  in  the  Cornell  University 
Medical  College,  Visiting  Obstetrician  to  the  Emergency 
Hospital  of  Bellevue  Hospital,  New  York  City;  Surgeon  to  the 
Manhattan  Maternity  and  Dispensary;  Consulting  Obstetrician 
to  the  New  York  Maternity  Hospital.  Third  Revised  Edition, 
pp.  1 07 1.  With  1279  illustrations,  including  5  colored  plates 
and  38  figures  printed  in  colors.  Philadelphia:  P.  Blakiston's 
Son  &  Co.,  1907. 

In  the  third  edition  of  this  well-known  and  popular  work  the 
author  has  succeeded  in  reducing  its  size  by  about  one  hundred 
pages,  although  much  new  matter  and  140  new  illustrations 
have  been  added.  This  has  been  accomplished  by  rewriting, 
condensing,  the  omission  of  obsolete  matter  and  reduction  in  the 
size  of  some  of  the  illustrations.  The  following  new  subjects 
have  been  added:  Appendicitis  Complicating  Pregnancy;  Tape- 
worm Complicating  Pregnancy ;  Fibroma  Molluscum  Gravidarum ; 
Hematoma  of  the  Vulva;  Lactation  Atrophy  of  the  Uterus  and 
Breasts:  Brachial  Birth  Paralysis;  Vaginal  Incision  and  Drain- 
age; New  History  Charts  for  Institution  Work. 

The  following  important  subjects  have  been  rewritten  in 
whole  or  in  part:  The  Development  of  the  Ovum,  Embryo, 
Fetus,  Fetal  Membranes,  and  Fetal  Structures;  Chorioepithelioma 
Malignum;  The  Treatment  of  Placenta  Previa;  The  Toxemia  of 
Pregnancy;  The  Etiology  of  Eclampsia;  Ectopic  Gestation; 
Treatment  of  Pelvic  Deformit}^;  Morbidity  in  the  Puerperium; 
Indications  for  the  Induction  of  Abortion  and  Premature  Labor ; 
The  Forceps ;  Cesarean  Section ;  Vaginal  Cesarean  Section ;  Porro 
Cesarean  Section;  Complete  and  Incomplete  Abdominal  Hys- 
terectomy. 

From  the  above  it  will  be  seen  that  much  time  and  work 
have  been  expended  in  bringing  the  edition  up  to  date  and  that 
the  sections  on  Embryology  and  Pathology  and  on  Obstetric 
Surgery  have  been  largely  added  to. 

The  author  speaks  throughout  the  work  with  the  authority 
conferred  by  his  great  clinical  experience  of  some  20,000  cases, 
more  or  less  under  his  personal  observation  during  the  past 
eighteen  years.  Each  edition  of  his  work  approaches  more 
closely  to  the  ideal  of  perfection.  It  is  a  veritable  mine  of  in- 
formation and  a  most  valuable  reference  book.  It  is  safe, 
reliable,  encyclopedic,  and  of  the  highest  excellence. 

Chronic  Metritis.  Its  Pathology  and  Its  Relation  to  Chronic 
Endometritis.     By  William   Fletcher  Shaw,   M.D.,   Ch.B. 
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(Vict.).     Pp.   88.     Sherratt  and  Hughes,   London  and  Man- 
chester, igo6. 

This^  monograph  contains  the  details  and  conclusions  of  the 
author  s  studies  of  the  uterine  condition  called  chronic  metritis  ■ 
as  observed  m  a  series  of  some  55  uteri  of  which  32  were  specimens 
obtained  from  women  in  whom  the  diagnosis  of  chronic  metritis 
was  made  clinically. 

The  author  finds  that  chronic  metritis  is  a  slowly  progressing 
simple  hypertrophy  of  the  mesometrium.  In  the  early  stage 
the  uterus  is  simply  enlarged;  at  a  later  stage  it  tends  to  become 
more  tense  and  hard,  but  this  is  not  due  to  increase  of  connec- 
tive tissue  or  inflammatory  changes.  It  is  more  a  primary 
attection.  It  is  usually  secondary  to  chronic  endometritis  but 
may  be  associated  with  any  pelvic  or  uterine  disease  leading 
to  increased  uterine  contraction  or  vascularitv.  It  usually 
develops  before  the  menopause.  Some  patients  are  relieved 
by  general  treatment;  the  majority  are  benefited  by  curettage- 
m  a  few  instances  nothing  short  of  hysterectomy  is  of  any  avail.' 

Studies  ix  Gyxecology.     Presented  in  the  form  of  illustrated 
ff^K    ?r  classroom  work.     By  Jqhx  A.  Sampsox,  A  M 

^l.U.,  Clinical  Professor  of  Gynecology  in  the  Albany  Medical 
Co  ege;  Gynecologist  to  the  Albanv  Hospital,  Albanv   N   Y  • 
fellow   of   the    American    Gynecological    Societv.     Pp     4?o' 
Albany,  N.  Y.      Brandow  Printing  Co.,  1907.      ' 
In  this  book  the  subject  of  gynecology  has  been  presented  in 
the  form  of  studies  or  problems  which  are  to  be  worked  out  bv 
ttie  student      The  problems  are  stated  and  elucidated  bv  ques- 
tions .  which    indicate    the    features    to    be    determined      The 
various  phases  of  each  subject  are  portrayed  bv  diagrammatic 
Illustrations  bearing  explanatory  legends  and  questions.     Space 
is  left  after  the  questions  for  answers  and  notes.     The  method 
seems  to  be  one  which  will  stimulate  the  interest  of  the  student 
and  will  cause  him  to  observe,  to  think  and  to  use  his  knowledo-e 
m  solving  new  problems.     The  book  is  commended  to  all  in- 
terested m  the  teaching  of  gynecology. 

Traxsactioxs  of  the  Americax  Associatiox  of  Obstetriciaxs 

D^'?i    r\'^l°''°'''^'''-     ^°^-  ^^III'  for  the  vear  1905.   pp.  29. 
Published  by  the  Society.  '  ^   o     1 1^     vo 

This  volume  contains  the  Constitution,  Bv-laws,  List  of 
Officers  and  Fellows,  Minutes  of  the  Eighteenth  Annual  Meetin- 
and  the  papers,  and  discussions  before  the  Society  at  this  meet"^ 
mg,  which  appeared  in  this  journal  for  November,  1905,  and 
later. 

The  Practitioxers'  Medical  Dictioxary.  An  Illustrated 
Dictionary  of  Medicine  and  AlHed  Subjects,  Including  all  the 
Words  and  Phrases  Generally  Used  in  Medicine,  with  their 
Proper  Pronunciation,  Derivation,  and  Definition.    By  George 
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M.  Gould,  A.M.,  M.D.  With  388  illustrations.  Pp.  1059, 
octavo.  P.  Blakiston's  Son  &  Co.,  Philadelphia,  1907. 
This  book  is  in  every  detail  new.  Its  object  is  to  supply  the 
physician  with  trustworthy  definitions  of  essential  medical  words 
based  on  recent  medical  literature.  It  contains,  among  other 
new  features  the  terms  of  the  Basle  Anatomical  Nomenclature. 
There  are  tables  of  signs  and  abbreviations  used  in  general 
medicine  and  the  specialties.  It  has  been  made  up  in  a  form 
easily  handled,  is  complete  in  text  and  attractive  in  appearance. 
With  flexible  binding,  it  lies  perfectly  flat  at  any  page  at  which 
it  may  be  opened.  It  is  printed  on  tough,  thin  paper,  so  that 
with  its  1,059  pages  it  is  only  an  inch  and  a  half  thick,  and  ex- 
cessive weight  and  bulk  are  eliminated,  while  its  clear  face  type 
and  dull  surface  paper  facilitate  ease  and  comfort  in  reading. 
Dr.  Gould's  wide  experience  and  reputation  in  the  making  of 
dictionaries  is  a  sufficient  guarantee  of  the  quality  of  this  pro- 
duction. 

QuELQUES  Renseignements  Statistiques  sur  la  Maternite 
Provisoire  de  Lisbon.  Par  Alfredo  da  Costa,  Professeur 
d'Obstetrique,  et  directeurde  la  clinique  obstetrique  a  I'Ecole 
de  Medecine  de  Lisbon.     Lisbon,  1906. 

This  extremely  detailed  statistical  report  (which  includes 
even  the  favorite  names  selected  by  the  mothers  for  their  newly 
born  infants),  is  based  upon  5,703  labors  occurring  in  the  Pro- 
visional Maternity  Hospital  of  Lisbon.  The  maternity  mortality 
is  1.28  per  cent.,  of  which  47.9  per  cent,  of  deaths  are  due  to 
eclampsia.  The  infant  mortality  is  high,  nearly  14  per  cent. 
The  operative  mortality  (343  cases)  is  12.27  P^r  cent.,  but  here 
again  eclampsia  is  responsible  for  the  majority  of  victims.  The 
report  is  a  model  of  its  kind,  both  in  its  completeness  and  the 
judicious  application  of  the  data.  The  size  of  the  volume  might 
have  been  rendered  more  practicable  by  reducing  the  unnecessary 
four-inch  margin. 

QuELQUEs    Recherches    sur    l'Ampliation    du    Diaphragme 

Pelvien  Pendant  l'Accouchement  et  ses  Consequences. 

Par  Renaud  Hue,  Paris,  Emile  Larase,  1906. 

This  monograph  is  divided  into  four  parts,  dealing  respectively 

with  the  pelvic  diaphragm  from  the  obstetrical  point  of  view, 

dystocia  due  to  the  soft  parts,  lesions  of  the  levator  ani  occurring 

during  labor,  and  the  treatment  of  these  lesions.     The  subject 

is  discussed  from  the  historical  point  of  view,  the  anatomical 

and  the  chemical.     The  importance  of  the  soft  parts  in  retarding 

labor,  their  preservation  during  childbirth  and  their  repair  after 

injury,  is  emphasized.     The  author  favors  the  posterior  colpo- 

perineorrhaphy   of   Reclus   and    Piqnaut   as   offering   the   best 

results.    The  exposition  of  the  subject  is  complete  and  interesting. 
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GYNECOLOGY. 


Tr^Sr^H  1  ^^^iTrT^J^lr}'  ^^^  ^^^^^  ^"^^^^^  After 

TW  ci?  ^""".^f^^-.    ^he  preparation  of  the  patient  is  simple 

It  VnfhT.T"'^^  ^'f  ""^f^^  '^''^  ^'  ^  ^P^^^^i  indication  for 
It.     On  the  evening  before  the  operation  a  M^arm  bath  is  eiven 

If  convenient.     The  abdomen  is  then  shaved,  and  the  vajna  is 

^mnt  7rf    ^''^   ''^^^^''    ^°^^^^g   i^    done    toward    furthe? 

about  eight  or  ten  hours  prior  to  the  operation.  Over  nieht  an 
tTn^'u  JT'^"\^'  ^"^'^^^^  ^P°^  ^he  abdomen.  Two^hours 
ofi  %o  of  .  °''-'^%°P''"'i""  "  subcutaneous  injection  is  made 
ot  1-180  of  a  gram  of  scopolamine  hydrochloride  with  1-12  of  a 
gram  of  morphine  sulphate.     This  medication  is  repeated  an 

opera  fon"'  Th  Y'1  'f''.^\^--^  before  the  time  se  for  the 
operation.  The  effect  of  it  is  that  the  patients  usually  require  less 
ether^  On  two  occasions  I  have  been  able  to  do  major  oXations 
without  any  other  anesthetic,  and  in  another  instance  nS? 
more  than  about  15  c.c.  of  ether  was  required  toward  ?he  ter 

?bservr  f..tt  °P''"'""-  -^  ^"^'^  "°*'  ^°-^^'^^-  been  able  to 
observe     anesthesia     so     universally     as     has    been    Dubli^hprl 

m  the  reports  of  others,  to  permit  of  operations  whhout^reSng 

to  general  anesthesia  with  ether  or  chloroform.     I  deerS  ?t  mf 

to  ha^e  two  patients  m  whom  the  preliminary  scopolamine- 
morphine  narcosis  was  induced  die  on  the  table  duringThe^p el- 
ation practically  without  more  than  a  few  moments'  warnrn^ 
which  was  manifested  by  a  sudden  change  in  t?e  pulse    M^kh 

respTation'Ill^"  ^^Y?""''  -^P-'-P^ible.  In  the^second  case 
respiration  also  ceased  almost  simultaneously.     On  one  of  these 

Fo'r  The  dTatT'^r^^  "'^  "^'^'  '"'  ''""'^'^^^  ^^  ^  ^^^^^  --- 
tor  the  death,  even  on  microscopical  examination  of  the  heart 

large  blood  vessels,  kidneys,  and  liver.     In  the  other  case  an 

autopsy   could   not   be    procured.     Whether   the   scopolamine 

rm'?nLblToT"/°"  T"?."'f  ^"'^^^  ^^^  '^'-'  ter^Sn  I 
the  vatienfJn'  %  ^  '^'^^'  ^°^''^^^'  '^^'  i^  the  instance  of 
neXv^resu^rtL'   K^""  ^"^  ^'T^^  ^'^'  ^^^^  ^'^th  an  entire 

SdV^oSt  ttttfSe^^c:'  ^  '^"°^'^^^'^^  p^^^°^°^^^^^  ^-- 

admin^sTerpd'^L^fw  '^  ^P^^^^^^^  ^  P^^fer  to  have  a  cathartic 
administered  so  that  its  effective  action  may  manifest  itself 
twelve  to  fourteen  hours  after  the  operation-  however  if  the 
patient's    bowels    have    always    been'  regula^    previously,    the 


442  BRIEF    OF    CURRENT    LITERATURE. 

cathartic  is  omitted.  It  is  insisted  upon  that  a  patient  shall 
not  be  needlessly  kept  under  anesthesia.  The  prevailing  custom 
of  keeping  a  patient  under  full  anesthesia  fifteen  minutes  or  more 
before  an  operation  is  begun  cannot  be  too  severely  criticised. 
A  patient  need  not  be  under  complete  anesthesia  before  the 
final  abdominal  cleansing  is  begun.  The  operator,  assistants,  and 
instruments  should  be  in  readiness,  so  that  when  the  anesthesia 
is  complete  the  operation  may  be  begun. 

The  incision  is  made  on  one  side  of  the  median  line,  the  cor- 
responding rectus  muscle  being  separated  by  dull  dissection 
with  the  handle  of  a  scalpel,  and  the  forefingers  are  then  used 
to  complete  the  separation  for  the  entire  length  of  the  incision. 
The  incision  should  be  made  sufiiciently  long  to  permit  of  easily 
accessible  work  on  the  seat  of  the  pathological  condition  for 
which  the  laparotomy  is  done,  because  it  is  logical  that  the 
manipulation  is  safer  when  one  can  also  see,  as  for  instance,  in 
the  separation  of  adhesions,  than  it  would  be  if  one  worked  only 
in  the  dark.  The  fact  that  an  incision  is  an  inch  or  two  longer 
is  of  no  significance  so  far  as  the  healing  of  the  abdominal  wound 
is  concerned,  or  so  far  as  concerns  the  probability  of  the  sub- 
sequent occurrence  of  ventral  hernia,  if  the  incision  is  properly 
closed;  in  fact  we  are  likely  to  secure  primary  union  of  such  a 
wound  more  readily  than  of  one  that  has  been  abused  by  trau- 
matism during  manipulation,  as  is  necessary  in  too  sh(jrt  a 
wound. 

Before  closing  the  peritoneum,  the  omentum  should  always 
be  carefully  spread  over  the  intestines.  Only  in  exceptional 
instances  is  the  abdomen  washed  out,  flushed,  with  saline  solu- 
tion. In  purulent  cases  the  general  peritoneal  cavity  is  walled 
off,  that  is  protected  from  contamination,  by  towels  or  with 
a  heavy  gauze  roller  bandage  about  four  inches  wide  and  folded 
about  eight  layers  thick.  Pus  is  mopped  out  with  pads.  Ab- 
dominal drainage  is  very  seldom  made  use  of,  only  in  instances 
of  diffuse  oozing  from  torn  adhesion  surfaces,  and  then  preference 
is  given  to  vaginal  drainage,  so  that  the  abdominal  wound  may 
be  completely  closed. 

The  abdominal  wound  is  closed  in  tiers — first,  the  peritoneum, 
then  the  posterior  sheath  of  the  rectus  in  instances  of  long 
wounds,  next  the  separated  rectus  muscle  with  interrupted 
sutures,  next  the  fascia  by  overlapping  it,  so  as  to  have  a  broader 
surface  of  coaptation.  The  skin  is  closed  with  a  subcutaneous 
suture.  Chromicized  catgut  is  used  for  the  fascia;  for  all  other 
suturing  plain  catgut  is  used. 

After  the  completion  of  a  laparotomy,  a  simple  dressing*  is 
placed  over  the  site  of  the  abdominal  incision,  consisting  of  a 
strip  of  sterile  gauze  two  and  one-half  to  three  inches  wide  and 
six  to  eight  layers  in  thickness;  this  is  fastened  with  two  short, 
narrow  strips  of  adhesive  plaster  simply  to  hold  it  in  place  while 
the  binder  to  immobilize  the  abdominal  parietes  is  adjusted. 
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The  bandage  used  by  me  to  immobilize  the  abdominal  parietes 
is  a  Scultetus  bandage,  for  which  zinc  oxide  plaster  is  used.  The 
full  width  of  the  plaster,  12  inches  wide,  is  used,  and  according 
to  the  size  of  the  patient,  from  28  to  40  inches  or  more  in  length. 
At  the  bottom,  a  small  half-circle  is  cut  out  in  the  middle,  so  that 
during  defecation  the  bandage  is  not  soiled.  The  patient  is  now 
placed  upon  the  bandage  so  that  the  lower  border  comes  about 
on  a  level  with  the  head  of  the  femur.  Now  the  fabric  covering 
on  the  plaster  is  taken  off,  and  when  that  part  of  the  plaster  is 
reached  upon  which  the  patient  is  resting,  the  patient  is  rolled 
over  a  little  to  one  side  to  facilitate  the  complete  removal  of  the 
covering,  the  end  of  which  is  now  taken  hold  of  by  the  assistant 
on  the  other  side  with  both  hands,  and  the  plaster  is  entirely 
freed  of  the  covering.  I  have  found  this  better  than  to  first 
remove  the  covering  before  placing  the  patient  upon  the  plaster, 
for  it  makes  wrinkling  of  the  plaster  less  likely.  Next  the  plaster 
is  cut  on  each  end  into  four  equal  widths  and  torn  as  far  as  the 
body  of  the  patient;  thus  the  body  of  the  plaster  is  upon  the 
patient's  back;  in  short,  we  now  have  a  many-tailed  bandage 
made  of  oxide  of  zinc  plaster.  The  zinc  plaster  is  preferable  to 
rubber  plaster  because  of  its  less  irritating  qualities.  The  tails 
are  now  snugly  adjusted,  beginning  with  the  lower  one  and  bring- 
ing it  to  the  opposite  side,  then  the  opposite  side  is  overlapped 
all  the  way  down  to  the  other  side  of  the  patient,  thus  making  a 
double  structure  in  front  and  at  the  sides.  This  is  continued 
until  the  four  tails  on  each  side  are  fastened.  If  the  upper  part 
of  the  bandage  should  reach  up  to  the  epigastrium  in  short 
patients,  the  topmost  tails  are  not  drawn  so  tight.  In  thin 
subjects  the  anterior  superior  spine  of  the  ilium  is  slightly 
padded  with  gauze. 

Such  a  bandage  immobilizes  the  abdomen  to  such  a'  degree 
that  it  is  impossible  for  the  abdominal  wound  to  give  way  as  a 
result  of  intraabdominal  strain.  I  consider  the  bandage  a  most 
important  part,  the  precaution  in  the  after-treatment.  In  the 
beginning  patients  usually  complain  of  the  tightness  of  the 
bandage,  but  this  generally  soon  wears  off.  If  it  is  really  un- 
bearable for  the  patient,  the  upper  strip  may  be  cut  a  little  on 
each  side.  Of  their  own  accord  patients  seldom  care  to  get 
out  of  bed  until  the  third  or  fourth  day,  yet  it  has  been  my  cus- 
tom to  help  them  in  all  simple  cases  out  of  bed  within  twenty-four 
hours  and  have  them  sit  in  a  comfortable  chair,  and  to  coax 
them  out  subsequently  as  much  as  possible.  Occasionally  I 
have  done  abdominal  hysterectomies  for  fibroids,  panhysterec- 
tomies for  purulent  inflammatory  conditions,  ovarian  tumor 
operations,  etc.,  in  the  morning,  and  have  had  my  patients  out 
of  bed  in  a  rocking  chair  late  in  the  afternoon  of  the  same  day, 
this  depending  entirely  upon  the  general  physical  condition  of 
the  patient  before  the  operation  and  upon  the  effects  of  the 
anesthesia.     My  patients  receive  no  special  diet  unless  there  are 
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particular  contraindications  for  regular  diet;  they  get  similar 
food  as  they  had  before  the  operation  as  soon  as  the  stomach  is 
in  condition  to  retain  food  after  the  anesthesia.  By  the  end  of 
the  fourth  or  the  fifth  day  the  patients  after  uncomplicated 
abdominal  sections  usually  walk  about  as  though  they  had  had 
no  operation  done  upon  them.  If  there  is  no  indication  to  inspect 
the  wound,  the  binder  is  not  taken  off  for  three  weeks,  sometimes 
four  weeks.  If  the  bandage  is  too  uncomifortable  from  wrinkling, 
or  loose,  it  is  removed  after  two  weeks,  or  whenever  it  seems 
necessary,  and  replaced  by  another  after  the  skin  has  been  left 
free  of  a  bandage  for  a  day,  during  which  time  the  patient  is 
bathed  with  alcohol  and  the  skin  powdered  with  talcum  two 
or  three  times.  The  patients  usually  go  home  with  the  bandage, 
which  is  permanently  removed  at  the  expiration  of  about  four 
weeks.  If  there  is  a  reason  to  suspect  suppuration  of  the  abdom- 
inal wound,  the  wound  is  inspected  by  cutting  the  bandage  in 
the  median  line  over  the  gauze  layers ;  this  can  be  done  without 
any  marked  discomfort  to  the  patient. 

Should  suppuration  be  found  to  be  present,  then  the  wound  is 
taken  care  of  in  the  ordinary  way  and  the  patient  kept  in  bed 
until  the  suppuration  has  ceased.  The  cessation  of  suppuration  is 
hastened  by  swabbing  the  suppurating  surface  with  pure  carbolic 
acid  and  immediately  washing  it  oft'  with  alcohol.  If  no  sup- 
puration is  found,  the  bandage  is  again  fastened  by  applying  other 
strips  of  plaster  over  it. 

Exception  to  the  inducement  of  early  rising,  that  is,  within 
twenty- four  to  forty-eight  hours,  are  made  when  a  patient's 
physical  condition  has  been  much  weakened  by  illness  prior  to 
the  operation,  or  when  the  patient's  pulse  rate  is  much  above 
the  normal,  or  when  the  nature  of  the  operation  has  been  one  of 
unusual  magnitude;  then,  but  only  then,  no  attempt  is  made  to 
get  them  out  of  bed  before  the  end  of  the  fourth  day,  or  even 
then  if  there  is  any  indication  for  unusual  care.  Lately,  how- 
ever, I  have  even  deviated  from  this  and  taken  the  subjects  in 
the  most  complicated  cases  out  of  bed  after  about  twenty-four  to 
thirty-six  hours,  unless  they  were  really  too  feeble,  or  unless 
there  was  an  unusual  complication. 

Patients  who  are  very  anemic  and  in  a  poor  physical  condition 
will  be  relieved  from  the  immediate  effects  of  the  operation  if  a 
tight  bandage  is  placed  around  the  upper  part  of  the  thighs 
before  the  operation  is  begun,  to  act  as  a  tourniquet,  thus  tem- 
porarily keeping  the  blood  in  the  lower  extremities,  out  of  the 
general  circulation.  As  soon  as  the  operation  is  completed, 
the  bandage  is  loosened  and  the  extremities  bandaged  from 
below  upwards  for  a  few  hours,  so  as  to  get  more  blood  into  the 
trunk. 

With  my  present  views,  the  principal  objection  to  permitting 
patients  after  abdominal  section  to  arise  from  bed  early  and  go 
about  is  the  danger  of  a  subsequent  ventral  hernia,  or  perhaps 
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even  worse,  of  having  the  wound  burst  open  from  the  effects  of 
intraabdominal  pressure — certainly  not  because  of  the  surgical 
work  done  in  the  pelvis  or  the  danger  of  thrombosis,  because  for 
more  than  fifteen  years  I  have  permitted  my  vaginal  hysterec- 
tomy patients  to  get  out  of  bed  and  walk  about  within  twenty- 
four  to  forty-eight  hours  if  the  vaginal  vault  had  been  closed 
at  the  time  of  the  operation,  or  if  only  a  small  strip  of  gauze 
had  been  inserted  in  the  center  of  the  wound  for  the  purpose 
of  drainage  during  the  first  twenty-four  hours,  and  all  these  pa- 
tients were  in  a  better  physical  condition  at  the  end  of  two  weeks 
than  those  who  had  been  confined  to  their  bed  for  ten  days 
or  longer.  So  far  as  the  danger  to  the  abdominal  wound  is 
concerned,  it  is  safely  and  positively  overcome  by  the  proper 
closing  of  the  abdominal  parietes,  and  the  adjustment  of  the 
bandage  which  has  been  advised. 

It  is  beneficial  to  have  the  stomach  thoroughly  washed  out  as 
soon  as  the  operation  is  finished.  The  stomach  lavage,  while 
the  patient  is  still  on  the  table,  is  readily  done  and  saves  a  patient 
much  nausea  and  retching.  In  many  instances  one  dose  of 
morphine  is  administered  soon  after  the  operation,  because  it  is 
but  seldom  that  a  patient  does  not  complain  of  sufficient  pain 
to  make  such  treatment  not  only  humane,  but  beneficial  to  the 
patient,  acting  far  better  on  the  heart  under  some  circumstances 
than  strychnine.  Strychnine  is  used  far  too  extensively  and  in- 
discriminately, both  during  and  after  operations,  whereas  intra- 
venous saline  infusions  are  often  too  long  delayed,  and  the  admin- 
istration of  a  dose  of  morphine  after  an  operation  is  too  much 
dreaded  by  many.  If  the  bowels  do  not  move  spontaneously 
within  twenty- four  hours  after  the  operation  as  the  result  of 
the  cathartic  not  infrequently  given  before  it,  no  attempt  is 
made  to  bring  about  an  action,  because  usually  this  occurs 
spontaneously  about  the  fourth  or  fifth  day,  and  should  it  not, 
then,  if  the  patient  feels  uncomfortable,  a  saline  laxative  is  given. 

The  most  serious  objection  which  my  confreres  have  uttered 
against  the  early  getting  out  of  bed  is  the  danger  of  thrombosis 
and  embolism,  especially  after  operations  for  myofibromata.  I 
say  most  emphatically  that  this  protest  is  based  onl}'-  upon 
theory,  so  far  as  my  experience  goes.  Thrombosis  and  embolism 
occur  not  infrequently  after  abdominal  operations  when  the 
sacred  plan  of  rest  in  bed  for  three  or  four  weeks  is  adhered  to. 
It  occurs  occasionally  even  without  any  operation,  especially 
in  fibroids.  It  is  an  unfortunate  result  of  this  form  of  neoplasms, 
which  not  infrequently  cause  cardiac  changes.  I  have  not  seen 
a  single  instance  up  to  the  present  time  following  my  myoma 
operations  with  the  plan  of  treatment  advocated,  and  yet  some 
of  the  myofibromata  removed  have  been  very  large.  Pelvic 
elevation  during  operations  is  far  more  risky  in  causing  un- 
desirable results,  fortunately  not  permanent,  than  the  early 
getting  of  patients  out  of  bed  after  laparotomies. 
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What  are  the  advantages  of  the  nonrestriction  in  diet  and 
moving  about  at  random,  and  the  inducement  to  have  patients 
move  about  and  get  out  of  bed  soon  after  abdominal  operations, 
unless  there  are  some  very  decided  reasons  to  contraindicate  this 
plan  of  treatment?  I  answer  the  question  only  from  my  obser- 
vation in  personal  experience,  empirical  if  you  please. 

It  is  important  to  take  a  series  of  complicated -operations, 
treated  on  the  plan  suggested,  and  compare  that  number  with 
an  equal  number  of  patients  with  about  similar  complications, 
treated  by  the  generally  approved  method.  I  have  gained  from 
such  a  comparison  the  impression  that  the  mortality  rate  is  lower 
in  the  first  class.  This,  of  course,  I  am  not  in  a  position  to  prove, 
it  is  simply  an  impression  gained  by  observation.  Next  there 
is  less  nausea  and  vomiting,  also  less  abdominal  distention, 
because  flatus  is  passed  more  readily  when  patients  are  sitting 
up.  Spontaneous  action  of  the  bowels  occurs  earlier.  There  is 
less  liability  to  bronchial  and  pulmonary  complications.  There 
is  less  liability  to  circulatory  disturbances.  There  is  better 
assimilation  of  food.  There  is  less  weakening  of  the  general 
physical  condition  of  the  patient.  In  short,  there  is  more  rapid 
recovery  to  working  ability. 

DISEASES    OF    CHILDREN. 

White- Wine  Whey  in  Infant  Feeding. — George  F.  Still  (Lancet, 
Jan.  12,  1907)  says  that  among  the  many  foods  which  are  occa- 
sionally of  value  in  infant-feeding,  sherry  whey,  or  "white-wine 
whey,"  as  it  is  sometimes  called,  must  hold  a  high  place,  not 
because  it  has  any  particularly  large  nutritive  value,  but  because 
it  combines  certain  properties  which  are  of  great  importance 
under  certain  conditions.  Like  the  ordinary  whey  prepared 
with  rennet  the  whey  made  with  sherry  is  easily  digestible 
owing  to  the  removal  of  the  milk-curd  in  the  process  of  prepara- 
tion ;  and,  like  the  rennet  whey,  it  has  also  lost  a  large  proportion 
of  the  milk-fat  owing  to  its  entanglement  in  the  curd  which 
was  strained  off.  The  curd,  however,  from  sherry  whey  is 
flocculent  and  thus  unlike  the  curd  en  bloc  produced  by  rennet; 
the  fat  also  for  this  reason  is  less  completely  entangled  and  the 
proportion  remaining  in  the  sherry  whey  is  as  high  as  that  in 
a  rennet  whey,  in  which  special  precaution  has  been  taken  to 
liberate  the  fat  so  far  as  possible  by  breaking  up  the  curd  before 
straining.  The  writer's  analysis  of  sherry  whey,  prepared 
as  described,  showed  proteid  0.45  per  cent.,  consisting  almost 
entirely  of  the  easily  digested  lactalbumin,  fat  0.95  per  cent., 
and  there  is  also  present  sugar  about  5  per  cent.  The  sherry 
whey,  therefore,  is,  like  the  rennet  whey,  a  food  low  in  nutritive 
value,  but  such  as  might  be  expected  to  agree  well  where  there 
is  difficulty  in  digesting  the  stronger  preparations  of  milk. 
But  sherry  whey  has  other  properties  which  do  not  belong  to 
the  ordinary  rennet  whey.     The  sherry  which  is  used  in  its 
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exceptional  cases  as  much  as  three  ounces  every  three  hours  may 
be  given  to  infants  about  six  months  old,  and  even  four  ounces 
every  three  hours  to  an  infant  twelve  months  old  for  two  or 
three  days,  with  great  benefit. 

Surgical  Treatment  of  Brachial  Birth  Palsy. — Alfred  S.  Taylor 
{Jour.  Am.  Med  Assn.,  Jan.  12,  1907)  gives  the  conclusions 
which  he  has  drawn  from  nine  operations  for  this  condition. 
He  says  that  brachial  birth  palsy  of  the  Erb  type  is  due  to 
overstretching  of  the  nerve  roots  which  results  in  rupture  of 
the  sheath,  fibers  and  vessels  of  the  nerves.  From  the  cica- 
trization of  the  resulting  hemorrhage  and  torn  sheath  there 
results  a  permanent  obstruction  to  the  transmission  of  nerve 
impulses.  These  cicatrices  may  be  single  or  multiple.  The 
only  way  to  re-establish  nerve  conduction  is  to  excise  the  cica- 
tricial area  and  do  an  end-to-end  suture  of  the  nerves.  If 
operation  be  delayed  too  long  there  result ;  Impaired  development 
of  the  extremity;  contractures  of  muscles  and  ligaments, 
and  a  typical  shape  of  the  joint-ends  of  the  bones,  all  of 
which  cause  the  characteristic  deformity  of  this  lesion,  and 
which  render  postoperative  return  of  the  extremity  toward 
normal  exceedingly  slow  and  laborious.  It  is  probable  that  the 
older  a  patient  is  before  operation  the  slower  and  more  in- 
complete will  be  the  return  to  normal.  Early  operation  is, 
therefore,  indicated.  From  six  to  twelve  months  would  seem 
a  suitable  time,  as  the  lesion  would  then  have  become  well 
localized.  Further  experience  may  suggest  an  even  earlier 
date.  In  any  case,  the  deformities  should  be  prevented  by  the 
systematic  use  of  massage,  etc.,  both  before  and  after  operation. 
The  damage  to  the  nerve  roots  in  the  order  of  severity  is  from 
above  downward.  The  suprascapular  is  always  damaged, 
controls  the  important  group  of  external  rotators  of  the  hu- 
merus, and  should,  therefore,  be  most  carefully  sutured  to  a 
good  proximal  nerve  stump  at  operation.  It  is  a  common 
matter  to  have  some  additional  palsy  caused  by  operation,  but 
recovery  from  this  soon  takes  place.  Following  operation  there 
come  improved  nutrition  and  growth  of  the  extremity,  with 
increased  range  and  power  of  motion.  Nerve  bridging  may 
succeed  in  the  very  young.  Correct  diagnosis  should  be  made 
early  in  order  to  follow  proper  lines  of  treatment. 
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BY 

H.  J.  BOLDT.  M.D. 
New  York. 


To  determine  a  question  of  such  great  importance  to  v/omen 
affected  with  gonorrheal  salpingitis  requires  judgment  based  on 
man)''  cases  that  have  been  observed  for  a  long  period  of  time. 
The  simple  fact  that  an  operation  has  been  done  and  that  the  pa- 
tient recovered  from  the  effects  of  the  operation  does  not  suffice 
because  both  abdominal  and  vaginal  operations  have  been 
so  perfected  in  technique  that  recovery  from  the  surgical  inter- 
vention is  almost  certain  in  95  per  cent,  of  the  cases,  barring 
an  unlooked-for  accident. 

The  larger  part  of  the  literature  bearing  upon  the  subject 
of  conservative  operations  is  absolutely  destitute  of  value  for 
the  guidance  of  those  who  are  without  personal  experience,  be- 
cause the  authors  do  not,  or,  for  reasons,  are  not  in  a  position  to, 
report  on  the  ultimate  results  that  were  obtained  by  the  op- 
erations, and  it  must  be  conceded  that  unless  we  can  learn 
of  these,  the  mere  discussion  of  technique,  and  what  opinion 

'''"♦Read  by  invitation  before  the  College  of  Physicians  of  Philadelphia  on 
January  17,  1907. 
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this  one  or  that  one  has,  must  necessarily  be  without  clinical 
value  to  us.  It  is  very  difficult  to  keep  such  patients  under 
satisfactory  observation,  which  may  be  evident  from  the  fev/ 
cases  that  I  am  in  a  position  to  report  upon  from  among  the 
patients  operated  upon  in  a  period  of  three  years.  It  w^ould 
be  still  very  much  more  difficult  were  we  to  try  to  learn  the 
status  of  patients  operated  upon  ten  or  fifteen  years  ago. 

One  may  judge  how  important  this  question  is  for  the  human 
race  when  it  is  appreciated  that  the  majority  of  those  who 
have  pus  collections  in  the  Fallopian  tubes  have  contracted 
their  ailment  primarily  through  gonorrhea.  James  N.  West, 
for  instance,  states  that  he  has  examined  the  reports  of  many 
thousands  of  cases  on  the  bacteriological  findings  of  tubal 
contents,  and  consequently  comes  to  the  conclusion  that  62^ 
per  cent,  of  all  such  cases  are  due  to  gonorrhea.  Still  more 
astounding  are  the  statements  of  Dr.  Humiston  and  of  Dr. 
Joseph  Price,  quoted  by  Dr.  Joseph  Taber  Johnson  that  from 
90  to  95  per  cent,  of  abdominal  sections  for  infections  and 
adhesions   and   pus   collections   are   due  to  gonorrhea. 

When  your  president  did  me  the  honor  to  invite  me  to  par- 
ticipate in  the  symposium  and  nam.ed  the  part  which  he  as- 
signed to  me,  I  at  once  sent  letters  to  those  patients  who  had 
been  subjected  by  me  to  operation  for  the  disease  under  con- 
sideration during  the  three  years  prior  to  January,  1906,  re- 
questing that  they  call  on  me  for  reexamination,  and,  if  that 
was  impossible,  to  infonn  me  as  to  their  health  now,  com- 
pared to  that  prior  to  the  operation,  and  also  as  to  their  status 
regarding   menstruation. 

I  desire  to  call  particular  attention  to  the  title  of  my  part 
of  the  discussion,  so  that  it  may  be  clear  that  I  do  not  con- 
sider at  all  whether  and  when  it  is  necessary  in  cases  of  gon- 
orrheal tuboovarian  inflammation  to  resort  to  surgical  inter- 
vention, or  under  what  circumstances  it  is  preferable  to  resort 
to  nonsurgical  methods  of  treatment.  I  am  considering  only 
cases  in  which  it  has  been  decided  upon  to  resort  to  surgery. 

I  will  first  cite  the  cases  accurately  observed : 

T.  S.,  27  j'-ears  old.  Conservative  operation  July  15,  1903. 
The  right  pyosalpinx  was  ablated,  including  its  interstitial 
part,  and  the  ovary  implanted  into  the  uterine  cornu.  The 
left  'adnexa,  although  not  normal,  showing  an  intense  salpingo- 
oophoritis,  were  left  untouched,  because  it  was  thought  that  a 
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cure  might  ensue.  On  May  22,  1906,  a  radical  vaginal  op- 
eration was  done,  because  of  recurrent  attacks  of  pelveoperiton- 
itis  and  left  tuboovarian  abscess. 

The  pathological  report  briefly  states  that  the  uterine  wall 
shows  marked  inflammatory  changes.  Bundles  of  muscle 
cells  have  been  pushed  apart  by  the  serum,  which  contains 
a  large  quantity  of  leucocytes.  The  ovaries  show  very  marked 
chronic  inflammatory  changes. 

A.  L.,  aged  24  years.  Left  adnexa  entirely  removed.  Right 
salpingectomy;  the  ovary  implanted  into  the  uterine  cornu. 
The  uterus  flxed  to  the  abdominal  wall.  Sj'^mptomatically, 
the  patient  is  in  good  health,  menstruates  at  intervals  of  from 
three  and  one-half  to  four  weeks,  two  or  three  days'  duration, 
normal  quantity,  only  occasionally  slight  dysmenorrhea. 

H.  S.,  aged  20  3^ears.  Two  3^ears  since  primary  infection. 
Right  salpingectomy.  The  pyosalpinx  is  about  one  inch  in 
diameter,  and  the  ovary  in  a  state  of  small  cystic  degeneration. 
Left  adnexa  retained,  although  not  normal.  Patient  feels  com- 
fortable, though  at  times  there  is  some  pain  in  the  left  iliac 
fossa.     There  is  some  thickening  of  the  left  tube. 

J.  F.,  forty  years.  Left  tube  ablated  and  the  ovary  im- 
planted into  the  uterine  cornu.  The  right  adnexa  entirely 
removed.  Patient  in  perfect  health,  menstruates  regularly 
and  in  normal  quantity.     No  dysmenorrhea. 

S.  S.  Bilateral  salpingectomy.  Both  ovaries  implanted. 
At  present  the  only  complaint  is  of  sterility. 

L.  W.  Bilateral  salpingectomy.  Symptomatically,  in  per- 
fect health.     The  pyosalpinges  were  nearly  an  inch  in  diameter. 

B.  W.,  aged  21  years.  Both  tubes  removed  and  the  ovaries 
implanted  into  the  uterine  cornua.  The  patient  was  in  per- 
fect health  for  some  time  after  the  operation,  when  she  was 
again  infected.  Her  second  infection  required  nearly  three 
months  before  gonococci  remained  absent  on  examination.  No 
pelvic  symptoms  occurred  during  the  second  attack.  Patient 
is  now  in  good  health. 

R.  W.  Bilateral  salpingectomy.  Patient  is  in  good  health 
and  menstniates  regularly,  but  scantily. 

S.  K.  Bilateral  salpingectomy.  Patient  menstruates  reg- 
ularly, but  not  as  much  in  quantity  as  formerly,  and  the  dys- 
menorrhea is  only  slightly  relieved. 

S.    J.    L.     On   the   left   side,    salpingectomy.     On   the   right 
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side,  complete  ablation  of  the  adnexa,  but  immediately  a  small 
piece  of  com.paratively  normal  ovarian  tissue  was  transplanted 
into  the  right  uterine  cornu.  Patient  reexamined  on  January 
5,  1907.  Local  condition  excellent;  all  exudate  existing  prior 
to  the  operation  has  entirely  disappeared.  Menstruation  is 
regular,  of  from  six  to  seven  days'  duration;  no  dysmenorrhea. 
Prior  to  the  operation  the  menstruation  v/as  very  profuse,  and 
of  eight  to  ten  days'  duration,  and  the  woman  had  unbear- 
able dysmenorrhea. 

D.  T.  Bilateral  salpingectomy.  Menstruation  normal  and 
no  dysmenorrhea,  otherwise  also  in  perfect  health. 

L.  W.,  28  years  old.  Before  operation  the  patient  had  in- 
tractable menorrhagia  and  metrorrhagia.  She  was  at  no  time 
free  from  pain  in  the  iliac  fossa,  most  marked  on  the  left  side. 
Her  appetite  was  poor  and  she  suffered  much  from  indigestion. 
The  left  adnexa  were  completely  ablated,  and  on  the  right  side 
a  salpingectomy  was  done.  The  ovary  was  cystic.  No  evidence 
of  disease  was  found  on  reexamination,  on  December  31,  1906. 
Symptomatically,  she  was  in  perfect  health.  Menstruation  is 
regular  at  intervals  of  four  weeks,  normal  in  quantity,  and  with 
no  dysmenorrhea.  Indigestion  completely  cured  without  any 
other  form  of  treatment. 

S.  J.  G.  Bilateral  sacculated  pyosalpinx.  Atypical  uterine 
bleeding.  Recurrent  attacks  of  pelveoperitonitis.  Never  with- 
out pelvic  pain.  Bilateral  salpingectomy.  Reexamination 
twenty-three  months  subsequent  to  operation.  Uterus  of 
normal  size,  no  pain  on  examination.  Menstruation  at  regular 
intervals  of  four  weeks,  of  from  three  to  five  days'  duration, 
no  dysmenorrhea.     The  patient  is  in  perfect  health. 

There  were  forty-three  conservative  operations  done  for 
gonorrheal  adnexal  disease  during  the  period  mentioned,  but 
unfortunatel}'^  I  could  not  personally  interview  and  reexamine 
more  of  the  patients  than  those  mentioned,  and  it  is  obvious 
that  it  would  be  useless  to  draw  conclusions  from  operations, 
unless  we  were  in  a  position  to  learn  something  definite  about 
the  later  results.  Those  here  given  about  correspond  with 
those  attained  from  operations  at  previous  times.  In  the 
cases  cited,  in  all  but  four,  gonococci  were  demonstrated  in  the 
pus,  showing  that  the  assumption  that  gonococci  always  dis- 
appear from  the  pus  after  the  disease  has  existed  about  six 
months  is  erroneous. 


GOXOCOCCAL    SALPIXGO-OOPHORITIS.  453 

The  surgical  technique  consisted  of  a  thorough  dilatation  of 
the  cervix,  with  an  equally  thorough  curetting,  and  then  pack- 
ing the  uterus  with  medicated  gauze.  The  interstitial  part  of 
the  tube  was  exsected  by  a  V-shaped  incision,  and  the  ovary 
implanted  into  the  gap,  and  held  there  with  a  fine  catgut  suture. 
In  chronic  suppurative  interstitial  salpingitis  there  will  not  in- 
frequently be  found  in  the  horn  of  the  uterus,  over  the  inter- 
stitial part  of  the  tube,  a  hard  nodular  mass  of  variable  size, 
usually  a  little  larger  than  a  pea.  If  one  were  to  leave  the  in- 
terstitial part  of  the  tube  under  such  circum.stances,  it  Vv"ould 
be  but  natural  that  complete  relief  would  not  be  obtained. 
I,  therefore,  lay  mxich  stress  upon  the  exsection  of  the  inter- 
stitial part  of  the  Fallopian  tube.  The  tying  off  of  the  tube 
near  or  at  the  horn  of  the  uterus  is  not  so  satisfactory  in  its  re- 
sults as  is  the  technique  described,  because  by  tying  off  the 
tube  a  part  of  the  diseased  tubal  mucosa  is  left,  and,  further, 
there  is  some  risk  of  an  inflammatory  exudate  forming  about 
the  stump.  This  is  avoided  when  complete  excision  is  made. 
I  have  always  been  able  to  control  the  bleeding  in  the  uterine 
horn  readily  with  properly  adjusted  sutures.  About  fifteen 
years  ago  attention  was  first  called  to  the  desirability  of  re- 
secting the  interstitial  part  of  the  tubes  in  cases  of  salpingitis 
nodosum  by  Friedrich  Schauta. 

All  the  patients  operated  upon,  with  three  exceptions,  had 
for  an  abundant  timiC  been  subjected  to  palliative  treatment, 
surgical  intervention  being  adopted  only  as  a  last  resort. 

A  question  of  much  importance  is.  When  is  an  ovary  still  in  a 
sufficiently  healthy  condition  to  be  retained?  From  the  ob- 
servations so  far  made,  I  have  answered  the  question  to  my 
satisfaction.  Ovaries,  because  they  are  the  seat  of  small  cystic 
degeneration,  need  not  he  sacrificed.  If  the  follicular  cysts  are 
multiple  and  larger  than  a  hempseed,  igni-puncture  is  made; 
if  not  larger  they  are  left  undisturbed.  The  simple  puncture 
of  such  cysts  is,  in  my  opinion,  useless,  because  they  soon 
fill  again.  If  an  ovary  has  one  or  more  larger  cysts  upon  it, 
the  diseased  area  is  entirely  resected  and  the  wound  brought 
together  with  a  thin  catgut  suture.  If  macroscopically  I  could 
determine  the  presence  of  a  small  circumscribed  abscess,  this 
was  opened  and,  after  wiping  out  the  interior,  the  cavity  was 
made  free  from  danger  of  further  suppuration  by  entirely  cut- 
ting it  out  with  a  small  sharp  scalpel. 
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I  have,  in  all  except  two  cases,  left  the  ovary  attached  to 
its  ligament.  In  the  two  cases  in  which  it  was  not  done,  the 
largest  part  of  the  ovaries  were  transplanted  into  the  uterine 
cornua  within  a  few  moments  after  the  interstital  part  of  the 
tube  had  been  exsected.  I  regret  my  inability  to  report  on  the 
subsequent  condition  of  these  two  patients,  the  letters  having 
remained  unanswered,  because  the  patients  had  moved  and 
left  no  address,  according  to  the  report  of  a  nurse  whom  I  had 
sent  for  the  purpose  of  interviewing  them. 

Some  doubt  may  be  expressed  about  the  four  cases  in  which 
no  gonococci  were  found  to  be  present  in  the  pus,  as  to  whether 
they  were  gonorrheal  pyosalpinx  cases,  because  the  positive 
distinction  can  be  made  only  with  the  aid  of  the  microscope. 
It  is  a  clinical  fact  that  gonorrhea  usually  attacks  both  tubes, 
but  this  also  holds  good  for  puerperal  and  tuberculous  sal- 
pingitis. The  other  distinctive  points  between  puerperal  and 
gonorrheal  salpingitis,  which  are  dwelt  upon  by  Nicholas  Cukor 
that  the  puerperal  infection  is  carried  from  the  uterine  mucosa 
to  the  lymphatics  and  blood-vessels,  and  thence  into  the  para- 
metria, while  the  gonorrheal  infection  spreads  from  the  uterine 
mucosa  to  the  tubal  mucous  membrane,  and  that  the  exudation 
which  in  puerperal  infection  takes  place  in  the  infected  para- 
metria is  mostly  extraperitoneal,  while  the  exudation  which, 
going  from  the  tube  to  the  peritoneum,  is  mostly  intraperitoneal, 
is  not  likely  to  help  us  at  the  bedside  sufficiently  to  make 
a  positive  diagnosis  withoiit  knowing  an  exact  history.  So 
that  in  the  four  cases  in  which  no  gonococci  were  found.  I  de- 
pended upon  the  history  in  making  the  diagnosis  of  gonorrheal 
pyosalpinx. 

Whenever  it  was  at  all  consistent  to  be  entirely  conservative 
with  one  side,  that  tube  and  ovary  were  retained,  because 
with  other  thorough  treatment  at  the  time  of  operation,  and 
subsequent  rational  treatment,  the  diseased  tube  may  become  re- 
stored to  a  normal  condition  and  its  possessor  may  become 
pregnant.  We  should,  however,  always  bear  in  mind  that  the 
leaving  of  the  whole  or  a  part  of  an  inflam.ed  tube  in  connection 
with  an  ovary  more  or  less  changed  by  an  intlammatory  pro- 
cess, involves  decidedly  more  risk  to  further  degenerative 
changes  in  such  an  ovary,  or  part  of  an  ovary,  than  if  a  com- 
plete salpingectomy  had  been  done,  as  is  shov.-n  by  clinical 
observation   of  the  results   of  such  cases.     No   salpingectomy 
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or  Other  conservative  treatment  on  the  tubes  should  ever,  in 
my  opinion,  be  resorted  to  when  the  abdomen  is  opened  for 
chronic  suppurative  gonorrheal  salpingitis,  although  even  such 
a  procedure  has  a  number  of  advocates. 

I  now  invariably  prefer  the  abdominal  route  when  I  hope 
to  be  able  to  practice  conservative  surger}'-  on  the  adnexa,  be- 
cause the  field  is  clearer,  and  the  technic  can  be  carried  out 
with  more  exactness;  besides,  the  work  is  not  so  rude  on  the 
uterus,  and  the  convalescence  is  just  as  rapid. 

P'lockmann,  who  likewise  gives  preference  to  the  abdominal 
route,  reports  88. g  per  cent,  of  cures  from  conservative  opera- 
tions on  the  adnexa,  although  there  seem  to  be  some  opera- 
tions included  that  were  not  for  gonorrheal  infections. 

The  mere  fact  that  a  young  woman  knows  that  her  pelvic 
organs  have  been  entirely  removed,  has,  in  some  cases,  a  very 
detrimental  effect  on  her  psychical  condition;  further,  we 
have  reason  to  believe  that  the  ovary  gives  off  a  secretion 
Vv^hich  seems  to  be  more  or  less  essential  to  the  well  being  of 
woman  during  her  procreative  years.  Nature  has  provided  in 
her  own  way  a  time  when  it  is  no  longer  essential,  namely, 
after  the  menopause.  If  this  secretion  is  suddenly  interrupted, 
especially  during  the  prime  of  life,  by  some  form  of  surgical 
intervention,  more  or  less  serious  disturbances  do  take  place 
in  the  woman  which  last  for  a  greater  or  lesser  period  of  time. 
If  this  secretion,  the  exact  nature  of  which  we  are  as  yet  not 
acquainted  with,  is  stopped  gradually  by  destructive  disease 
in  the  ovaries,  then  the  disturbance  in  the  general  condition 
of  the  patient  is  not  miarked. 

It  is  maintained  by  a  large  number  of  physicians  that,  if 
ovarian  extract  is  administered  to  such  patients  as  suffer  from 
the  efi'ects  of  oophorectomy,  the  reflex  symptoms  are  over- 
come. I  have  not  yet  been  able  to  verify  this  assertion  satis- 
factorily to  myself,  although  very  many  cases  have  been 
so  treated.  On  the  other  hand,  S.  W.  Bandler  states  that  he 
has  followed  thirty  such  cases  and  has  never  failed  to  see  the 
disappearance  of  the  s^'mptoms  of  artificial  menopause  if  ovarin 
was  administered.  But  why  should  we  resort  to  artificial  means, 
which  are  at  best  only  problematical,  when  we  can  positively 
a\^oid  these  disagreeable  symptoms  by  the  retaining  of  an  ovary 
or  both  ovaries  together  with  the  uterus  in  suitable  cases?  I  do 
realize  that   these   symptoms   pass   off  in   the  course  of  a  few 
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years;  in  fact,  the  grosser  the  pathological  changes  in  the 
ovaries,  the  sooner  they  pass  off;  yet,  why  should  we  not 
always  endeavor  to  save  the  woman  the  annoyance  from  them, 
if  possible? 

It  is,  on  the  other  hand,  occasionally  necessary  to  supplant 
the  former  conservative  operation  by  a  subsequent  radical 
operation,  even  in  the  cases  where  the  adnexa  had  been  entirely 
removed,  although  in  the  latter  class  a  subsequent  hysterectomy 
very  seldom  becomes  necessar5^  On  the  whole,  I  am  con- 
vinced that  a  conservative  operation  is  the  better  procedure 
to  follow  whenever  it  can  consistentl}^  be  done. 

From  conservative  surgical  work  upon  suppurating  tubes, 
like  washing  out  pus  or  doing  plastic  operations  upon  them,  I 
have  failed  to  see  any  benefit.  The  patients  so  treated  by 
me  in  former  years,  or  operated  upon  by  others,  and  subsequently 
seen  by  me,  were  not  relieved,  and  usually  had  to  be  subjected 
to  further  surgical  treatment. 

My  observation  upon  patients  who  were  subjected  to  a  radical 
operation,  and  by  a  radical  operation  I  mean  a  complete  hys- 
terosalpingo-oophorectomy,  has  led  me  to  the  conclusion  that 
unless  the  symptoms  were  very  urgent,  that  is,  consisting  of 
constant  or  nearly  constant  pain,  with  or  without  uterine 
bleeding,  uncontrollable  b}'-  other  means  of  treatment,  and  the 
local  condition  was  such  that  it  was  unadvisable  to  retain  the 
ovaries,  as  in  instances  where  the  uterus  was  very  large  and 
hard,  instances  of  chronic  metroendometritis,  occasionally 
termed  fibrosis  of  the  uterus,  or  where  the  ovaries  were  in  a 
diffusely  suppurative  condition  so  that  it  was  evident  that  the 
retaining  of  a  part  of  one  or  both  ovaries  could  not  be  satis- 
factorily accomplished,  it  was  an  undesirable  operation. 

It  may  be  mentioned  here  that  Theilhaber  says  that  there 
is  no  such  thing  as  chronic  oophoritis;  also,  that  Dr.  A.  Ko- 
blanck  says  that  every  pycsalpinx  has  a  gonorrheal  origin.  V. 
Francque  states  that  the  majority  of  his  cases  were  of  gonorrheal 
origin,  and  that  many  clinical  cases  of  supposed  puerperal  in- 
fection are,  in  fact,  due  to  ascending  gonorrhea  during  the 
puerperium,  but  by  the  time  the  clinician  sees  the  patient  there 
is  frequently  no  longer  any  evidence  of  gonococci. 

Charles  Greene  Cumston  recommends  curetting  and  using 
gauze  drainage  for  the  cure  of  pyosalpinx,  the  purulent  col- 
lections in  the  tubes  being  emptied  out  through  the  uterine  cavity. 
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Two  of  the  patients  seen  by  him  in  consultation,  who  were  thus 
treated,  subsequently  became  pregnant.  In  connection  with 
this  statement  and  those  of  authors  who  have  reported  cures 
of  chronic  pyosalpinx  of  gonorrheal  origin  by  vaginal  incision 
and  drainage  of  the  tubes  with  gauze,  followed  by  subsequent 
pregnancy,  the  opinion  of  Dr.  Amberger  who,  although  an 
ardent  advocate  of  conservative  surgery  on  the  adnexa,  re- 
taining, if  possible,  an  ovary  or  part  of  an  ovary  with  the 
uterus,  says:  "If  pyosalpinx  may  be  cured  by  puncture  per 
vaginam  and  pregnancy  ensue,  it  might  be  well  to  prove  that 
it  was  a  case  of  pyosalpinx. " 

S.  J.  McNamara  has  read  an  interesting  paper  advocating- 
absolute  conservative  vaginal  operations  in  such  cases,  and 
gives  a  lucid  description  of  the  technic  usually  employed  in 
these  operations.  The  question  which,  however,  most  inter- 
ests us  all,  is  missing,  namely,  that  of  what  were  the  later 
results.  My  own  results  have  not  been  satisfactory  to  the 
paients  with  such  procedure. 

It  would  also  be  of  great  interest  to  the  profession  to  learn 
of  the  remote  results  achieved  by  Hunter  Robb  from  his  excel- 
lent conservative  work.  He  quotes  forty-one  cases  of  positive 
gonorrheal  adnexal  affections,  in  which  in  some  cases  the  whole 
or  a  part  of  the  ovaries  and  the  whole  or  a  part  of  the  tubes 
were  saved. 

A  very  interesting  series  of  papers  bearing  on  this  subject  was 
read  at  the  meeting  of  the  American  Gynecological  Society, 
in  1903,  by  Drs.  Pilander  Karris,  I.  S.  Stone,  Matthew  D.  Mann, 
and  Charles  P.  Noble.  Harris'  paper  is  so  thorough  that  it 
deserves  most  careful  consideration  in  connection  with  the 
papers  which  follow  it.  On  page  178-179  he,  however, 
makes  a  statement  which  is  not  plausible.  "With  both 
tubes  exsected,  and  the  abscessed  ovary  remaining,  we  have 
but  to  incise  the  abscessed  ovary  per  vaginam  and  drain  it 
for  a  while  to  effect  a  cure."  I  maintain  that  if  an  abscess 
of  the  ovary  is  so  that  it  can  be  made  accessible  per  vagi- 
nam vrith  safety  to  the  patient,  it  must  be  comparatively 
large;  further,  it  must  be  on  the  floor  of  the  pelvis  and  in 
the  cul-de-sac,  and  must  there  be  adherent.  I  seriously  doubt 
that  one  can  positively  make  the  diagnosis  that  such  condition 
as  described  by  me  is  really  an  abscess  of  the  ovary;  the  only 
certain  diagnosis  that  one  can,  under  such  circumstances,  make. 
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is  intraperitoneal  pelvic  abscess.  An  abscess  of  the  ovary, 
to  be  at  all  safe  for  conservative  treatment,  must  be  very  small, 
circumscribed,  and  near  the  surface  of  the  gland.  This,  of 
course,  refers  only  to  those  small  abscessed  ovaries  occasionally 
found  in  connection  with  pyosalpinx,  and  these  it  is  impossible 
to  treat  as  suggested  by  Harris. 

A  second  statement  that  my  experience  does  not  coincide 
v/ith,  is,  "that  the  surgically-produced  menopause  is  Jess  pro- 
longed and  less  distressing  than  the  physiologic  one."  My 
experience  is  just  the  reverse,  especially  in  young  ivomen  in 
whom  the  ovarian  structure  was  not  nearly  totally  destroyed 
by  disease.  The  views  of  Mann  must  be,  in  my  opinion,  co- 
incided with  by  every  rational  thinker,  so  far  as  the  surgical 
procedure  advocated  by  him  is  concerned.  In  the  discussion 
following,  Noble  calls  attention  to  a  weighty  objection  to  radical 
operations,  as  the  term  is  used  by  me,  namel}',  the  post  climac- 
teric atroph)"  of  the  vagina  and  vulva. 

In  the  discussion  following  the  paper  of  Carlton  C.  Frederick, 
which  is  similar  to  the  one  read  by  Harris,  Bonifield  mentions 
a  very  unusual  case  in  which  he  had  operated  for  double  pyo- 
salpinx, removing  one  tube  in  its  entirety  and  one-half  of  the 
other,  yet  the  patient  subsequently  gave  birth  to  a  child.  Fred- 
erick states  that  the  ovary  is  abscessed  in  a  relatively  small 
proportion  of  pus  tubes  operated  upon.  This  corresponds  with 
my  experience. 

Regarding  sterility  in  these  cases,  it  is  indeed  remarkable 
how  much  difference  of  opinion  exists.  Hector  Treub  of  Am- 
sterdam says:  "In  the  cases  of  double  pyosalpinx  it  exists  as 
a  result  of  the  disease,  and  the  operation,  radical  or  not,  can 
not  change  it. " 

Noble  pleads  for  the  radical  operation  rather  than  removal 
of  the  adnexa,  when  a  suppurative  condition  is  present  in 
them,  because  of  its  lovv^er  mortality  and  its  lower  morbidity. 

H.  McNaughton  Jones  summarizes  his  views,  which  I  think 
should  meet  v;ith  approval,  as  follows:  " Given  a  case  of  adnexal 
disease  demanding  abdominal  celiotomy,  in  v/hich  the  adnexa  of 
one  side  are  seriously  involved,  the  contingency  of  partially 
affected  or  unhealthy  adnexa  on  the  other  side  should  be  carefully 
discussed  with  the  patient,  and  her  deliberately-considered 
wishes  ascertained  as  to  the  removal  of  or  retention  of  these. 
The  possibility  of  the  need  for  a  second  celiotomy  should  be 
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pointed  out  to  her— the  surgeon  not  merely  obtaining  what  is 
known  as  'a  free  hand,'  but  eliciting  her  express  wish  after 
the  clearest  possible  explanation  placed  before  her  of  the  ad- 
vantages and  disadvantages  of  both  courses.  If  there  is  a 
reasonable  doubt  of  the  future  health  of  the  adnexa  in  question, 
then  I  think  the  best  course  is  to  remove  them,  provided  al- 
ways that  the  patient  has  given  her  full  consent  to  such  a  pro- 
ceeding, should  it  be  deemed  necessary." 

S.  Dobrowolski  and  L.  Friedman  advocate  the  radical  vagi- 
nal operation  in  all  cases  of  obstinate  and  serious  adnexal  disea'se 
of  gonorrheal  origin. 

FehHng  advocates  removal  of  the  adnexa  on  account  of  the 
•  danger  threatened  by  tubal  pregnancy. 

August  Martin  warmly  advocates  conservative  surgery  done 
per  vaginam.  Although  he  recognizes  the  difficulties  attend- 
ing the  procedure,  yet  the  results  have  been  eminentlv  satis- 
factory. Women  that  he  has  cured  by  this  method  have 
subsequently  become  pregnant,  although  they  had  extensive  sup- 
purative disease  of  the  adnexa. 

While  I  agree  to  Dr.  Baldy's  statements  in  a  general  w^ay,  T 
cannot  agree  that  final  results  are  not  always  reliable,  if  he  means 
the  symptomatic  condition  of  the  patient  a  year  or  more  subse- 
quent to  the  operation.  We  have  no  justification  for  allowing 
theoretical  reasons  ,to  supersede  practical  results  in  forming  an 
opinion  as  to  what  should  be  done,  or  w^hat  should  not  be  done. 
We  should  endeavor  to  adjust  our  reasoning,  regarding  the  effect- 
ual reHef  of  her  ailment,  on  the  same  plane  with  that  of  a  patient. 
If,  for  instance,  our  observation  _  has  taught  us  that  in  most 
instances  we  can  achieve  good  symptomatic  results  for  a  patient 
by  removal  of  the  oviducts  alone,  it  is  preferable  to  resort  to 
such  an  operation  rather  than  to  sacrifice  the  ovaries  wath  or 
without  the  uterus.  If  the  condition  is  such  that  both  ovaries 
must  be  sacrificed,  then  I  beheve  it  to  be  a  better  procedure  to 
do  a  radical  operation,  because  then  the  entire  focus  of  in- 
fection is  at  one  time  removed  completely.  If,  on  the  other 
hand,  in  certain  cases,  simple  vaginal  incision,  etc.,  gives  satis- 
factory results,  that  procedure  should  be  practised. 

I  coincide  with  Diihrssen  that  "  Extirparion  of  both  append- 
ages and  the  uterus  is  only  indicated  when  both  ovaries  present 
collections  of  pus. "  With  regard  to  the  latter  part  of  the  sen- 
tence quoted,  "or  when  both  ovaries  had  undergone  total  cvstic 


460  boldt:    operative  treatment  of 

degeneration,"  I  am  inclined  to  hesitate,  not  knowing  what  an 
individual  operator  may  consider  total  cystic  degeneration.  I 
have  seen  so  many  ovaries  that  were  called  totally  cystic  degen- 
erated ovaries,  whereas  it  was  a  form  of  chronic  oophoritis  pre- 
senting macroscopically  the  picture  of  small  cystic  degeneration 
nearly  over  the  entire  surface  of  the  ovary,  and  perhaps  in  the 
interior  numerous  small  cysts.  Yet  there  was  present  sufficient 
ovarian  stroma  of  functional  power  to  make  such  ovaries  useful 
for  the  performance  of  the  functions  of  ovulation  and  menstrua- 
tion. I  have,  in  patients  who  have  such  ovaries  in  connection 
with  the  disease  under  consideration,  when  the  pyosalpinges  had 
been  removed,  split  the  ovaries,  and  in  the  interior  used  igni- 
puncture  to  destroy  the  cyst  follicles,  and  also  used  a  small  actual 
cautery  point  on  the  exterior  cysts  if  they  were  larger  than  a  hemp 
seed.  Then  the  ovaries,  the  condition  always  being  bilateral, 
so  far  as  my  observation  goes,  were  united  by  fine  catgut  sutures 
and  implanted  into  the  uterine  cornua.  The  result  was  satis- 
factory. It  may  of  course  occur  that  some  such  patients  will 
have  further  degeneration  of  the  ovaries,  or  a  continuance  of 
symptoms,  or  a  recurrence  of  symptoms  that  may  eventually 
lead  to  the  necessity  of  further  surgical  inter^^ention.  Such 
possibilities  should,  however,  not  deter  us  from  making  the 
attempt  to  be  conservative  in  our  procedure.  I  seriously 
doubt  that  many  men  could  be  found  who  would  be  willing 
to  sacrifice  both  testicles  if  there  was  a  possibility  of  treating 
them  conservatively,  even  at  the  risk  of  the  possibiht}^  or 
even  probability  of  a  subsequent  operation  for  their  removal, 
should  the  disease  for  which  the  first  operation  was  done  be- 
come so  aggravated  that  no  other  course  was  left. 

Dr.  George  T.  Harrison  says:  "Before  a  radical  operation  is 
advised,  the  gynecological  surgeon  should  let  his  patient  know 
that  she  purchases  her  restora.tion  to  health  at  the  ex- 
pense of  the  loss  of  her  internal  genitalia,  the  faculty  of 
generation,  and  libido."  I  coincide  with  him  that  such 
statement  should  be  made  for  safety  from  legal  complica- 
tions which  might  arise  if  it  were  not  made,  but  excep- 
tion must  be  taken  to  the  statement  in  its  correctness  as 
to  the  last  point.  I  have  foimd  that  most  patients  whose 
pelvic  condition  was  such  that  such  extensive  operation  was 
indicated,  had  decided  objection  to  cohabitation  because  of  the 
pain  it   caused   them,   whereas  after  operation  they  not  only 
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permitted  it  without  objection,  but,  on  the  contrary,  in  many 
instances  it  then  became  a  pleasure  to  them  and  they  found  a 
satisfaction  which  they  had  not  experienced  at  any  time  before 
their  illness.  So  far  as  the  faculty  of  child-bearing  is  con- 
cerned, these  women  are  sterile.  I  have  never  seen  a  single 
instance  of  double  tuboovarian  abscess  or  chronic  double  pyo- 
salpinx  which  had  become  restored  to  such  a  condition  that  the 
woman  became  normally  pregnant.  We  must  always  bear 
in  mind  the  cause  of  the  ailment. 

Further,  we  know  that  a  large  proportion  of  the  husbands 
of  such  women  have  azoospermia,  so  that  the  question  of  fecun- 
dation from  that  man  may  also  be  dismissed. 

Let  VIS  consider  the  acute  form  of  gonorrheal  salpingo-oophor- 
itis,  in  which  the  Fallopian  tubes  are  greatly  distended  with 
thin,  creamy,  or  seropurulent  pus.  Sometimes  the  pelvis 
contains  considerable  serum  or  seropurulent  fluid  as  the  result 
of  the  acute  pelveoperitonitis.  It  is  my  conviction  that  this 
particular  class  of  patients  are  best  served  by  still  greater  con- 
servative surgical  intervention.  The  Fallopian  tubes  in  this 
class  of  cases  are  usually  on  or  near  the  floor  of  Douglas'  cul- 
de-sac,  and  can  be  readily  approached  per  vaginam.  I  well  remem- 
ber the  first  such  patient  upon  whom  I  tried  a  conservative 
operation.  It  was  in  the  winter  of  1895.  The  lady  was  seen  in 
consultation  with  Dr.  J.  A.  Irwin.  She  presented  the  typical 
picture  of  an  acute  pelveoperitonitis  which  could  not  be  distin- 
guished from  a  general  peritonitis.  The  entire  abdomen  was  dis- 
tended and  very  sensitive  to  the  touch.  The  abdomen  was  burnt 
from  the  effects  of  hot  flaxseed  meal  poultices  before  Dr.  Irwin  had 
seen  her.  She  had  been  in  bed  for  more  than  two  weeks  and  was 
suffering  intensely.  A  posterior  vaginal  incision  evacuated 
about  200  to  250  c.c.  of  thin  seropurulent  fluid.  After  its 
eA'acuation,  the  fingers  introduced  into  the  cavity  readily  pal- 
pated the  enormously  distended  Fallopian  tubes;  they  were 
both  widely  opened  and  evacuated  and  the  cavities  then  w^ashed 
out  with  a  mild  antiseptic  solution.  The  uterus  was  vigorously 
curetted  and  irrigated  with  a  similar  solution.  The  uterus  and 
the  cul-de-sac  were  then  lightly  packed  with  iodoform  gauze, 
a  small  strip  of  gauze  having  also  been  introduced  into  the  in- 
cision of  the  enlarged  tubes,  so  that  the  openings  made  therein 
could  not  immediately  close.  Every  other  day  the  dressings 
were  changed  until  it  was  no  longer  necessary,  the  gauze  being 
gradually  diminished  in  quantity. 
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An  examination  about  a  year  later  showed  comparatively 
good  pelvic  conditions.  There  was  some  thickening  of  the 
adnexa,  and  they  were  low  down  in  the  pelvis,  the  uterus  was 
somewhat  enlarged,  but  the  patient  was  in  fairly  good  health, 
only  occasionally  complaining  of  pelvic  pains.  I  last  heard 
from  her  in  September,  1902,  and  she  reported  herself  quite 
well  and  able  to  fill  a  position  in  one  of  the  government  depart- 
ments in  Washington. 

Such  is  practically  the  kind  of  conservative  surgical  treat- 
ment that  has  been  practised  by  me  since  then  in  all  instances 
of  acute  or  subacute  inflammations,  in  which  the  adnexa  were 
accessible  per  vaginam.  In  some  instances  it  became  necessary 
to  again  incise,  and  in  about  twenty  per  cent,  of  the  cases  more 
radical  surgery  was  required  at  a  later  date,  but  fully  eighty 
per  cent,  of  such  patients  who  could  be  reexamined,  had  their 
pelvic  organs  retained  and  the  majority  made  a  complete  symp- 
tomatic recovery.  Restitutio  ad  integrum  was  achieved  in 
about  one-third  of  the  cases. 

This  nearly  corresponds  with  the  experience  obtained  in 
Chrobak's  clinic. 

Posterior  colpotomy  is  also  favored  by  Treub  when  the  gon- 
orrheal pyosalpinx  is  favorably  situated,  he,  too,  being  in  favor 
of  conservatism  whenever  it  can  consistently  be  resorted  to. 
The  same  course  is  pursued  in  the  Greifswald  clinic,  under  the 
supervision  of  August  Martin,  who  also  reports  that  in  fifty  per 
cent,  of  all  cases  of  tuboovarian  abscess  the  pus  was  found 
sterile. 

Karl  Fett  also  maintains  that  the  majority,  about  eighty  per 
cent. ,  of  the  cases  that  are  treated  b}'  simple  vaginal  section  and 
drainage,  are  symptomatica!] y  ciired.  The  opposite  view  is,  how- 
ever, taken  by  Fehling,  of  Strassburg;  he  leans  to  the  side  of  more 
radical  operations  especially  in  all  cases  of  longer  standing.  He 
says  that  the  com^partments  in  sacculated  pyosalpinx  are  not 
amenable  to  treatment  by  incision  or  puncture,  and,  further, 
that  the  pus  is  b}'"  no  means  alwa3'-s  sterile  after  the  lapse 
of  from  six  to  nine  months.  He  admits  the  possibility 
of  spontaneous  cure  in  very  mild  cases  of  purulent  endosal- 
pingitis,  and  the  possibility  of  the  subsequent  occurrence 
of  pregnancy,  but  denies  that  a  spontaneous  cure  is  pos- 
sible if  the  pyosalpinges  have  attained  a  diameter  as  thick 
as  a  finger;  if  it  should  occur,  he  says,  it  would  take  a  very  long 
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time.  In  young  persons,  so  long  as  there  may  be  a  possibility 
of  retaining  even  a  part  of  one  ovary,  he  resorts  to  abdominal 
section  because  of  the  clearer  view  that  one  can  get  of  the 
operation  field. 

Steffeck,  if  an  operation  is  indicated,  chooses  one  of  three 
methods — either  simple  vaginal  incision,  ablation  of  the  adnexa, 
or  the  radical  operation.  In  fact,  nearly  all  operators  select 
one  of  these  methods  if  an  operation  is  resorted  to.  Steffeck 
prefers  the  vaginal  route,  and  selects  vaginal  section  especially 
when,  in  young  persons,  he  desires  to  retain  the  function  of 
menstruation;  extirpation  of  the  adnexa  alone,  when  the  uterus 
is  not  involved;  and  the  radical  operation  when  double  ad- 
nexa! disease  with  involvement  of  the  uterus  is  present. 

R.  Mourlhou  is  also  in  favor  of  radical  operations,  selecting 
the  abdominal  route  and  preferring  supravaginal  hysterosalpin- 
go-oophorectomy  to  the  total  extirpation  of  the  uterus  unless 
vaginal  drainage  is  desirable.  He  considers  vaginal  incision  as 
only  a  palliative  operation  to  be  subsequently  followed  by  a 
more  radical  procedure. 

H.  C.  Coe  recognizes  as  a  palliative  operation  the  propriety 
of  vaginal  incision  and  drainage  in  the  sense  that  it  relieves  a 
patient  from  immediate  danger.  It  is  assumed  by  him  that 
eventually  a  radical  operation  may  be  necessary.  He,  Schauta, 
and  a  few  others,  emphasize  the  advisability  of  complete 
ablation  of  the  Fallopian  tubes  without  leaving  a  stumip. 

Kuntzch,  from  Mackenrodt's  clinic  of  Berlin,  speaks  in  favor 
of  conservative  vaginal  operations  in  gonorrheal  adnexal  disease, 
especially  in  the  earlier  stages  after  infection,  because,  first,  of 
the  lower  mortalit}''  rate,  and  the  greater  probability  that  in 
instances  of  early  operations  the  adnexa  of  one  side  will  be  found 
more  often  in  a  relatively  healthy  condition,  so  that  they  may 
be  retained  with  such  functional  ability  that  subsequent  preg- 
nancies may  ensue,  vrhich  is  not  the  case  after  purely  conservative 
treatment  or  late  operations. 

From  his  description  I  am  led  to  believe  that  plastic  opera- 
tions on  suppurating  tubes  are  not  infrequently  done.  Twenty- 
four  pregnancies  following  conservative  operations  on  typical 
gonorrheal  tumors  are  reported  by  him. 

Henkel,  from  Olshausen's  clinic,  advises  against  the  reten- 
tion of  the  other  Fallopian  tube,  even  if  it  is  only  in  a  state 
of  simple  inflammation,  if  the'  one   tube  has   changed  into   a 
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pyosalpinx.  It  is  advised  to  operate  so  that  no  stump  is  left 
and  to  cover  the  wound  surface  with  peritoneum.  The  ovaries 
are  retained  when  possible,  but  neither  he  nor  any  other  operator, 
so  far  as  I  have  been  able  to  see  in  the  literature,  speaks  of  what 
disposition  of  the  ovaries  is  made,  so  that  1  must  come  to  the 
conclusion  that  they  are  left  where  they  were  after  salpingectomy 
has  been  done. 

\  CONCLUSIONS. 

In  gonorrheal  affections  of  the  Fallopian  tubes,  if  operative 
treatment  is  necessary,  all  the  features  of  the  case  must  be  taken 
into  consideration.  If  the  case  is  acute,  and  the  vaginal  fornix 
bulges  from  the  accumulation  of  serous  or  seropurulent  exudate 
as  the  result  of  the  existing  pelveoperitonitis,  the  patient  should 
be  treated  on  the  same  principle  as  we  treat  one  with  a  pelvic 
abscess;  a  large  posterior  colpoto.my  should  be  made  and  exit 
given  to  the  secretion.  For  this  purpose  the  pelvic  abscess 
instiniments  devised  by  me  and  made  b}'  the  Kny-Scheerer  Co., 
are  superior  and  safer  than  those  generally  used.  Then,  with 
the  fingers  introduced  through  the  opening,  the  Fallopian  tubes 
should  be  palpated  and  at  the  most  accessible  part  incised,  the 
cavity  washed  out  as  well  as  possible  under  low  pressure,  and  a 
strip  of  gauze  loosely  packed  into  the  cavity.  The  uterus  should 
then  be  thoroughly  curetted  and  packed  with  medicated  gauze. 
Finally,  the  cul-de-sac  is  also  packed  with  iodoform  gauze. 
The  dressing  should  be  changed  as  often  as  may  be  deemed 
necessary. 

In  cases  of  chronic  suppurative  salpingitis  the  abdomen 
should  be  opened  if  there  is  a  probability  of  saving  some  part 
or  parts  of  the  adnexa.  If  a  tube  then  on  inspection  should  be 
found  to  be  nonsuppurative,  an  attempt  should  be  made  to 
save  it,  but  if  a  suppurative  condition  is  present  in  a  tube,  con- 
servatism should  be  desisted  from.  Such  Fallopian  tubes,  if 
one  or  both  ovaries  are  not  transformed  into  such  abscess  that 
conservatism  with  the  gland  is  out  of  question,  should  be  com- 
pletely removed.  The  ovary,  if  it  can  be  separated  from  the  tube, 
should  then  be  implanted  into  the  gap  caused  by  the  exsection 
of  the  interstitial  part  of  the  tube,  and  there  fastened  by  a  thin, 
plain  catgut  suture.  If  the  ovary  cannot  be  separated,  but  a 
portion  of  it  is  seemingly  still  fit  for  ovulation,  the  entire  adnexa 
should  be  removed  and  that  part  of  the  ovary  which  it  is  desired 
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to  retain  should  at  once  be  excised  and  transplanted  into  the 
uterine  cornu.  The  existence  of  small  cystic  degeneration  is  no 
contraindication  to  an  attempt  to  retain  the  entire  ovary  or  a 
part  of  it.  The  connection  of  the  gland  with  the  ovarian  ligament 
should  always  be  left  undisturbed  if  possible.  Ignipuncture  on 
such  ovaries  should  only  be  used  if  the  cysts  are  larger  than  a 
hempseed.  Neither  is  the  presence  of  a  small  circumscribed 
abscess  a  contraindication  to  the  making  of  the  attempt  at 
retaining  ovarian  tissue  so  as  to  preserve  the  function  of  men- 
struation. Pregnancy  has  not  been  observed  in  any  of  the 
cases  so  treated  by  me,  but  menstniation  has  invariably  been 
continued,  and  in  nearly  every  instance  there  has  been  a  symp- 
tomatic cure  of  the  patient.  A  curetting  should  always  precede 
the  abdominal  work. 

When  it  is  evident  that  ovarian  structure  cannot  be  retained, 
a  radical  operation  should  be  done.  In  this  class  of  cases  it  is 
preferable  to  remove  the  cervix  also,  so  as  to  eliminate  posi- 
tively all  specific  germs  in  the  pelvic  organs,  unless  one  can 
conclusively  satisfy  himself  that  the  cervical  mucosa  is  free 
from  gonococci.  In  most  cases  the  symptoms  brought  about 
by  the  enforced  premature  climacteric  subside  in  the  course  of 
three  years  or  less.  The  sexual  desire  is  seldom  diminished; 
in  fact,  in  a  number  of  patients  it  is  increased,  though  in  the 
majority  no  change  in  this  respect  is  produced. 
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PATHOLOGICAL   CHANGES   CAUSED    BY   THE   GON- 

OCOCCUS. 


BY 

BROOKE  M.  anspach,  M.D., 
Philadelphia,  Pa. 


The  gonococcus  which  was  discovered  by  Neisser  in  1879  is  a 
micrococcus  which  usually  occurs  in  pairs ;  the  opposing  surfaces 
of  each  coccus  is  slightly  concave,  so  that  the  form  of  the  organ- 
ism has  been  compared  to  that  of  a  biscuit.  As  seen  in  stained 
preparations,  it  looks  even  more  like  a  grain  of  coffee  with  the 
furrow  on  the  flat  side  of  the  bean  corresponding  to  the  space 
between  the  cocci.  It  can  be  well  stained  by  methylene  blue  or  by 
any  of  the  ordinary  analine  dyes,  and  it  is  readily  decolorized  by 
Gram's  method.  The  diplococcus  occurs  in  groups,  or  rarely 
alone ;  it  commonly  occupies  the  protoplasm  of  the  pus,  or  it  is 
found  imbedded  in  the  epithelial  cells  of  the  diseased  part.  It  may 
be  found  outside  the  cells. 

The  gonococcus  is  hard  to  cultivate;  it  grows  best  on  media 
composed  largely  of  animal  juices,  and  does  not  grow  upon  the 
ordinary  media.  Upon  this  fact,  and  upon  its  decoloration  by 
Gram's  method,  the  identification  of  the  gonococcus  depends. 
Typical  cultures  alone  settle  the  diagnosis  beyond  any  question. 

The  gonococcus  is  a  pus-producing  organism,  but  it  differs  in 
many  ways  from  the  streptococcus  or  the  staphylococcus. 
Although  it  usually  affects  mucous  surfaces,  it  may  burrow 
beneath  them  and  cause  a  suppurative  lesion  (Wertheim). 

Besides  the  direct  pus-producing  action  of  the  organism  itself, 
whether  it  remains  localized  on  a  mucous  surface  or  is  transported 
to  distant  joints  or  synovial  sheaths,  there  is  another  factor  in 
the  symptom-complex  of  a  gonococcus  infection.  This  factor  is  a 
toxine,  called  gonotoxine,  which  exists  in  the  body  of  the  diplo- 
coccus, and  is  not  set  free  until  the  organism  dies.  It  is  an  endo- 
toxin— a  bacterial  protein. 

Wassermann  made  a  culture  of  the  gonococcus  in  nutrose  serum 
and  pepton  bouillon,  and,  after  sterilizing  the  culture,  examined 
the  fluid  for  a  poison.    He  found  that  the  death  of  the  gonococcus 
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made  the  body  of  the  organism  exquisitely  poisonous.  The 
smallest  quantity  of  this  poison  produced  inflammatory  symp- 
toms, at  the  point  of  application,  fever,  swelling  of  the  nearest 
lymph  glands,  and  severe  pain  in  the  muscles  and  joints. 

Wassermann's  research  explained  the  muscular  pain  and  the 
transient  swelling  of  the  joints,  sometimes  observed  during 
gonorrhea,  even  though  the  gonococcus  is  not  found  by  staining 
or  by  culture,  in  the  blood  or  in  the  affected  joints.  It  also 
explained  the  flaring  up  of  inflammatory  symptoms  about  collec- 
tions of  gonorrheal  pus,  after  all  or  most  of  the  organisms  have 
perished. 

Maslovski  experimentally  confirmed  the  existence  of  gono- 
toxine  and  determined  that  it  was  capable  of  producing  a  suppura- 
tive inflammation. 

Wertheim's  observations  agreed  with  those  of  Wasserman, 
and  really  preceded  them.  He  first  injected  a  filtrate  of  a  pure 
culture  of  the  gonococcus  into  the  subcutaneous  tissues  of  one  of 
the  lower  animals.  There  was  no  reaction.  After  making  a 
number  of  such  injections  without  any  result,  he  determined  to  use 
a  sterilized  culture  in  place  of  a  filtered  one,  because  of  the  time 
consumed  by  filtration. 

A  subcutaneous  injection  of  this  unfiltered  dead  culture  of  the 
gonococcus,  to  his  surprise,  produced  local  pain,  swelling,  and 
pyrexia. 

Notwithstanding  the  effect  of  the  toxine  of  the  gonococcus 
when  injected  experimentally  into  the  lower  animals,  a  real  gon- 
ococcus infection  cannot  be  produced  in  them.  That  is  to  say,  the 
organism  when  alive  causes  neither  gonorrhea  nor  any  other 
symptoms  indicative  of  its  further  life  and  growth. 

There  is,  on  the  contrary,  no  immunity  to  gonorrhea  in  man, 
either  naturally  or  by  reason  of  a  previous  attack,  and  in  chronic 
gonorrhea  the  individual  is  quite  susceptible  to  a  new  super- 
imposed gonococcus  infection. 

The  gonococcus  attacks  an  individual  by  way  of  the  mucous 
membranes,  and  usually  by  those  of  the  genital  organs.  It  is  a 
germ  which  does  not  have  the  penetrating  power  of  the  strep- 
tococcus or  of  the  staphylococcus  (Bumm).  Upon  the  horny 
stratified  epithelial  surface  of  the  skin  it  has  no  effect ;  upon  the 
squamous  epithelium  of  the  vulva  and  the  vagina  it  is  less  capable 
of  harm  than  when  it  gfains  access  to  the  more  delicate  transitional 
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epithelium  of  the  urethra,  or  to  the  cohmuiar  ceHs  of  Bartholin's 
glands  or  the  cervix. 

What  the  organism  lacks,  however,  in  its  power  of  invasion  ;t 
makes  up  in  persistency  and  in  a  lack  of  any  tendency  to  expend 
its  activity  upon  the  tissues  and  perish.  According  to  many  ob- 
servers, it  never  disappears  spontaneously.  It  is  quite  common 
for  the  infectious  process  to  leave  the  urethra,  which  it  has  origi- 
nally infected,  and  lie  hidden  in  the  periurethral  crypts.  Here  it 
shows  no  active  indication  of  its  presence  ;  it  slumbers,  so  to  speak, 
but  is  capable  of  being  aroused  into  new  activity  by  finding  fresh 
grounds  for  invasion  or  by  congestion  of  the  tissues  in  its  imme- 
diate vicinity.  Rogers  believes  that  this  latency  of  the  gon- 
ococcus  is  to  be  explained  on  the  grounds  that  the  mucous 
membranes  primarily  involved  gradually  become  an  unsuitable 
culture  medium.  That  the  gonococcus  maintains  its  activity  for  a 
very  long  time  is  shown  by  Torrey,  who  found,  after  cultivating  a 
certain  strain  of  the  gonococcus  for  over  a  year  on  ascetic  media, 
that  it  was  just  as  robust  as  when  first  isolated.  These  peculiari- 
ties explain  the  clinical  fact  that  an  individual  having  no  symptoms 
of  gonorrhea,  but  harboring  the  gonococcus  in  his  person,  may 
produce  an  active  infection,  in  another.  The  original  infection 
after  developing  new  activity  in  the  second  individual  will  cause 
a  violent  attack  if  returned  to  the  first.  In  this  w^ay,  it  is  shown 
that  the  organism  assumes  fresh  virulence  by  being  transplanted 
to  more  favorable  conditions  of  growth.  If  there  is  in  any  case 
apparent  immunity  to  a  second  infection  it  is  more  rationally 
explained  by  an  induration  of  the  tissues,  resulting  from  the  first 
infection,  than  by  the  existence  of  any  antibodes  or  antitoxin. 

In  women  the  favorite  site  of  primary  gonorrhea  is  the  urethra. 
There  are  two  other  parts  which  are  also  commonly  infected, 
either  alone  or,  as  is  more  usual,  together  with  the  urethra,  viz., 
the  glands  of  Bartholin  and  the  cervix.  The  most  common 
symptoms  of  an  acute  infection  are  frequent  and  painful  micturi- 
tion and  a  purulent  discharge. 

Gonorrhea  in  the  woman,  however,  does  not  have  the  violent 
initiative  course  that  it  has  in  the  man.  Indeed,  in  an  uncleanly 
woman,  or  in  one  of  sluggish  sensibilities,  the  disease  may  exist 
for  some  time  before  she  is  aware  of  its  presence.  When  the 
disease  begins  in  the  cervix  there  may  be  no  pain,  and  a  leucor- 
rhea  which  gradually  develops  is  its  only  sign.    Usually,  however, 
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there  is  urethral  involvement,  and  the  symptoms  which  have  been 
described  occur. 

If  all  cases  of  gonorrhea  involving  the  urethra  alone  could  be 
immediately  taken  in  hand,  the  relative  proportion  of  cures  would 
be  high ;  as  a  rule,  however,  the  infection  is  gradually  spread  by 
one  means  or  another  until  the  glands  of  Bartholin  and  the  cervix 
are  involved,  or  these  other  structures  may  be  the  recipients  of  a 
new  infection.  After  gaining  a  foothold  in  the  cervix  the  disease 
is  very  apt  to  enter  the  endometrial  cavity,  either  after  labor  or 
during  a  menstrual  period,  and  once  there,  it  usually  spreads  to 
the  tubes  and  to  the  pelvic  peritoneum. 

The  organism  thus  extends  by  continuity  along  the  mucous 
membranes  of  the  genital  tract,  involving  most  the  delicate  epithe- 
lium of  the  urethra,  the  glands  of  Bartholin,  the  endometrium, 
and  the  Fallopian  tubes,  and  least  the  stratified  squamous  layers 
of  the  vagina  and  vulva.  If  the  Fallopian  tubes  become  involved 
the  infection  almost  invariably  reaches  the  pelvic  peritoneum. 
Here  it  usually  stops,  in  its  spread  by  continuity  at  least.  Excep- 
tionally, the  disease  may  attack  the  peritoneum  of  the  abdominal 
cavity.  Hunner  and  Harris  have  reported  eighteen  cases  of  gen- 
eral gonorrheal  peritonitis. 

It  is  scarcely  necessary  to  recount  the  lesions  in  the  genitalia 
and  in  the  urinary  tract  which  the  gonococcus  produces.  The 
worst  results  are  seen  in  pelvic  abscess  and  in  pyonephrosis.  The 
kidneys  may  be  destroyed  or  rendered  almost  useless.  The  gen- 
erative organs  may  be  riddled  with  abscesses  and  bound  together 
in  such  a  mass  as  to  be  not  only  functionally  worthless,  but  also 
the  source  of  much  suffering  and  misery  to  the  unfortunate 
patient. 

The  mischief  produced  by  the  gonococcus  is  not  confined 
to  adults,  and  the  lesions  are  not  alone  those  which  ensue  from 
an  extension  of  the  infection  along  the  mucous  surfaces  of  the 
genital  organs.  The  newborn  infant  and  young  children  are  great 
sufferers,  and  the  gonococcus  is  capable  by  metastasis  of  causing 
trouble  in  almost  any  part  of  the  body. 

In  children,  gonorrheal  vulvovaginitis  becomes  a  veritable 
scourge.  Holt  recently  reported  his  experience  at  the  Babies* 
Hospital  in  New  York,  where  he  found  that  unless  the  most  rigid 
quarantine  was  observed  gonorrheal  vulvovaginitis  would  spread 
like    wildfire    throug-h    an    entire    ward    or    an     entire    hos- 


CAUSED    BY    THE    GOXOCOCCUS.  471 

pital.  Although  in  children  vulvovaginitis  is,  as  a  rule,  the 
sole  lesion  of  genital  gonorrhea,  sometimes  the  disease  extends 
into  the  uterus  and  thence  into  the  Fallopian  tubes  and  pelvic 
peritoneum,  as  has  been  reported  by  Bidwell  and  Carpenter. 
Kimball  has  recently  described  cases  of  what  he  calls  gonorrheal 
pyemia.  They  occurred  in  children  who  had  no  sign  of  a  local 
gonococcus  infection,  and  were  marked  by  the  sudden  develop- 
ment of  pyarthrosis  and  serious  septicemia.  The  gonococcus  was 
found  in  the  affected  joints,  and  Kimball  concluded  that  the 
organism  had  gained  entrance  through  the  alimentary  tract.  Six 
of  the  cases  had  terminated  fatally  at  the  time  his  paper  was 
written,  and  the  recovery  of  the  two  surviving  was  doubtful. 

The  frequency  and  the  result  of  gonorrheal  ophthalmia  con- 
tracted at  birth  from  the  mother  is  shown  in  a  recent  analysis  by 
Holloway  of  the  cases  at  the  Philadelphia  Hospital  in  the  last  six 
and  a  half  years.  During  this  time  there  were  1,076  children  born 
there,  and,  in  spite  of  prophylactic  treatment  in  every  case,  2.2  per 
cent,  developed  gonorrheal  ophthalmia.  Of  57  cases  of  ophthal- 
mia neonatorum  involving  109  eyes,  25  of  the  eyes  developed 
some  corneal  change,  and  8  of  them  became  blind,  or  had  nothing 
but  light  perception.  In  72  cases  of  young  children  and  adults, 
comprising  106  eyes,  admitted  to  the  hospital,  there  were  58  eyes 
in  which  corneal  changes  developed ;  8  of  these  had  to  be 
enucleated.  In  21  there  was  absolute  blindness,  or  light  percep- 
tion only.  It  is  thus  seen  that  where  the  cornea  became  involved 
it  resulted  in  the  loss  of  just  50  per  cent,  of  the  eyes  affected. 

When  the  gonococcus  is  swept  into  the  lymph  or  the  blood 
channels  it  may  cause  a  wide  variety  of  lesions.  Lymphangitis 
and  lymphadenitis  are  well  known.  A  practical  demonstration  of 
the  means  by  which  the  organism  sometimes  enters  the  circulation 
was  afforded  by  Wertheim,  who  found  the  gonococcus  in  throm- 
botic capillaries  underlying  the  mucosa  of  an  infected  bladder. 
The  first  observations  concerning  gonorrheal  endocarditis  were 
made  by  Thayer  and  Blumer  in  1895.  In  1897  Ahman  made  an 
exact  recognition  of  the  gonococcus  in  the  free  blood ;  he  proved 
its  identity,  not  only  by  culture  and  stain,  but  also  by  the  experi- 
mental inoculation  of  the  human  urethra ;  he  produced  a  typical 
attack  of  gonorrhea,  which,  curiously  enough,  was  complicated 
by  a  tenosynovitis  from  w^hich  the  organism  was  recovered. 

Thayer  has  recently  reported  two  cases  of  gonorrheal  endocar- 
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ditis,  in  which  the  diplococcus  was  positively  identified,  and  four 
cases  in  which  the  clinical  diagnosis  was  plain ;  all  of  the  cases- 
were  fatal.  He  says:  ''Such  an  experience  as  this  is  sufficient  to 
emphasize  the  fact  that  an  acute  urethritis  is  by  no  means  infre- 
quently followed  by  an  endocarditis,  either  of  specific  gonorrheil 
nature,  or  due  to  secondary  or  to  mixed  infections  which  have 
found  their  port  of  entry  in  the  urethra,  or  have  settled  later  upon 
the  primarily  infected  valves." 

Thayer  reported  also,  in  the  same  paper,  a  case  of  gonorrheal 
septicemia,  in  which  there  were  symptoms  much  like  those  of 
typhoid  fever.  He  says  this  case  demonstrates  the  fact  that  the 
mild,  continued  fever  occasionally  seen  in  connection  with  gonor- 
rhea, without  apparent  complication,  is  in  some  instances  at  least,, 
evidence  of  a  true  gonorrheal  septicemia,  and  that  such  a  septi- 
cemia existing  in  cases  where  there  is  no  local  indication  of  the 
disease  may  run  a  course  resembling  typhoid  fever. 

Among  the  rarer  lesions  produced  by  the  organism  may  be- 
noted  a  case  of  metastatic  mastitis  observed  by  the  author 
at  the  University  Hospital.  The  patient  had  been  oper- 
ated upon  twelve  days  before  on  account  of  bilateral  pyosal- 
pinx.  The  mastitis  developed  suddenly  and  was  accompanied  by 
pyrexia  of  105°  F.  Wertheim  has  demonstrated  the  organism 
in  the  ovary;  Fritsch,  Jullien,  and  Baer  in  the  connective  tissue 
of  the  rectal  mucosa ;  Mandl  in  the  subepithelial  tissue  of  the 
vagina,  in  three  cases;  Madelener  and  Menge  in  the  muscle  of  the- 
uterine  wall.  Maslovski  in  the  decidua  and  placenta  of  a  ninc- 
months'  pregnancy ;  Kraus  in  the  deeper  layers  of  the  wall  of  the 
Fallopian  tube ;  Hochmann  in  a  subcutaneous  abscess  of  the  left- 
elbow ;  Horwitz,  Bujwid,  and  others  in  the  pus  from  suppurative 
dermatitis ;  Schantz  and  Nolen  in  gonorrheal  exanthemata. 

The  number  of  deaths  directly  arising  from  gonococcus  infec- 
tions is  unknown.  According  to  Johnson,  we  can  obtain  an 
approximate  idea  of  the  mortality  of  gonorrhea  from  a  considera- 
tion of  the  great  number  of  major  surgical  operations  performed 
on  its  account,  the  number  of  abortions  which  are  caused  by  it,  and' 
the  untold  number  of  conceptions  prevented  by  gonorrheal  lesions. 
Although  it  cannot  be  positively  ascertained,  he  believes  that  the 
number  of  lives  lost  or  denied  to  the  race  on  account  of  gonor- 
rhea would  equal  the  mortality  of  either  pneumonia,  tuberculosis,, 
or  typhoid  fever,  or  may  be  all  of  them  combined. 
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GONORRHEA  IN  PREGNANCY  AND  THE  PUERPERAL 

STATE. 


EDWARD  P.  DAVIS,  M.D., 
Philadelphia.  Pa. 


The  presence  of  acute  gonorrhea  does  not  prevent  conception 
nor  is  pregnancy  invariably  interrupted  by  the  presence  of  gon- 
orrhea. Pregnancy  frequently  proceeds  in  a  patient  having  gon- 
orrhea with  very  little  disturbance,  which  causes  the  patient  to 
minimize  the  significance  and  dangers  of  the  complication.  She 
is  usually  unaware  of  the  nature  of  her  malady. 

The  exact  diagnosis  of  gonorrhea  during  pregnancy  by  bac- 
teriological examination  is  not  always  easy ;  if  blood  be  present 
the  gonococcus  is  not  readily  isolated ;  if  there  is  pus  in  the 
genital  tract  its  recognition  is  easier.  A  safe  diagnosis  can  be 
made  by  the  clinical  signs  and  symptoms  and  by  excluding  other 
conditions. 

During  pregnancy  gonorrhea  may  cause  endocervicitis  and 
endometritis  resulting  in  adhesion  of  the  fetal  membranes  about 
the  internal  os.  This  results  in  a  premature  rupture  of  the  mem- 
branes and  is  a  complication  of  considerable  importance  during 
labor.  The  presence  of  the  gonococcus  in  the  uterus  during 
pregnancy  exposes  the  fetus  to  infection.  The  child  may  be  born 
with  gonorrheal  ophthalmia  acquired  in  the  uterus.  This  is 
demonstrated  by  a  case  of  gonorrhea  complicating  labor  where 
the  child  was  born  by  Cesarean  section,  which  had  at  birth  gon- 
orrheal ophthalmia,  although  the  child  did  not  pass  through  the 
cervix  and  vagina.  The  child's  mouth  may  also  become  infected 
in  the  uterus,  and  occasionally  a  general  infection  of  the  blood 
current  may  occur.  The  medium  of  infection  must  be  considered 
the  placenta  or  the  chorion.  In  some  cases  these  tissues  give 
evidence  after  labor  of  a  mixed  infection. 

Although  gonorrhea  may  apparently  remain  latent  during  preg- 
nancy, it  undoubtedly  causes  not  only  endometritis  but  also  infec- 
tion of  the  tubes.  This  process  may  not  become  apparent  until 
after  the   delivery  of  the  child.     The  lesions  produced  during 


AXD    THE    PUERPERAL    STATE.  475 

pregnancy  by  gonorrhea  are  sufficiently  grave  to  require  every 
effort  for  the  prompt  cure  of  the  condition. 

The  treatinent  of  gonorrhea  during  pregnancy  must  be  chiefly 
local ;  secretions  must  be  removed  from  the  birth  canal  by  copious 
douches  of  water,  the  application  of  soap  and  douches  of  salt 
solution;  bichloride  of  mercury  i  to  i,ooo,  tincture  of  iodine, 
permanganate  of  potassium,  nitrate  of  silver  may  be  used  by  direct 
application  to  the  tissues  about  the  vulva,  vagina,  mucous  mem- 
brane and  the  lining  of  the  cervix.  If  irritation  results,  tamponing 
the  cervix  and  vagina  with  cotton  saturated  with  sterile  glycerine 
will  usually  cause  it  to  subside.  Where  active  measures  are  badly 
borne  the  application  of  ichythol  25  to  50  per  cent.,  by  the  use  of 
tamponing,  is  often  indicated.  For  repeated  cleansings,  copious 
douches  of  lysol  or  creolin  i  per  cent,  are  especially  valuable. 
These  substances  remove  secretion  with  the  least  possible  dis- 
turbance and  are  efficient,  when  frequently  used,  as  antiseptfcs. 
Good  results  may  be  obtained  in  very  unpromising  cases  by  per- 
sistent treatment. 

We  recall  the  case  of  a  young  woman,  pregnant,  who  had 
severe  gonorrhea  complicated  by  double  ophthalmia ;  persistent 
local  treatment  failed  to  remove  traces  of  the  gonococcus  in  the 
vaginal  secretion,  local  treatment  was  continued,  however,  until 
the  time  of  confinement.  With  the  use  of  Credes  method  the 
child  escaped  ophthalmia  and  the  mother  made  an  uncomplicated 
recovery.  Her  abdomen  was  afterward  opened  for  the  cure  of  a 
retrodisplacement  and  tubes  and  ovaries  and  surrounding  tissues 
were  found  normal. 

In  the  puerperal  period  patients  who  have  had  gonorrhea  in 
pregnancy  usually  show  one  of  two  conditions  :  Many  pass  through 
the  puerperal  period  without  apparent  disturbance ;  some  weeks 
after  labor,  pelvic  peritonitis  slowly  develops,  or  a  septic  focus 
may  rupture  in  the  pelvis  or  abdomen  causing  acute  infection. 
In  my  observation,  two  patients  have  died  within  a  few  weeks 
after  labor  who  had  been  infected  with  gonorrhea  in  pregnancy, 
and  who  were  apparently  completely  recovered  from  pregnancy 
and  labor.  In  each  of  these  patients  examination  showed  the  rup- 
ture of  an  infected  Fallopian  tube.  It  cannot  be  certain  then  that 
such  patients  are  safe  from  the  original  infection  for  some  time 
after  labor. 

Less  frequently,  patients  who  have  had  gonorrhea  during  preg- 
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nancy  have  a  considerable  rise  of  temperature  after  labor  with 
the  development  of  acute  infection.  In  a  case  recently  under  obser- 
vation, a  girl  of  nineteen  had  gonorrhea  during  pregnancy;  she 
was  delivered  by  forceps  and  forty-eight  hours  later  had  fever 
of  104°  F.  For  several  weeks  she  had  an  anomalous  intermittent 
fever,  although  the  abdomen  was  not  distended  and  she  was  able 
to  take  abundant  nourishment.  The  abdomen  was  finally  opened 
and  the  abdominal  and  pelvic  viscera  very  thoroughly  inspected ; 
especial  attention  was  given  to  the  veins  of  the  broad  ligament,  as 
it  was  thought  that  thrombosis  in  the  broad  ligament  had  been  the 
cause  of  the  temperature.  No  gross  lesions  were  observed  and 
the  operation  was  concluded  by  the  removal  of  a  long  catarrhal 
appendix.  The  patient's  blood  was  examined  by  taking  a  speci- 
men from  a  vein,  under  antiseptic  precaution ;  cultures  taken  were 
negative.  The  Widal  reaction  was  also  negative.  This  patient's 
temperature  has  become  normal  and  she  is  making  a  satisfactory 
convalescence.  The  superficial  tissues  in  her  abdominal  wound 
broke  down  and  union  has  occurred  in  a  part  of  the  wound  by 
granulation. 

We  may  conclude  from  our  study  of  this  subject  that  gonor- 
rhea during  pregnancy  is  an  insidious  and  dangerous  complica- 
tion, which  should  be  treated  by  the  persistent  and  thorough  appli- 
cation of  antisepsis.  At  the  time  of  labor  care  should  be  taken 
not  to  invade  the  uterus,  and  the  use  of  the  catheter,  if  possible, 
should  be  carefully  avoided.  Patients  having  had  this  complica- 
tion should  be  kept  under  observation  several  months  after  recov- 
ery from  labor  and  repeatedly  examined  to  determine  the  presence 
of  a  septic  focus ;  should  this  be  suspected,  operation  should  be 
performed.  In  cases  where  fever  occurs  after  labor  in  these  pa- 
tients, if  a  focus  of  infection  can  be  detected  in  the  pelvis,  operation 
should  be  immediately  undertaken.  Such  patients  require  active 
stimulation  with  favorable  prognosis,  if  the  patient  be  young  and 
healthy. 

250  South  Twenty-first  Street. 
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BV 

HOWARD  A.  KELLY,  M.D.. 
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The  protection  of  the  innocent  is  the  crux  of  the  situation. 
If  we  can  effectually  protect  the  innocent,  there  will  be  no  more 
transmission  of  venereal  disease.  The  voluntary  purity  of  one  gen- 
eration would  forever  break  the  link  between  past  and  future, 
and  gonorrhea  and  syphilis  would  be  abolished.  What  a  stigma 
upon  our  race  that,  knowing  this,  we  deliberately  choose  to  have 
it  otherwise,  and,  to  gratify  transient  passions,  we  condemn  mil- 
lions yet  unborn  to  lives  of  degradation,  misery,  and  suffering. 

Let  us,  then,  while  not  altogether  neglecting  the  needs  of  the 
guilty,  focus  our  attention  upon  the  protection  of  the  untainted 
innocent. 

From  the  standpoint  of  the  protection  of  the  innocent,  the  im- 
portant problems  in  connection  with  the  guilty  are  those  relating 
to  the  natural  history  of  gonorrhea  and  syphilis ;  their  duration, 
their  virulence,  their  avenues  of  infection,  etc.,  must  all  be  carefully 
investigated  in  order  to  furnish  data  which  may  then  be  applied 
to  the  protection  of  the  innocent. 

There  is  hardly  any  other  grave  question  in  medicine  in  which 
prevention  is  so  palpably  the  one  important  issue,  the  sine  qua  non 
to  mastery  of  the  problem. 

I  shall  not  pause  here  to  deal  with  such  obvious  and  well  known 
restrictions  as  every  medical  man  is  accustomed  to  impose  on  a 
gonorrheic  when  he  makes  clear  to  him  the  high  degree  of  conta- 
giousness of  his  disorder,  and  forbid  marriage,  until  all  dis- 
charge is  definitely  cured ;  or  the  precautions  to  be  taken 
when  the  disease  has  invaded  a  family,  relative  to  the  common  use 
of  bath  linen,  wearing  apparel,  etc. ;  nor  shall  I  speak  of  the  treat- 
ment of  innocent  children  who  have  been  infected.  I  take  it  the 
intention  of  the  present  meeting  is-  to  deal  with  the  larger  phase  of 
this  important  question  in  its  more  public  relations. 

There  are  three  ways  of  protecting  the  innocent : 

(a)   Restrictive  legislation  operating  upon  the  guilty. 
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(b)  Instruction  of  the  innocent. 

(c)  Education  of  the  innocent. 

(a)  Restrictive  Legislation. — The  first  impulse  of  protection  is 
always  to  resort  at  once  to  more  or  less  drastic  restrictive  legisla- 
tion. This  is  the  most  inefficientof  all  means  of  controlling  any  form 
of  social  evil,  inasmuch  as  it  depends  for  its  success  upon  the  hearty 
cooperation  of  the  great  majority  of  the  community,  the  very 
body  which  constitutes  the  guilty  party  and  renders  the  legislation 
necessary.  It  is  most  evident  that  a  lot  of  criminals  are  not  the 
proper  legislators  and  executors  of  laws  which  are  designed  to 
inflict  punishment  upon  themselves,  for  it  is  the  very  prime  requis- 
ite of  both  lawmaker  and  judge  that  they  shall  be  entirely  free  from 
all  suspicion  even  of  the  taint  of  complicity  with  the  crime  they 
undertake  to  penalize.  Legislation  and  the  administration  of  the 
law  by  criminals  can  only  serve  to  still  further  debauch  the  public 
morals  until  they  make  law  a  mockery  and  justice  a  hissing  and  a 
by-word.  Legislation  is  of  value  when  with  it  goes  the  hearty  and 
unflagging  cooperation  of  the  body  politic ;  it  is,  therefore,  one  of 
the  last  steps  in  the  process  of  regulation,  a  step  always  to  be 
taken  with  extraordinary  circumspection  and  with  the  assurance 
that  the  force  of  a  thoroughly  awakened  public  conscience  lies 
behind  it.  The  chief  value  of  a  good  law  touching  this  subject 
at  the  present  juncture  is  that  it  constitutes  the  standard  of  right, 
which  can  be  appealed  to  at  any  time  as  an  epitome  of  the  experi- 
ence and  wisdom  of  the  human  race.  You  can  then  declare  without 
fear  of  contradiction,  "This  thing  is  wrong;  our  legislators  say 
so" ;  therefore  the  heavy  burden  of  proof  rests  on  him  who  would 
prove  the  contrary.  The  presumption  always  is  that  what  the  law 
sanctions  is  right,  and  what  it  forbids  is  wrong. 

(b)  Instruction. — Next  to  legislation  comes  the  question  of  in- 
struction. Instruction  per  sc  is  only  capable  of  touching  the  fringe 
of  the  subject,  and  carries  with  it  none  of  that  vital,  germinating, 
self-propagating  principle  which  is  an  essential  of  every  real  propa- 
ganda in  the  socio-moral  realm.  If  instruction  alone  is  adequate 
to  correct  an  evil,  then  please  tell  me  why  so  many  doctors,  per- 
fectly familiar  with  the  consequences,  become  addicted  to  alcohol 
and  drugs? 

You  recall  in  "Pilgrim's  Progress"  the  tons  of  valuable  pam- 
phlets and  wholesome  instructions  that  had  been  poured  into  the 
Slough  of  Despond,  and  yet  it  continued  to  spue  out  its  filth,  and 


KELLY:     PROTECTION    OF    THE    IXXOCEXT.  479 

in  spite  of  all  that  had  been  so  well  and  skilfully  said,  Christians 
did  still  keep  on  getting  bemired  there  all  the  time. 

We  shall  be  able  to  control  animal  passions  by  instructions  when 
we  find  we  can  keep  out  burglars  by  bolting  our  doors  with  tallow 
candles,  and  when  we  can  safely  tie  wild  horses  with  wisps  of 
hay. 

Instruction,  along  with  legislation,  has  its  place,  an  indispen- 
sable place  in  any  would-be  effective  campaign,  and  to  my  mind 
there  is  no  better  model  than  the  class  of  instructions  furnished 
by  the  Society  of  Social  and  Moral  Prophylaxis,  through  such  a 
series  of  pamphlets  as  I  show  here. 

(c)  Education. — The  true  fountain-head  of  all  moral  reform 
is  education,  conducted  at  home,  in  the  school,  in  the  college,  and 
in  the  Sunday  school.  All  these  agencies  properly  fulfilling  their 
functions,  cooperate  in  building  up  the  character  of  the  innocent, 
so  that  when  the  temptation  comes  there  is  the  power  to  resist, 
and  passion  is  controlled  and  crime  is  stifled  in  its  genesis.  I 
draw  a  sharp  line  of  distinction  between  education  and  instruc- 
tion;  by  education  I  mean  that  which  truly  educates,  and  not 
that  wretched  substitute  so  largely  in  vogue  in  our  institutions 
to-day,  which  is  by  so  many  mistaken  for  education,  namely,  the 
mere  imparting  of  information  or  cramming  the  mind  with  facts. 
Education  is  a  process  of  character  formation  to  which  instruc- 
tion, and  athletics,  and  all  the  disciplinary  activities  of  life,  con- 
tribute their  quota,  with  this  supreme  end  in  view,  that  the  coming 
man  may  be  thoroughly  furnished  for  life's  battles  with  nature, 
against  disease  and  against  immorality  of  all  kinds,  and  that 
thus  equipped  he  may  lack  nothing.  The  preeminent  qualificatiorx 
of  an  educated  man  is  that  he  loves  righteousness  and  hates 
iniquity ;  if  he  lacks  this  mark  he  is  still  ignorant  and  has  been 
educated  only  in  name. 

Instruction  is  therefore  one  of  the  accidents  of  education,  one 
of  the  efficient  agents  by  which  she  works ;  instruction  is  in  itself 
no  more  education  than  a  chisel  or  any  other  useful  tool  is  a 
workman. 

Education,  the  only  solution,  applies,  then,  to  the  young  girls 
and  boys  who  are  as  yet  innocent,  to  the  little  girls  and  boys 
running  about  our  streets  and  to  the  young  men  and  women  in 
our  schools  and  colleges.  If  they  are  not  educated  they  cannot  be 
saved,  and  they  will  in  time  become  not  only  as  bad,  but,  as  recent 
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statistics  show,  worse  than  we  are  to-day.  Little  or  nothing  can 
be  done  to  protect  the  young  wife.  She  must  take  her  chances, 
and  be  content  if  she  escape  with  sterihty,  or  at  best  secures  one 
child  after  years  of  infertility. 

The  education  of  a  child  from  youth  to  manhood  is  two-fold, 
depending  as  it  does  upon  home  training,  plus  school  and  college 
training,  including  the  weekly  Sunday  school. 

Again  we  stumble  upon  widespread  misconceptions  as  to  the 
relative  importance  of  certain  agencies  in  the  solution  of  this 
vital  problem.  Most  people  to-day  hold  the  opinion  that  they 
can  safely  delegate  the  management  of  the  most  precious  interests 
with  which  they  are  entrusted,  namely,  the  characters  of  their 
children,  to  the  care  of  first  one  school  teacher  and  then  another, 
through  an  ever-changing  series  in  a  class  of  people  who  are,  as 
a  rule,  utterly  unknown  to  them  personally.  The  simple  state- 
ment of  the  fact  is  sufficient  to  refute  the  fallacy.  I  now  touch 
therefore  the  true  solution  of  the  problem,  and  I  am  sorry  to  say, 
one  which  makes  it  hopeless  of  any  real  solution  after  all,  namely, 
that  it  lies  in  the  power  of  the  parents  alone  to  correct  this  evil. 
Give  me  90  per  cent,  of  the  fathers  and  mothers  of  our  land,  men 
and  women  who  will  care  more  for  their  children  than  they  do 
for  their  pleasures,  or  their  gold,  solicitous  for  the  spiritual  as 
well  as  for  the  temporal  welfare  of  their  natural  heirs,  and  I  will 
solve  this  gigantic  problem  in  short  order.  Take  away  this  van- 
tage ground  and  all  the  other  agencies  you  can  bring  to  bear  are 
as  nothing.  Children  are  no  longer  taught  at  home  to  fear  God, 
and  with  the  lapse  of  Bible  study  has  come  a  great  inruption  of 
self-indulgence  and  its  attendant  diseases. 

But  some  will  say  that  is  religion  and  preaching.  Well,  if 
only  religion  and  preaching  will  solve  the  difficulty,  in  the  name 
of  that  deity  of  the  land  which  we  worship  next  to  Gold,  called 
Common-Sense,  then  let  us  all  get  religion  and  preach.  Are  not 
our  children  worth  the  effort?  I  suspect  there  is  a  lot  of  cowardice 
mixed  up  with  this  dread  of  saying  anything  about  religion  to  the 
man  next  to  you.  Religion  belongs  in  the  pulpit  ?  Yes,  but,  man, 
you  are  a  generation  behind  the  age;  religion  has  abandoned  the 
pulpits  to  a  lot  of  vapid  and  neo-critical  essayists,  and  if  we  of  the 
medical  profession  do  not  catch  her  as  she  stalks  our  streets  in 
distress,  and  take  her  with  us  as  we  go  from  bed  to  bed,  from  rich 
to  poor,  through  highways  and  byways,  she  will  soon  quit  us 
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altogether,  and  then  look  out  for  another  French  Revolution  right 
here  in  Philadelphia,  on  American  soil. 

What  shall  we  do  then  to  protect  the  innocent? 

First  of  all,  let  us  each  one  look  to  his  own  home  life  and 
teach  and  train  our  own  children  aright. 

Then  we  can  with  better  grace  instruct  and  influence  our 
neighbors. 

Let  us  see  carefully  what  sort  of  teachers  our  children  have  and 
insist  that  our  educators  must  be  men  and  women,  who  first  of  all 
are  chosen  because  of  their  own  nobility  of  character. 

Then  let  wise  instruction  come  in  and  play  her  part,  use  care- 
fully selected  pamphlets  relating  to  sex  matters.  Tell  the  boys 
about  these  things  when  they  reach  puberty.  Let  the  mother 
deal  wisely  with  her  girls,  guarding  with  jealous  care  the  little 
ones,  apealing  to  the  reason  of  the  older,  and  explaining  as  seems 
best  according  to  time  and  opportunity.  Teach  them  to  resent 
as  an  insult  any  approach  towards  masculine  familiarity.  Then  see 
to  it  at  least  that  the  laws  of  our  land  are  not  corrupted  by  tolerat- 
ing prostitution  and  bawdy  houses  under  the  specious  term,  "a 
necessary  evil." 

Be  wise  in  having  recourse  to  legislation  and  permit  no  laws 
which  subject  women  to  indignities  and  loss  of  personal  liberty 
which  do  not  apply  equally  to  men.  You  say  that,  after  all,  this 
will  hardly  accomplish  a  great  deal.  No,  you  can't  reverse  natural 
tendencies  any  more  than  you  can  check  Niagara,  but  you  can 
reach  a  great  many  individuals,  you  can  relieve  a  vast  amount  of 
misery,  and  aquit  yourself  of  your  own  individual  responsibility, 
and  I  do  not  know  that  you  can  do  more  than  this  in  any  other 
relation  of  life. 

1418  EuTAw  Place. 
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The  title  presupposes  what  must  be  conceded  by  all  that  there 
is  an  innocent  class  of  sufferers  among  women.  That  it  is  a  large 
group,  even  among  the  better  class  of  ward  patients,  the  writer 
firmly  believes,  while  among  the  cultured  classes,  especially  those 
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of  education  and  character,  the  proportion  of  the  innocent  among 
those  infected  is  large,  which  impHes  that  the  husband  is  more 
often  than  the  wife  at  fault.  The  writer  is  not  among  those  who 
believe  the  unproven  hypothesis  that  70  or  80,  or  90  per  cent,  of 
men  have  been  at  some  time  in  their  lives  affected.  That  is  prob- 
ably true  of  certain  strata  of  so-called  society;  of  the  lowest  it 
certainly  is  true,  and  probably  is  so  among  the  self  indulgent  and 
irresponsible  rich  of  newspaper  notoriety,  but  not  among  the  most 
numerous,  though  perhaps  least  conspicuous,  great  middle  class 
of  the  American  people.  Again  the  proportion  of  infected  indi- 
viduals among  women  in  private  practice  is  small  in  the  experi- 
ence of  those  physicians  whose  patients  are  not  gathered  from 
ultra  fashionable  or  sporting  classes. 

In  Zweifel's  private  maternity  practice  1 1  per  cent,  were  thus 
infected.  Sanger  reported  in  private  gynecological  practice  about 
12  per  cent.  In  this  country  it  may  be  safely  stated  that  gyne- 
cologists who  do  not  make  a  point  of  treating  venereal  disease  will 
have  a  much  smaller  percentage  than  this  on  their  case  books.  I 
rarely  see  gonorrhea  in  my  office,  and  seldom  have  such  a  case 
under  treatment,  but  systematically  use  boiled  rubber  gloves  and 
instruments  just  from  the  boiler  in  all  gynecological  examinations, 
private  and  ward,  in  order  to  protect  both  the  patient  and  myself. 

The  impressions  as  to  the  frequency  of  gonorrhea  will  be 
influenced  in  the  minds  of  gynecologists  by  the  character  of  their 
private  practice,  by  the  location  of  their  hospital  wards  near  a 
disreputable  quarter  of  the  city,  by  the  frequency  with  which  they 
submit  discharges  to  the  microscopic  test. 

The  clinical  examination  may  be  deceptive.  The  occurrence  of 
gonorrheal  ophthalmia  in  one  of  my  resident  physicians  led 
to  a  microscopic  examination  of  secretions  in  a  ward  patient 
recently  examined  by  him,  who  showed  absolutely  no  visible  signs 
of  disease.  The  gonococcus  was  then  readily  demonstrated  in  her 
urethra  by  the  microscope. 

Microscopical  demonstration  of  gonorrhea  was  made  in  a  girl 
of  four  years,  living  in  a  hotel  in  another  locality  under  conditions 
of  scrupulous  refinement  as  far  as  I  could  discover.  The 
child's  nurse  had  a  vaginal  discharge,  which  doubtless  accounted 
for  it. 

A  patient  known  to  be  free  from  disease,  and  whose  husband 
was  also  free,  suddenly  developed  a  urethritis  demonstrated  micro- 


FUNCTION    IN    THE    INNOCENT.  4S3 

scopically  to  be  gonorrheal.  While  nothing  can  be  proven  beyond 
cavil  in  any  such  case,  it  was  found  that  the  family  laundress  had 
a  discharge ;  was  using  her  employer's  best  linen  on  her  own 
person ;  in  doing  the  washing  never  boiled  the  clothes,  and  indeed 
refused  to  do  so  on  account  of  the  labor  involved.  A  new  phase 
of  the  servant  problem. 

Statistics  are  difficult  to  obtain  which  show  in  what  proportion 
of  those  infected  definite  loss  of  function  results.  It  appears  to  be 
demonstrable  by  bacteriological  methods  that  colonies  of  gon- 
ococci  can  remain  indefinitely  in  a  dormant  condition  in  either 
tubes  or  ovaries,  for  an  indefinite  length  of  time,  certainly  months, 
and  probably  years.  The  proper  irritating  or  disturbing  factor 
only  is  needed  to  awaken  the  old  nidus  to  renewed  activity  and 
development.  It  may,  therefore,  be  doubted  whether  in  an  abso- 
lutely strict  sense  gonorrhea  in  women  can  ever  be  finally  pro- 
nounced cured.  Though  it  be  demonstrated  that  there  exists  a 
possibility  that  renewed  activity  may  occur  in  such  foci,  and 
though  the  disease  were  never  cured,  there  would  still  be  open  for 
discussion  the  question  of  the  restoration  of  function. 

Certainly  this  is  more  hopeful  where  the  function  is  impaired, 
not  through  the  gonococcus  itself,  but  through  its  weakening 
efifect  on  tissue  resistance  offering  a  foothold  for  the  invasion  of 
other  organisms  such  as  the  staphylococci  and  the  colon  bacillus. 
By  far  the  larger  number  recover  as  far  as  definite  clinical 
symptoms  are  concerned  within  a  few  weeks,  the  urethritis  soon 
disappearing,  and  while  there  might  be  found  colonies  in  urethral 
or  vulvovaginal  glands,  or  in  submucous  tissues,  if  search  were 
made,  the  patient  considers  herself  well. 

What  functions  are  impaired  or  interfered  with? 

Gonococci  have  been  found  in  the  pleura  in  the  various  joints, 
in  the  spinal  fluid  of  meningitis,  in  ulcers  upon  the  skin,  in  the 
sputum  of  pneumonitis. 

Neuritis  and  particularly  sciatica  are  not  infrequently  observed 
with  this  origin.  Its  well-known  invasion  of  the  eye  need  not  be 
referred  to.  Phlebitis  or  arteritis  may  show  the  organism  and  be 
starting  points  for  infection  of  the  blood.  From  a  gonorrheal 
endocarditis  through  the  blood  stream  a  secondary  invasion  of 
any  part  may  ensue,  and  indeed  a  secondary  pyemia  from  local 
abscess  may  develop. 
-   With  the  impaired  function  of  joints,  nerves,  or  pleura,  we  as 


484  shoemaker:    restoration  of 

gynecologists  are  not  just  now  concerned.  The  disturbances  of 
function  most  likely  to  be  called  to  our  attention  are  those  of  uri- 
nation, menstruation,  and  reproduction. 

Urination.  The  urethra  is  said  to  be  involved  to  some  extent 
in  nearly  all  cases  of  gonorrhea.  Extension  to  the  trigone  of  the 
bladder  may  or  may  not  occur.  The  treatment  of  the  acute  con- 
dition is  not  here  under  discussion,  but  the  chronic  disorders  of 
the  bladder  and  urethra  may  exact  much  painstaking  effort  in 
order  to  secure  relief.  They  are,  however,  entirely  curable  if 
systematic  effort  be  made.  The  fact  must  never  be  lost  sight  of 
that  the  disease  is  intrenched  in  many  places,  such  as  tubular  and 
vulvovaginal  glands  and  in  connective  tissue  below  the  mucous 
membranes,  where  it  is  out  of  the  reach  of  douches  and  medicines 
taken  by  the  mouth.  Each  gland  may  require  injection  with  argyrol 
or  other  silver  salt,  and  if  troublesome  the  tubular  glands  should 
be  slit  up.  The  chronically-inflamed  vulvovaginal  glands  often 
give  so  much  trouble  that  they  require  excision.  Curetting  of  the 
uterus  should  never  be  done  till  very  late,  and  then  with  a  whole- 
some fear  of  salpingitis  in  mind.  It  is  easy  to  infect  new  areas 
in  trying  to  apply  medicaments  to  the  urethra  or  uterine  canal. 
The  best  results  are  obtained  by  smoothing  out  all  folds  in  the 
knee  chest  position  and  the  direct  application  of  silver  salts,  such 
as  argyrol. 

Menstruation.  The  symptoms  of  increased  frequency  and 
quantity  of  menstruation  often  amounting  to  hemorrhage,  with 
irregular  pain  and  soreness,  are  symptoms  of  inflammation  of  the 
tubes  and  ovaries,  which  often  receive  a  mistaken  interpretation  in 
the  individual  case.  They  are  attributed  to  incomplete  abortion, 
or  even  to  extrauterine  pregnancy,  when  in  fact  the  condition  is 
wholly  inflammatory.  Rest  in  bed  and  the  use  of  the  abdominal 
ice  bag  are  methods  of  great  importance  in  this  stage,  while  wait- 
ing for  the  active  state  of  the  infecting  organisms  to  change  to 
the  inactive,  after  which  the  abdominal  operative  indications  will 
come  up  for  careful  consideration.  Gynecologists  are  more  and 
more  chary  of  operating  in  the  acute  stages  of  gonorrheal  inflam- 
mation when  the  limits  to  which  the  disease  will  spread  are  not 
yet  determined  and  when  the  operative  mortality  is  at  its  height. 
Curetting  for  this  variety  of  excessive  menstruation  is  harmful 
until  several  months  have  elapsed. 

Reproduction.     Undoubtedly  the  occurrence  of  sterility  follow- 
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ing  gonorrhea  is  the  matter  of  supreme  interest  in  connection  with 
this  subject.  What  can  be  done  for  the  innocent  toward  the  resto- 
ration of  this  lost  function  ? 

The  proportion  of  cases  of  gonorrhea  in  which  the  tubes  become 
infected  has  been  given  by  Schmitt  as  5  per  cent.  (Zeit.  f.  Geb.  u. 
Gyn.  XXI.).  Bumm  studied  53  cases  from  the  very  beginning 
through  five  months,  and  found  (Frauenarzt,  1891,  M.  345)  that 
the  tubes  became  involved  in  3>4  per  cent. 

This  shows  that  tubal  involvement  is  quite  unusual.  One  is  apt 
to  be  misled  into  a  wrong  impression  of  its  frequency  by  dwelling 
upon  the  fact  that  40  per  cent,  of  operative  abdominal  cases  are 
due  to  the  gonococcus  (Report  of  Committee  of  Amer.  Med. 
Ass'n). 

Then  a  fact  which  has  great  bearing  upon  the  curability  of 
salpingitis  is  that  other  organisms  than  the  gonococcus  are  fre- 
quently at  fault,  even  though  the  latter  was  present  originally. 
Its  weakening  effect  on  tissue  offers  an  opening  for  the  invasion 
of  staphylococci  or  the  colon  bacillus  among  others. 

Andrews  (Amer.  Jour.  OBST.),in  684  operative  cases  found  the 
Bacillus  coli  communis  in  2>^  per  cent.,  the  pneumococcus  in  2 
per  cent.,  staphylococci  or  streptococci  in  10  per  cent.  As  55  per 
cent,  were  sterile  their  original  active  organism  could  not  be  de- 
termined. Wertheim  found  the  pus  sterile  in  62  per  cent,  of  one 
of  his  groups. 

While  these  other  organisms  and  their  products  may  be  very 
destructive  when  in  acute  stages,  they  do  not  have  the  indefinite 
staying  power  of  the  gonococcus.  Granting  that  a  large  per- 
centage of  gonorrheal  foci  requiring  operation  have  become 
sterile,  it  becomes  almost  certain  that  there  must  be  a  great  many 
cases  where  gonorrhea  invades  the  uterus,  tubes,  and  ovaries  which 
do  not  extend  beyond  the  stage  where  resolution  and  disappear- 
ance of  symptoms  after  absorption  of  inflammatory  products  is 
possible.  This  absorption  may  occupy  several  years  in  its  accom- 
plishment. 

The  presence  of  acute  gonorrheal  urethritis  is  not  a  bar  to  preg- 
nancy, as  large  numbers  of  pregnant  women  show  the  infection. 
Fruehinsholz  {Cent.  f.  Gyn.,  1903,  45)  studied  loi  cases  which 
became  pregnant  while  infected. 

It  IS  the  chronic  conditions  arising  in  the  endometrium,  tubes, 
or  surrounding  peritoneum  which  produce  sterility.     There  is  no 
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question  that  in  well-developed  pyosalpinx,  whether  gonorrheal 
or  not,  operation  is  indicated,  if  possible  after  all  acute  symptoms 
have  subsided.  In  the  individual  case,  however,  where  prompt 
and  efficient  early  treatment  with  rest  in  bed  has  resulted  in  only 
a  small  amount  of  fixation  of  the  pelvic  organs  with  very  little 
rigidity  and  hardening  so  well  known  as  the  result  of  the  deep- 
seated  gonorrheal  processes,  there  remains  a  measurable  degree 
of  hope  that  with  time  and  patience  the  disease  will  not  extend ; 
the  organisms  will  die  as  they  do  in  the  majority  of  cases,  and  that 
then  reparative  processes  may,  with  the  aid  of  treatment,  again 
permit  resumption  of  function  in  tube  and  ovary, 

I  have  no  hope  of  the  nonoperative  restoration  of  the  tube  after 
the  formation  of  a  well-defined  pyosalpinx.  I  have  very  little  hope 
with  operation,  though  undoubtedly  some  cases  late  enough  to 
have  the  organisms  dead,  have  had  patulous  functionating  tubes 
after  resection.  It  is  my  belief  that  conservative  surgery  of  the 
tube  is  usually  out  of  place  in  gonorrheal  pyosalpinx,  but  that  sub- 
ject will  be  ably  presented  in  the  paper  which  is  to  follow.  Unless 
both  ovaries  also  show  abscesses,  I  never  remove  both,  and  if  pos- 
sible I  leave  both. 

In  the  individual  mild  case,  however,  where  a  long  fight  with 
disease  is  worth  while,  owing  to  the  intelligence  and  good  sur- 
roundings of  the  patient,  in  spite  of  the  fact  that  one  may  never 
be  sure  that  encysted  foci  of  organisms  will  not  light  up  trouble, 
much  may  be  done  to  restore  the  function  of  tubes,  ovaries,  and 
uterus  by  treating  faithfully  with  argyrol  every  accessible  focus  in 
the  early  stages,  and  then  after  long  waiting  carefully  using  pres- 
sure, douche,  adhesion  stretching,  possibly  electricity,  and  local 
medication. 

There  is  no  doubt  that  pregnancy  will  in  time  occur  in  some  of 
these  cases.  They  will  not  be  numerous,  for  not  often  will  physi- 
cian or  patient  have  the  necessary  perseverance. 

The  result  in  two  cases  may  illustrate  the  possibilities  as  well 
as  the  difficulties. 

"Tubal  infection  foUozving  gonorrhea,  followed  by  pregnancy 
after  treatment."  Four  years  ago  a  young  woman  of  22  was 
referred  to  me  by  her  physician  because  of  sterility,  though  she 
had  only  been  married  a  year.  She  had  never  missed  a  period, 
and  the  flow  had  been  normal  until  after  her  marriage.  Disease 
in  the  husband  had  supposedly  been  cured  before  marriage.    For 


FUNCTIOX    IN    THE    INNOCENT.  487 

eight  months  there  had  been  symptoms  due  to  a  mild  salpingitis, 
the  menses  had  become  painful  with  nausea  and  vomiting  two  days 
before,  the  quantity  free  for  five  days  and  irregular  for  fourteen 
days  of  each  month.  Urination  frequent,  especially  near  the 
period.  A  diagnosis  of  mild  chronic  gonorrheal  endometritis, 
salpingitis,  and  urethritis  was  made  with  no  demonstrable  enlarge- 
ment of  the  tubes,  though  there  were  some  pelvic  adhesions.  A 
guarded  prognosis  as  to  the  sterility  was  given,  though  the  condi- 
tion was  considered  a  relatively  favorable  one  owing  to  the  mild 
degree  of  infection  present.  The  treatment  carried  out  was  as 
follows :  Careful  curettement  in  hospital,  followed  by  smooth 
recovery ;  the  local  application  of  protargol  solutions,  and  urotro- 
pine  by  the  mouth.  This  was  associated  with  permanganate  of 
I>otassium  douches,  and  was  later  followed  by  gentle  stretching 
of  adhesions  and  the  use  of  icthyol  and  glycerine  tampons.  At 
the  end  of  three  months  the  patient  was  clinically  entirely  well 
with  no  pain  at  all  either  before  or  during  the  periods.  She  was 
advised  to  discontinue  treatment.  She  remained  well,  and  nine 
months  later  found  herself  pregnant  at  two  months,  but  threatened 
with  miscarriage.  In  my  absence  from  the  city  she  came  into  tlie 
hands  of  another  physician,  and  I  did  not  see  her  again  for  more 
than  two  years.  She  then  reported  that  the  miscarriage  had 
occurred,  that  the  hemorrhage  was  allowed  to  continue  for  six 
weeks,  when  she  became  septic,  whether  before  or  after  a  curette- 
ment which  was  performed  I  was  unable  to  learn. 

She  had  made  an  imperfect  recovery  from  the  post-puerperal 
septic  attack  and  had  never  been  entirely  well  since.  Several 
weeks  before  coming  again  under  my  observation,  she  had  symp- 
toms of  acute  abdominal  inflammation  with  severe  vomiting  and 
fever.  She  was  treated  by  other  physicians,  and,  after  refusing 
operation  at  their  hands,  she  applied  to  me  with  an  enormous 
pyosalpinx  on  each  side  and  a  large  abscess  of  the  left  ovary.  She 
was  still  anxious  for  maternity,  and  declined  any  operation  which 
involved  the  total  obliteration  of  her  organs.  The  smears  from 
the  cervix  and  urethra  showed  a  diplococcus  which  did  not  invade 
the  cells,  thereby  making  the  clinical  diagnosis  of  gonorrhea  nega- 
tive at  the  time. 

Again  giving  a  doubtful  prognosis  as  to  sterility,  I  consented  to 
try  the  effect  of  conservative  surgery.  Under  ether  exploration 
was  made  of  the  posterior  vaginal  cul-de-sac,  with  the  object  of 
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securing  primary  drainage  previous  to  secondary  operation 
through  an  abdominal  incision  with  resection  of  the  tubes,  when 
the  large  amount  of  pus  had  been  drained  away.  The  vaginal 
operation  was,  however,  abandoned  without  opening  the  peri- 
toneum, as  the  well-rounded  masses  would  push  away  under  pres- 
sure as  though  peritoneal  adhesions  about  them  were  incomplete. 
The  abdomen  was  later  opened,  and  the  inadvisability  of  vaginal 
incision  was  demonstrated  by  the  absence  of  adhesions  found. 
There  were  no  parietal  or  intestinal  adhesions  whatever,  and  the 
great  contorted  tubes,  the  left  one  overriding  a  rounded  fluid  sac 
nearly  five  inches  in  diameter,  presented  an  absolutely  smooth  and 
free  surface,  except  at  the  very  bottom  of  the  pelvis.  Each  tube 
was  one  and  a  half  inches  in  diameter  at  its  outer  end,  the  left 
one  curling  over  the  ovarian  abscess  sac  before  referred  to,  all 
tightly  held  in  the  pelvis  by  their  bulk,  and  not  by  adhesions.  It 
was  necessary  to  empty  both  tubes  and  the  ovarian  sac  in  order  to  • 
raise  them  high  enough  for  ligation.  The  pus  was  thin  brownish, 
mixed  with  yellow,  without  odor.  It  was  sponged  away,  the 
sponges  being  discarded  as  used,  in  all  60  gauze  pads  being 
employed  in  the  operation.  The  left  tube  to  the  cornu  and  the 
ovarian  sac  were  entirely  removed.  In  order  to  preserv-e  some 
chance  of  maternity  the  right  ovary,  which  was  inflamed,  but  not 
showing  pus,  was  allowed  to  remain.  The  right  tube,  however, 
after  ligation  of  its  broad  ligament  attachments  by  chromicized 
catgut,  was  cut  away  to  within  one  inch  of  the  cornu.  This  por- 
tion of  the  tube  being  apparently  normal  is  very  likely  to  remain 
patulous,  and  there  is  a  mechanical  possibility  of  pregnancy.  The 
pelvis  was  sponged  dry,  the  peritoneum  was  closed  with  catgut 
without  drainage  after  a  careful  toilet.  The  wound  was  closed 
with  silkworm  gut  from  the  skin  through  aponeurosis  and  muschs 
with  a  separate  catgut  suture  of  the  aponeurosis.  There  being 
more  than  two  inches  of  fat,  a  minute  drain,  half  an  inch  below 
the  skin,  between  stitches,  was  allowed  to  remain  for  two  days. 
Next  day  the  temperature  was  99°  and  the  pulse  80,  and  a  smooth 
recovery  without  rise  of  temperature  followed. 

An  interesting  side  light  upon  the  unreliability  of  a  single  leu- 
cocyte count  in  abdominal  surgery  is  furnished  by  the  count  of 
8,900  in  this  pus  case,  while  in  a  case  of  hemorrhage  from  rup- 
tured extrauterine  pregnancy  with  collapse,  successfully  operated 
upon  about  the  same  time,  the  leucocyte  was  27,800.     Although 
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the  patient  under  consideration  had  an  unfortunate  experi- 
ence from  being  allowed  to  become  septic  after  her  miscarriage, 
the  history  is  nevertheless  interesting  as  showing  what  may  be 
done  toward  securing  pregnancy  in  the  presence  of  mild  pelvic 
disease  of  eight  months'  duration.  It  will  be  interesting  in  after 
years  to  know  whether  or  not  pregnancy  again  occurs  by  means 
of  the  single  ovary  and  the  portion  of  tube  which  now  remain. 

Experience  shows  that  in  the  absence  of  infection  the  cornual 
ends  of  tubes  remain  patent  unless  actually  excised  and  the  ends 
sewed  over.  The  afebrile  course  of  the  convalescence  after  such 
extensive  soiling  of  the  pelvis  and  wound  with  pus  forms  a  prac- 
tical demonstration  of  the  nonvirulence  of  any  organisms  present. 

Five  months  after  the  salpingectomy  the  patient  was  clinically 
well,  but  had  not  become  pregnant.  Her  periods  are  regular,  nor- 
mal, and  painless,  lasting  three  to  four  days. 

Pregnancy  following  gonorrheal  salpingitis.  Another  patient 
had  been  under  my  observation  for  several  years.  She  is  now  42 
years  old  and  is  five  months  pregnant.  Her  last  child  is  defective 
and  is  17  years  old.  The  acquired  sterility  probably  began  with 
an  attack  of  gonorrhea  ten  years  ago,  treated  by  another  physician 
for  several  months. 

When  I  first  treated  her  in  1901  there  was  mild  right  salpingitis, 
a  large  and  heavy  uterus,  pigmentation  of  orifices  of  vulvovaginal 
glands  without  any  acute  gonorrheal  symptoms,  but  the  source  of 
the  old  infection  could  not  be  doubtful.  There  was  an  acute  ex- 
acerbation of  discharge  and  urethritis  in  1904  which  subsided 
without  further  involvement  of  the  tubes. 

After  acute  symptoms  had  subsided  she  had  more  or  less  treat- 
ment directed  against  the  adherent  right  tube  and  chronically 
enlarged  uterus.  A  year  after  discontinuing  treatment  she  re- 
ported pregnant. 

1831  Chestnut  Street. 
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THE  BLOOD   PRESSURE  DURING  PREGNANCY  AND 
THE  PUERPERIUM. 


BY 

W.  J.  VOGELER,  M.D., 
New  York. 
House  Physician   Nursery  and  Child's  HospitaL 


(With  fourteen  charts.) 


The  influence  on  blood  pressure  of  pregnancy  and  labor  has 
been  studied  by  a  small  number  of  observers  since  1884,  when 
the  lirst  work  on  the  subject  was  published  by  Lebedofif  and 
Porochjakow.  Unfortunately  the  inaccuracy  of  the  older  instru- 
ments and  the  use  of  the  narrow  armlet  in  more  recent  work  with 
the  Riva  Rocci  sphygomanometer  make  all  previous  results  of 
merely  relative  value.  We  are  still  without  trustworthy  data  in 
this  large  field. 

The  most  important  of  the  previous  observations  are  the  reports 
of  Vaquez  and  Nobecourt  in  1897  oi  a  rise  in  pressure  during 
eclampsia,  those  of  Vaquet  and  Millet  in  the  following  year  of  the 
exi5.tence  of  normal  pressure  during  pregnancy,  which  Goldwater 
confirmed  in  1903,  the  studies  of  Cook  and  Briggs,  and  the  recent 
publications  of  Stengel  and  Stanton.  Cook  and  Briggs  were  the 
first  to  show  that  there  is  a  constant  rise  in  pressure  during  each 
pain,  and  that  between  the  pains  the  pressure  is  higher  than  before 
the  onset  of  labor.  During  the  last  year  appeared  the  work  of 
Stengel  and  Stanton,  confirming  the  results  obtained  before.  They 
regret  that  "their  observations  were  made  before  it  was  known 
that  the  width  of  the  rubber  cufif  used  in  compressing  the  arm 
influenced  the  determination." 

A?  Janeway  has  said  in  his  book  on  blood  pressure,  "before 
definite  statements  can  be  made  concerning  the  influence  of  preg- 
nancy on  blood  pressure,  there  must  be  accurate  records  on  the 
sam-e  woman  at  moderate  intervals  throughout  its  duration."  As 
a  rule,  these  are  impossible  in  hospitals  where  the  waiting  women 
ccme  late — generally  just  before  delivery.  Fortunately  an  un- 
usua:  opportunity  has  been  offered  me  of  studying  the  question  of 
blood  pressure  during  pregnancy  at  the  Nursery  and  Child's 
Hospital,  where  most  of  the  women  come  in  weeks  before  deliv- 
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ery,  many  months  previous,  while  not  a  few  enter  as  soon  as  they 
become  aware  of  their  pregnant  condition.  In  addition,  a  rule  of 
the  hospital  requires  all  free  patients  to  serve  two  months  after 
delivery  in  the  capacity  of  cooks,  laundresses,  etc.,  making  possi- 
ble careful  observations  for  a  considerable  period  after  delivery. 

TECHNIQUE. 

All    observations    upon    which    this    article    is    based    were 
made    under    the    following-  conditions :       Patient    was    invari- 
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Chart  II. — Marie  P.,  age  23,  primipara.  Admitted  July,  1906.  Physical 
examination  and  history  negative,  except  for  pregnancy.  Delivery 
normal.  This  chart  is  unusually  typical,  showing  the  rise  in  pressure 
with  the  pains,  and  the  sharp  drop  after  delivery  with  gradual  return 
to  normal. 

ably  in  the  dorsal  position,  body  relaxed,  and  arm  extended,  with 
entire;  freedom  from  excitement,  and  after  a  sufficient  time  on  the 
table  to  eliminate  any  effect  of  preceding  exertion.  The  first  read- 
ing was  always  made  as  soon  as  possible  after  the  patient's  ad- 
mis5-ion ;  subsequent  readings  at  2  p.m.,  except  during  the  earlier 
part  of  the  work,  when  pressures  were  also  taken  at  9  in  the 
morning. 

The  instrument  used  was  a  Cook's  modification  of  the  Riva 
Rocci  sphygmomanometer,  but  for  greater  accuracy  the  Jane- 
way  12  cm.  armpiece  was  substituted  for  the  Cook  5  cm.  armlet, 
thus  rendering  the  readings  absolutely,  as  well  as  relatively  cor- 
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rect.  In  every  case  the  armpiece  was  placed  just  above  the  elbow, 
so  that  the  latter  could  be  bent.  The  column  of  mercury  was 
rai.'ed  until  the  pulse  was  obliterated,  then  allowed  to  slowly  drop 
until  the  pulse  was  again  felt,  and  this  point  taken  as  the  reading. 
It  was  in  every  case  found  to  be  identical  with  the  pressure 
obtained  by  using  Cook's  method  of  raising  the  column  until  the 
pulse  became  obliterated  and  using  this  point  as  the  reading. 

It  was  at  first  aimed  to  make  a  reading  once  a  week  until 
approximately  the  last  week  of  pregnancy,  and  then  once  a  day. 
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Chart  III. — Mary  R.,  age  34,  multipara.  Admitted  July,  1907.  History 
and  physical  examination  negative,  except  for  pregnancy.  July  14, 
during  the  night,  patient  began  to  have  labor  pains.  These  continued 
for  3  days  (day  and  night)  with  hardly  any  interruption  until  the 
morning  of  the  17th,  when,  because  of  the  weakness  of  patient  it  was 
decided  to  deliver  the  child  by  version.  The  chart  shows  verv  well  the 
fact  that  the  pressure  remained  relatively  high,  even  under  anesthesia, 
and  shows  also  what  efifect  the  introduction  of  the  hand  into  the 
uterus  has  upon  the  pressure.  Patient  recovered  entirely  and  pressure 
gradually  returned  to  normal. 

Hcwcver,  after  enough  charts  had  been  made  to  get  a  good  idea 
of  the  pressure  during  this  last  week,  and  after  it  was  found  that 
there  was  little  change  from  day  to  day  during  this  time  the  plan 
was  given  up  and  only  weekly  records  taken.  At  first  the  attempt 
was  made  to  take  pressures  as  soon  as  patient  commenced  to  have 
pains,  and  then  every  hour  until  birth  occurred,  but  the  results 
obtained  were  so  variable,  and  depended  so  much  upon  whether 
the  readings  were  made  before,  during,  or  just  after  a  pain,  that 
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this  was  given  up  after  gaining  some  idea  of  the  average  height 
of  the  pressure.  When  labor  had  once  set  in,  and  pains  were 
almost  continuous,  it  was  found  impossible  to  get  accurate  read- 
ings because  of  other  factors  coming  into  play  which  had  to  be 
considered :  e.g.  contraction  of  arm-muscles,  excitement,  and 
other  nervous  elements.  But  in  each  case  as  soon  as  possible 
after  birth  of  child  a  reading  was  made.  In  the  early  cases  a 
reading  was  also  made  after  expulsion  of  placenta,  but  as  this  in 
no  case  was  found  to  afTect  the  blood  pressure,  except  when  con- 
traction of  the  arm-muscles  during  a  severe  pain  provoked  a  fic- 
titious rise  in  the  pressure,  these  readings  were  abandoned.   After 


'Same.jLt^^te  fi-       -prt?' «> 


Afte./^ 


Chart  IV.— Lizzie  H.,  age  i6,  primipaia.  Admitted  May  25,  1906.  Physi- 
cal examination  and  history  negative,  except  for  pregnancy.  During 
the  18  weeks  that  patient  was  observed,  pressure  chart  kept  remarkably 
uniform.  Patient  was  delivered  by  forceps  on  November  15.  Puer- 
perium  normal. 

this,  readings  were  made  at  various  intervals  until  a  fixed  point 
was  reached  which  seemed  to  be  normal  for  the  individual  in 
question.  Should,  however,  any  complication  have  arisen,  or  if 
there  were  found  any  degree  of  blood  pressure  which  warranted 
the  assumption  that  a  complication  had  arisen,  or  was  about  to  set 
in,  hourly  or  four-hourly  records  were  made,  depending  upon  the 
urgency  of  the  case  (whether  hemorrhage,  eclampsia,  etc.).  If 
the  pressure  were  within  the  normal  limit  to  be  described  later, 
and  whenever  it  was  found  to  stay  within  this  limit  for  a  time 
sufficiently  long  to  make  one  reasonably  sure  that  the  case  were  a 
normal  one.  the  four-hourlv  readings  were  discontinued  and  daily 
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ones  taken  for  three  to  four  days.  These  were  generally  made 
at  9  A.M.,  if  possible,  because  it  was  found  that  the  pressure  curve 
could  be  much  more  easily  disturbed  after  delivery  than  before 
by  the  slightest  provocation.  As  soon  as  patient  was  allowed  out 
of  bed  another  reading  was  taken,  not,  however,  immediately  on 
arising,  but  after  patient  had  again  returned  to  bed,  for  great  dis- 
turbances in  pressure  must  be  expected  at  this  time  from  the 
slightest  cause. 


Name./iatAa-rine 


Age  £/ 


Chart  V.— Katharine  G.,  age  21,  primipara.  Admitted  ]\Iav  5,  1906.  His- 
tory and  physical  examination  negative,  except  for  pregnancy.  Pres- 
sure curve  was  normal  throughout  pregnancy.  Soon  after  delivery  the 
temperature  rose,  and  patient  complained  of  pain  and  swelling  of  the 
u^' u  ^1!^^"^^"^^'°"  revealed  the  fact  that  left  leg  measured  more  around 
thigh  than  the  right,  and  there  was  marked  tenderness  on  pressure  over 
femoral  vein.  In  spite  of  this  there  was  not  found  any  rise  in 
the  blood  pressure,  and  patient  went  on  to  perfect  recovery. 

I. — NORMAL   PRESSURE. 

Under  this  head  are  included  all  cases  in  which  the  pressure 
(before  labor  pains  had  set  in)  was  not  above  150  mm.  or  below 
100  mm.  Other  competent  observers  have  made  the  upper  limit 
160,  but  by  carefully  following  certain  rules  which  were  outlined 
under  "Technic,"  such  as  making  the  patient  rest  before  taking 
pressure,  eliminating  the  nervous  causes,  and  ruling  out  cases 
with  thickened  vessel  walls,  nephritis,  etc.,  we  never  obtained  read- 
ings higher  than  150  in  our  normal  cases. 

In  this  group  may  be  placed  fifty  cases  of  our  series,  with  the 
usual  proportion  of  vertex,  breech,  and  other  positions.  So  little 
diflference  in  blood  pressure  was  noticed  depending  upon  the  pres- 
ence of  any  particular  position  that  any  such  difference  may  be 
ruled  out  as  being  coincidental. 
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Chart  VI. — Marj^  K.,  age  17,  primipara.  Admitted  August  28,  1906. 
History  and  physical  examination  negative,  except  for  pregnancy. 
Pressure  was  normal  up  to  time  of  delivery.  Not  long  after  birth  of 
child  patient  complained  of  pain  in  the  left  breast  and  had  a  severe 
rigor  with  rise  in  temperature  and  pulse.  Abscess  of  the  breast  devel- 
oped, which  had  to  be  lanced  and  drained,  patient's  temperature 
remaining  up  for  several  days.  At  no  time  was  there  noted  any  rise 
in  blood  pressure. 

Of  these  fifty  cases,  thirty-eight  were  primiparae  and  twelve 
were  multiparse.  No  constant  difference  of  either  class  of  cases 
was  noted.  The  remark  made  by  one  observer  that  the  age  of  the 
woman  made  a  difference  in  the  pressure  does  not  hold  good  in  our 
cases.  The  nervous  element,  on  the  other  hand,  plays  a  very 
important  role  in  the  production  of  high  pressure. 

Referring  to  Chart  I.,  we  have  represented  a  composite  curve  of 
the  pressure  records  of  the  fifty  normal  cases.  The  majority  of 
these  were  taken  for  over  ten  weeks  before  delivery,  some  for 
over  sixteen  weeks,  and  the  others  anywhere  from  one  to  ten 
weeks.  The  upper  line  represents  the  highest  pressure  recorded 
in  any  case  for  that  particular  week  before  delivery ;  the  lower 
curve  the  lowest  pressure  for  that  week,  the  middle  line  repre- 
senting the  average  of  the  fifty  cases,  and  not  the  mean  between 
the  highest  and  the  lowest,  as  might  be  inferred  at  the  first  glance. 
This  shows  that  during  the  earliest  months  of  pregnancy  the 
pressure  is  about  normal,  gradually  rises  during  the  last  eight 
weeks,  and  reaches  a  maximum  at  the  beginning  of  the  last  week 
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before  delivery,  when  there  is  a  sHght,  but  unimportant,  gradual 
decline.  Gnecchi,  one  of  the  best  of  the  early  observers,  in  1903 
attributed  the  rise  during  the  last  part  of  pregnancy  partly  to 
hypertrophy  of  the  heart,  partly  to  intraabdominal  pressure,  and 
to  a  slight  extent  to  a  mild  autointoxication  which  he  thinks  exists 
at  this  time.  Stengel  and  Stanton  in  1906,  on  the  other  hand,  have 
shown  conclusively  that  during  pregnancy  there  is  not  any  hyper- 
trophy of  the  left  ventricle ;  any  increase  of  dullness  towards  the 
left  is  due  to  the  upward  displacement  of  the  diaphragm  and  the 
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Chart  VII. — Agnes  M.,  age  i8,  primipara.  Admitted  July  i6,  1906. 
History  and  physical  examination  negative,  except  for  pregnancy. 
Blood  pressure  before  and  after  labor  was  normal.  Child  delivered 
August  6.  Normal  delivery.  Some  days  after  birth,  mother's  tem- 
.  perature  rose,  and  foul  odor  was  detected  in  the  lochia.  After  several 
intrauterine  douches  temperature  dropped  and  odor  disappeared  from 
the  lochia.  In  spite  of  the  condition  of  sapremia  pressure  remained 
normal. 


consequent  displacement  of  the  heart  in  an  upward  and  outward 
direction. 

There  is  not  found  in  our  cases  the  fall  in  pressure  during  the 
last  month  noted  by  Cook,  and  which  he  attributes  to  the  descent 
of  the  fetal  head  into  the  pelvis.  Our  results  in  this  regard  are 
borne  out  by  the  conclusions  reached  by  most  other  observers 
of  a  sufficient  number  of  cases. 

Soon  after  labor  sets  in  (see  Chart  II.)  there  is  noted  a  rise 
increasing  with  the  pains  (noted  by  Cook  also),  which  will  be 
indefinitely  high,  depending  upon  whether  the  reading  was  made 
before,  during,  or  just  after  a  pain,  and  this  rise  reaches  its  high- 
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est  point  just  before  the  birth  of  the  child,  when  pains  are  most 
severe  and  frequent.  That  very  high  pressures  may  be  obtained  at 
the  height  of  contraction,  unless  great  care  is  taken  to  make  read- 
ings only  between  the  pains,  is  seen  by  figures  in  Gnecchi's  table, 
who  mentions  one  case  where  the  pressure  reached  210  mm.  (with 
the  5  cm.  armpiece).  That  the  high  pressure  is  not  due  entirely 
to  the  contraction  of  the  arm  muscles,  excitement,  etc.,  is  shown 
in  Chart  III.,  where  the  pressure  was  taken  while  the  patient  was 
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Chart  VIII. — Annie  W.,  age  46,  multipara.  Admitted  September  16,  1906. 
History  and  physical  examination  negative,  except  for  pregnancy.  The 
course  had  been  normal  until  November  21,  when  a  profuse  hemorrhage 
occurred  from  the  uterus.  The  cervix  was  packed,  but  as  bleeding  con- 
tinued in  spite  of  treatment,  and  patient's  condition  became  weak,  she 
was  removed  to  delivery  room  and  version  performed.  The  fall  in 
pressure  after  hemorrhage  was  very  marked.  As  there  had  been  no 
indications  previously  that  patient  was  going  into  labor,  only  weekly 
records  had  been  kept  and  no  reading  made  on  the  morning  in  which 
hemorrhage  occurred.  Patient  went  on  to  perfect  recovery  and  pres- 
sure returned  to  normal. 


under  anesthesia,  and  found  to  be  identical  with  pressure  before 
anesthesia.  This  point  was  also  brought  out  by  Cook  in  one  of  his 
charts. 

Soon  after  the  delivery  of  the  child  there  is  a  rapid  drop  in 
pressure  which  in  some  cases  follows  immediately.  This  pressure 
is  practically  little  influenced  by  the  expulsion  of  the  placenta 
unless  this  incident  be  accompanied  by  sharp  pain,  when  the  rise 
could  always  be  traced  to  contraction  of  the  arm  muscles,  excite- 
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ment,  etc.    The  pressure  is  decidedly  affected  by  any  manipulation 
inside  of  the  uterus  (point  noted  by  Cook),  shown  in  Chart  III 
our  patient  being  under  anesthesia  at  the  time. 

The  pressure  may  continue  to  fall  for  some  hours  after  delivery, 
but  has  usually  reached  its  lowest  mark  by  the  eighth  hour  after! 
when  it  again  begins  to  rise,  and  generally  reaches  a  point  a  little 
higher  than  in  the  early  months  of  pregnancy.  (That  there  seems 
to  be  some  difference  in  the  lowest  pressure  obtained  after  birth 


Name.^//gr/  T         'rrtvlUparcL 


Ane.30. 


Chart  IX.— Ellen  F.,  age  30.  multipara.  Patient  admitted  November  iq 
1906,  complammg  of  slight  flow  of  blood  from  uterus.  Examination 
Showed  woman  to  be  about  four  months  pregnant  and  cervix  dilated 
two  fingers.  In  a  few  days  patient  had  ceased  losing  blood.  December 
4,  hemorrhage  occurred  again.  December  5,  patient  had  a  miscarriage: 
pressure  fell  to  95,  where  it  remained  several  davs.  It  gradually  re- 
turned to  normal,  and  patient  left  hospital  in  good'  condition. 

is  shown  by  Gnecchi's  table  again,  in  which  he  notes  114  mm.  as 
the  lowest  point  reached.  It  was  very  seldom  that  we  obtained 
our  lowest  pressure  immediately  after  labor,  generally  having  to 
wait  one  hour.  It  might  be  well  to  bear  this  in  mind  in  determin- 
ing whether  the  pressure  of  patient  had  reached  a  dangerously 
low  mark  and  stimulation  was  necessary) .  Here  it  continues  with 
slight  daily  variation.  If  pressure  is  then  taken  when  patient  is 
first  allowed  out  of  bed,  one  is  liable  to  find  it  rather  high  and 
greatly  influenced  by  slight  disturbances  and  subject  to  wide  vari- 
ations.    But  if  one  waits  until  patient  has  again  returned  to  bed 
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and  rested,  it  will  generally  be  found  at  about  the  point  which  is 
normal  for  her.  The  statement  is  made  by  several  observers  that 
it  frequently  takes  weeks  for  the  pressure  to  return  to  the  normal 
level,  and  occasionally  as  much  as  five  or  six  weeks,  but  our  cases 
do  not  seem  to  prove  this.  Very  few  of  our  women  remained  in 
bed  longer  than  ten  to  fifteen  days,  and  in  almost  every  case  the 
pressure  had  returned  to  normal  by  the  time  they  were  up. 

In  about  50  per  cent,  of  these  cases  with  normal  blood  pressure, 
albumen  in  varying  amounts  was  detected  in  the  urine  at  diflferent 
times,  which  seemed  to  be  accompanied  by  little  change  in  the 
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Chart  X. — Bella  Van  D.,  aged  27,  primipara.  Admitted  October  17,  1906. 
History  negative.  Physical  examination  shows  marked  thickening  of 
radials.  Pressure  kept  well  above  normal  limits,  stayed  so  during  birth 
of  child,  and  did  not  drop  during  puerperium.  On  discharge  pressure 
was  still  somewhat  high,  but  within  normal  limits.    Labor  was  normal. 

pressure,  but  it  was  noticed  that  some  of  the  relatively  higher 
normal  pressures  showed  the  presence  of  more  than  a  mere  trace 
of  albumen.  In  some  cases,  even  before  any  labor  pains  were  felt 
by  the  patient,  there  was  noticed  a  rise  in  pressure,  when  vaginal 
examination  would  show  that  labor  had  already  begun. 

How  uniform  a  normal  chart  can  be  is  shown  by  the  following 
one  of  L.  H.  (Chart  IV.),  which  was  begun  over  seventeen  weeks 
before  delivery  and  pressure  taken  approximately  every  week. 
In  this  and  some  of  the  following  charts  the  records  during  and 
after  labor  were  incomplete  (owing  to  unexpected  delivery,  etc.). 
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and  the  rise  during  pains  and  postpartum  was  sometimes  missed. 
In  this  series  of  cases  the  rise  in  pressure  which  some  writers 
say  accompany,  and  often  foretell  a  complication  during  the  puer- 
perium,  was  not  noted.  For  example,  Chart  V.  is  the  record  of  a 
normal  pregnancy  followed  during  the  puerperium  by  thrombosis 
of  the  femoral  vein.  The  reading  during  the  event  does  not  show 
any  change  from  the  normal.  Other  similar  cases  were  met  with 
during  the  period  of  pressure  observators.     Chart  VI.  represents 
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Chart  XL — Mary  A.,  age  33.  primipara.  Admitted  July  4,  1906.  History 
negative.  Physical  examination  showed  presence  of  edema  of  leg  from 
knees  to  feet.  August  10,  large  amount  of  albumen  found  in  urine 
with  presence  of  casts,  and  pressure,  though  still  within  normal  limits, 
began  to  rise.  August  16,  pressure  rose  to  165 ;  albumen  and  casts  in 
urine.  August  18,  under  treatment  pressure  dropped  to  normal  limits, 
and  swelling  diminished  somewhat  in  size.  Patient  was  kept  in  bed 
and  put  on  diuretics.  Between  this  time  and  September  11  (when  she 
was  delivered)  pressure  rose  to  above  normal  on  several  occasions, 
but  dropped  again  soon  after  treatment  was  started,  and  patient  kept 
in  bed.  September  11,  patient  delivered  of  twins.  For  over  a  week 
pressure  kept  moderately  high,  then  gradually  fell  to  normal.  On  dis- 
charge pressure  was  normal,  but  patient's  urine  still  contained  a  trace 
of  albumen. 


the  pressure  during  the  latter  part  of  pregnancy,  in  which  delivery 
was  followed  in  a  few  days  by  the  development  of  an  abscess  of 
the  breast  which  had  to  be  incised  and  drained.  No  increase  in 
pressure  was  noted. 

Chart  VII.  is  similar  to  others  in  our  series  in  which  the  patient 
showed  some  slight  sapremia  during  the  puerperium  with  no 
effect  on  the  blood-vessel  curve. 

\\'hat  we  particularly  wish  to  bring  out  and  emphasize  besides, 
under  this  heading,  is  that  all  our  cases  which  ran  a  normal  course 
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before,  during,  and  after  delivery,  and  whose  blood  pressure  was 
regularly  taken,  could  be  placed  in  this  group  of  normal  blood- 
pressure  charts. 
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Chart  XII. — Gertrude  M.  Patient  was  seen  on  June  23,  1906.  Com- 
plete examination  made;  urine  examined;  found  to  be  negative.  Not 
seen  again  until  July  25,  when  she  complained  of  gastrointestinal  upset, 
and  given  a  cathartic,  but  left  no  urine  to  be  examined.  July  26, 
patient  went  to  bed  as  usual,  feeling  well  except  for  pain  in  epigas- 
trium; woke  up  at  2  a.m.  with  violent  headache  and  pain  in  region  of 
stomach.  She  vomited  four  times  before  7  a.m.  At  this  time  she 
went  to  bathroom,  and,  staying  longer  than  was  usual,  her  mother  went 
to  see  what  the  matter  was ;  she  found  her  groping  around  the  room, 
unable  to  find  the  door,  stone  blind ;  immediately  brought  her  to  hos- 
pital, patient  up  to  this  time  having  had  no  convulsion.  Soon  after 
entering  hospital  at  10  a.m.,  patient  had  first  convulsion,  another  at 
10:50  (typical  clonic  and  tonic  of  face,  body,  and  arms,  lasting  2  min- 
utes, checked  only  by  the  administration  of  chloroform.  On  examina- 
tion, cervix  was  found  dilated  two  fingers.  It  was  immediately  dilated 
complete  and  child  removed  by  version  (20  minutes'  duration,  child 
blue  but  living).  Has  had  no  convulsion  since.  Soon  after  patient 
came  out  of  chloroform  she  became  delirious,  but  quieted  down  during 
next  six  hours.  The  blindness,  which  was  absolute  just  before  and 
after  delivery  of  child,  continued  for  twelve  hours,  then  gradually 
cleared  up,  it  being,  however,  thirty-six  hours  before  patient  could  see 
perfectly.  During  first  six  hours  after  delivery  i  oz.  of  urine  was 
passed  and  that  by  catheter;  about  the  same  amount  during  second  six 
hours,  then  under  treatment  1,200  cc.  in  next  si.x  hours;  albumen 
present  in  large  amount  at  first,  diminished  a  little  in  amount  after 
delivery  and  on  discharge  of  patient  only  a  faint  trace  remained. 
Patient  went  on  to  uninterrupted  recovery.  Solid  line  represents 
pressure  curve ;  dotted  line  pulse  curve. 

ABNORMAL  PRESSURES. 

I.  Hypotension. — In  this  group  were  placed  all  cases  in  which 
the  pressure  fell  below  100.  In  many  of  the  normal  cases  imme- 
diately after  delivery  one  would  see  such  a  drop,  but  it  is  without 
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significance  unless  persisting  or  going  below  90.    Of  our  series  the 
following  are  typical  cases  of  the  different  types : 

(a)  Cases  of  placenta  praevia  with  profuse  hemorrhaee   ( 
Chart  VIII).  ^ 

(b)  Where  there  had  been  more  or  less  prolonged  bleeding, 


see 


as 


Name.  Ca  Iha  rt  ne  J. 

26 
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Chart  XIII.— Catharine  L.,  age  28;  primipara.  Admitted  August  25 
1900.  History  of  having  voided  little  urine  lately  and  frequent  nausea 
and  vomiting;  complained  of  weakness.  Physical  examination  showed 
presence  of  pregnancy,  and  excepting  for  a  peculiar  expression  of 
lace  and  cyanosis  of  lips,  was  negative.  Feeling  pulse,  pressure  seemed 
rather  high,  but  not  as  high  as  was  immediately  recorded  by  sphyg- 
momanometer, 220;  urine  contained  albumen,  some,  casts,  high  specific 
gravity;  cervix  admitted  one  finger;  no  labor  pains.  Patient  put  to 
bed;  milk  diet,  cathartics,  diuretics,  and  nitroglycerine.  Passed  200 
c.c.  urine  soon  after  admission;  little  since;  vomited  soon  after  ad- 
mission; skin  very  dry.  August  26,  3  p.m.,  dilated  four  fingers;  cervix 
hard  and  firm;  slightly  delirious;  10:55  p.m.,  cervix  dilated  com- 
pletely; child  delivered  by  forceps;  pupils  irregular.  August  27,  men- 
tal conditon  better;  skin  covered  with  sweat.  (See  chart  for  record  ) 
Interesting  thing  about  this  case  was  that  there  were  absolutely  no 
convulsions;  nothing  to  tell  seriousness  of  condition,  except  blood 
pressure  and   urine.     Dotted   line   represents   pulse  curve. 

in  our  case  of  miscarriage  (Chart  IX).     This  low  pressure  per- 
sisted for  several  days  and  required  careful  watching. 

(c)  Possibly  in  cases  where  there  was  prolonged  chloroform 
anesthesia.  The  majority  of  our  difficult  forceps  cases,  and  those 
in  which  version  was  performed,  showed  this  drop  (refer  to  charts 
on  eclampsia) .  Whether  this  was  altogether  due  to  the  anesthesia, 
or  partly  to  the  removal  of  the  child  is  impossible  to  say. 
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II.  Hypertension. — In  this  group  are  included  all  cases  in 
which  the  pressure  was  above  150,  the  rise  at  the  height  of  labor 
excluded  because  of  its  being  a  normal  manifestation.  The  cases 
showing  hypertension  seemed  to  fall  into  two  groups,  which  divis- 
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Chart  XIV. — Mrs.  B.  Patient  gave  a  history  of  having  had  edema  of 
ankles  over  three  weeks  ago ;  this  increased  rapidly  until  on  admission 
there  was  edema  of  ankles,  legs,  vulva,  and  all  over  back ;  distension 
of  abdomen  with  some  ascites.  Patient  had  been  nauseated  and  vom- 
ited for  several  days  and  on  admission  was  slightly  delirious;  urine 
full  of  albumen  and  casts.  December  19,  1906,  admitted  to  hospital  with 
above  history ;  was  very  restless  and  showed  marked  hyperesthesia. 
December  20,  in  spite  of  treatment  (diuretics,  etc.)  pressure  and  condi- 
tion remained  the  same.  December  21,  patient  not  able  to  see;  in 
state  of  coma.  Taken  to  operating  room  and  child  delivered  by 
version,  under  chloroform.  All  that  afternoon  pulse  was  weak  and 
patient  very  delirious ;  continued  so  during  the  night.  December  22, 
pulse  somewhat  improved  because  of  stimulation ;  patient  not  se- 
creting much  urine ;  became  rational  during  day  but  remembered 
nothing  that  had  occurred  during  past  twenty-four  to  thirty-si.x  hours. 
December  23,  in  afternoon  patient  began  to  get  weaker;  needed  in- 
creased stimulation.  December  24,  patient  has  now  grown  delirious 
and  has  marked  tympanites;  edema  slightly  less  in  ankles,  but  not 
diminished  in  back  or  labia.  December  25,  very  delirious  with  heavy 
odor  to  breath ;  passes  urine  and  feces  involuntarily ;  beginning  coma 
and  stertorous  breathing.  December  26,  patient  gradually  grew  weaker, 
temperature  rose  to  104.8°  and  at  9  130  a.m.  patient  died.  Dotted  line 
represents  pulse  curve. 

ion  is  particularly  important  because  of  the  fact  that  the  prognosis 
and  treatment  are  greatly  dependent  upon  the  group  to  which  the 
case  belongs. 

(a)    Moderate   hypertension,   under    180,   either   with   arterial 
thickening  and  no  albumen  in  the  urine  (evidence  of  an  abnormal 
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cardiovascular  systeni)  [see  Chart  X.],  or  with  evidence  of  the 
existence  of  either  acute  nephritis  or  of  an  acute  exacerbation  of  a 
previous  existing  nephritis  (see  Chart  XI.).  It  is  surprising 
that,  in  spite  of  all  the  good  work  that  has  been  done  on  blood 
pressure  of  pregnancy,  so  little  emphasis  has  been  laid  on  just  this 
class  of  cases,  and  attention  called  to  the  fact  that  it  is  in  such  a 
condition  that  the  blood  pressure  work  has  reached  its  greatest  use- 
fulness. It  is  impossible  to  find  in  the  literature  an  instance  where 
a  case  of  moderately  high  tension,  carefully  watched  and  pressure 
systematically  taken,  w^ent  on  to  eclampsia.  Yet  how  many  cases 
of  eclampsia  give  a  history  of  previous  indisposition  (perhaps 
mild)  swelling  of  the  ankles,  diminished  amount  of  urine,  head- 
ache, etc.,  in  which  the  convulsions  could  perhaps  have  been  pre- 
vented had  blood  pressure  records  given  'warning  of  the  more 
serious  attacks  to  come.  Every  case  in  the  hospital  during  the 
last  nine  months  since  these  pressure  observations  were  begun, 
recognized  as  belonging  to  this  group  and  properly  treated,  went 
on  to  labor  and  subsequent  recovery  without  any  trouble  w^hatever 
ensuing.  Whenever  the  pressure  rose  above  150  treatment  was 
immediately  begun  and  continued  until  the  lower  level  was  again 
reached.  The  above  chart  (XL),  similar  to  others  of  our  series, 
shows  very  well  the  manner  and  result  of  treatment.  It  is  impos- 
sible to  say  how  many  of  these  cases  might  not  have  gone  on  to 
eclampsia.  Clinically,  these  cases  of  moderate  hypertension  were 
distinguished  by  the  very  slight  and  long-delayed  fall  in  pressure 
after  delivery,  in  sharp  contrast  both  to  the  normal  cases  and  to 
those  with  marked  hypertension  to  be  described  later. 

(b)  Extreme  Hypertension. — That  the  blood  pressure  in 
eclampsia  is  unusually  high  has  been  an  acknowledged  fact  among 
competent  observers  since  the  statement  in  regard  to  this  was  first 
made  by  Vaquez  and  Nobecourt  in  1897,  and  conclusive  records 
shown.  Cook  and  Briggs  always  found  the  pressure  high  in  their 
cases  in  the  Johns  Hopkins  Hospital,  and  called  attention  to  the 
sharp  drop  that  occurred  soon  after  the  uterus  was  emptied.  Since 
that  time  all  pressure  records  on  eclampsia  have  shown  a  high 
degree  of  tension  present.  Vaquez,  in  presenting  his  latest  report 
before  the  Societe  d'Obstetrique  de  Paris  in  February,  1906,  comes 
to  the  following  conclusion  : 

1.  Pressure  is  invariably  high  in  eclampsia. 

2.  The  rise  in  blood  pressure  is  the  best  prodromal  symptom, 
and  does  not  depend  upon  whether  albumen  is  present  or  not. 
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3.  The  staying  up  of  the  blood  pressure,  even  if  other  symptoms 
disappear,  makes  the  prognosis  very  unfavorable. 

We  go  a  step  further.  What  we  particularly  wish  to  lay  stress 
on  in  this  paper  is  not  the  fact  that  high  blood  pressure  with 
eclamptic  symptoms  (convulsions,  blindness,  etc.),  exists,  and  is 
dangerous  to  the  life  of  the  patient  and  her  child  (for  this  has 
been  amply  demonstrated),  but  that  high  pressure  can  exist  and 
continue  without  convulsions,  and  with  only  a  small  amount  of 
albumen  (if  any)  in  the  urine — a  point  which  has  not  been  suf- 
ficiently brought  out  and  emphasized  by  previous  writers.  In 
these  cases  the  prognosis  is  just  as  unfavorable  as  in  those  with 
convulsions,  unless  pregnancy  be  terminated;  and  they  are  the 
more  important  because  not  always  to  be  recognized  except  with 
the  sphygmomanometer,  everyone  knowing  how  difficult  it  some- 
times is  to  tell  the  degree  of  pressure  with  the  palpating  finger. 

It  is  impossible  in  this  paper,  which  aims  simply  to  state  facts 
and  draw  certain  conclusions  from  a  study  of  our  charts,  to  enter 
into  a  discussion  as  regards  the  causation  of  eclampsia.  In  the 
course  of  observations  extending  over  nine  months  with  readings 
on  over  eighty  cases,  four  cases  of  extreme  hypertension  have  been 
met  with,  three  of  which  remained  in  the  hospital  and  could  be 
followed.  Of  these  three  cases,  one  only  had  typical  eclamptic 
convulsions,  and  was  the  case  of  lowest  blood  pressure  in  the 
group.  In  all  cases  the  urine  was  studied  exhaustively  by  Prof. 
Ewing  of  Cornell  Medical  School,  especially  with  reference  to  the 
nitrogen  partition,  and  all  have  been  classed  as  cases  of  eclampsia, 
and  so  reported  by  him  in  the  March  number  of  the  Journal  of 
Obstetrics.  Apart  from  this,  however,  the  two  cases  without  con- 
vulsions presented  a  clinical  picture  which  is  difficult  to  interpret 
in  any  other  way  than  as  eclampsia,  the  phenomena  being  such 
as  are  commonly  observed  in  severe  types  of  uremia. 

Chart  XII.  of  our  series  is  similar  in  many  ways 
to  these  shown  by  Cook  and  other  observers,  in  which 
the  pressure  before  delivery  is  extremely  high,  drops 
sharply  after  removal  of  child,  and  gradually  regains  the 
normal  level  with  ultimate  perfect  recovery.  Convulsions 
were  present.  It  is  a  typical  eclamptic  chart,  about  which  no  one 
with  sufficient  experience  in  the  use  of  the  sphygomomanometer 
would  be  in  doubt,  and  a  case  in  which  no  one  would  hesitate  to 
empty  the  uterus,  even  should  the  pressure  not  be  known. 

Chart  XIII.  is  of  a  different  type.    There  were  no  convulsions, 
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and  the  history  might  be  taken  as  that  of  a  case  of  ordinary  nephri- 
tis without  edema.  The  pressure,  on  the  other  hand,  was  higher 
than  in  the  previous  case  with  convulsions,  being  220  mm.  It  is 
to  be  noted  that  the  pressure  remained  high  in  spite  of  treatment 
until  child  was  removed. 

Chart  y^LV.  is  of  a  case  without  convulsions  and  with  death. 
Cook  and  Briggs,  in  their  paper,  emphasize  the  fact  that  in 
eclamptic  seizures  continuing  or  beginning  after  the  removal  of 
the  fetus  the  pressure  rose  to  a  marked  degree,  and  extreme  hy- 
pertension persisted  until  the  cause  was  overcome  by  the  use  of 
vaso-dilators.  In  our  fatal  case,  on  the  other  hand,  there  was  a 
marked  drop  in  pressure,  the  temperature  and  pulse  curves,  how- 
ever, rising. 

COXCLUSIONS. 

1.  The  normal  limits  of  blood  pressure  during  pregnancy  are 
100  mm.  to  150  mm.  in  all  cases. 

2.  During  labor  the  pressure  is  higher,  but  after  delivery  any 
pressure  above  150  mm.  or  under  90  mm.  must  be  considered  defi- 
nitely abnormal. 

3.  Hypotension  (below  90  mm.)  is  of  significance  chiefly  in 
estimating  the  importance  of  profuse  or  long-continued  hemor- 
rhage, 

4.  Hypertension  (above  150  mm.)  always  demands  close  watch- 
ing and  appropriate  treatment. 

5.  Moderate  hypertension  (150-180  mm.)  is  not  incompatible 
with  the  completion  of  a  full  term  pregnancy  and  labor. 

6.  Marked  hypertension  (over  180  mm.)  is  always  a  cause  for 
grave  anxiety  lest  eclampsia  supervene. 

7.  Marked  hypertension  with  convulsions  is  an  absolute  indica- 
tion for  removal  of  child. 

8.  Marked  hypertension,  persisting  in  spite  of  treatment,  with 
increasing  edema  and  the  development  of  cerebral  symptoms,  is 
extremely  dangerous,  even  if  without  convulsions.  Interference 
with  pregnancy  would  be  the  better  policy. 

9.  Further  systematic  observations  of  blood  pressures  on  all 
cases  showing  hypertension  and  in  a  large  series  of  eclamptics 
are  urgently  needed. 

In  closing,  I  wish  to  express  my  thanks  to  Dr.  Theodore  Jane- 
way,  at  whose  suggestion  this  work  was  undertaken,  and  under 
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whose  supervision  it  was  carried  out;  to  Dr.  Ewing,  for  his  re- 
ports on  the  urine  analysis,  and  to  Drs.  Charles  F.  Collins  and 
Rowland  G.  Freeman  under  whose  service  at  the  Nursery  and 
Child's  Hospital  the  records  were  made. 
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BLUNT  DISSECTION  WITH  SCISSORS    IN    PLASTIC 
GYNECOLOGIC  OPERATIONS.* 


BY 

THOMAS  J.  WATKINS.  M.D., 
Chicago. 


(With  four  illustrations.) 


I  WISH  to  make  it  clear  at  the  outset  that  I  have  not  a  new 
operation  to  present.  The  late  Dr.  Jenks  of  Detroit  used  scissors 
a  great  deal  in  doing  plastic  work  upon  the  perineum,  and 
recently  the  Mayo  brothers  have  used  blunt  dissection  with 
scissors  in  gland  operations,  especially  about  the  neck. 

The  advantages  claimed  for  blunt  dissection  with  scissors  over 
the  method  we  have  been  using  of  denuding  in  strips  is : 

1.  Very  much  time  is  saved. 

2.  The  raw  surface  which  results  gives  a  very  firm  union ;  that 
is,  the  muscular  and  connective  tissues  are  better  exposed  than 
by  denudation. 

3.  Less  hemorrhage  occurs. 

Figure  I.  illustrates  blunt  dissection  as  used  in  perineorrhaphy. 
A  represents  a  narrow  denuded  strip  of  tissue  from  which  the 
mucosa  has  been  removed  along  the  muco-'cutaneous  line.  It  is 
gejierally  necessary  to  remove  this,  because  it  usually  contains 
scar  tissue  and  does  not  separate  well  by  blunt  dissection.  After 
this  strip  of  mucosa  has  been  removed,  which  varies  in  width  in 
each  case  with  the  amount  of  scar  tissue  present,  the  flap  is  caught 
with  a  small  forceps  on  either  side  as  shown  in  the  illustration, 
the  scissors  are  pushed  underneath  the  mucous  membrane  and  car- 
ried up  to  the  upper  border  of  the  rectocele,  or  usually  to  the  upper 
border  of  the  levator  ani  muscle.    Care  is  taken  not  to  injure  the 

*Read  before  the  Mississippi  Valley  Medical  Association,  November  6, 
1906. 
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rectum  by  keeping  the  scissors  in  close  contact  to  the  vaginal 
mucosa.  Separation  of  the  blades  dissects  the  vaginal  mucosa 
from  one  sulcus  to  the  other.  Traction  upon  the  scissors,  with  the 
blades  separated,  completes  the  dissection  over  almost  the  entire 
rectocele  in  a  very  short  space  of  time. 


The  operation  is  now  modified  as  follows : 

I.  If  the  Hegar  perineorrhaphy  is  made  the  mucosa  is  incised 
from  B  to  C.  The  flap  B  C  D  is  now  raised  up  by  blunt  dissec- 
tion to  the  distance  desired  and  up  in  to  the  sulcus  if  the  lateral 
portion  of  the  levator  ani  muscle  is  much  injured  upon  that  side. 
The  same  is  done  with  flap  B  C  E.     Portions  of  the  flaps  are 
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now  trimmed  away  in  cases  of  extensive  injury  and  the  wound  is 
closed  with  one  or  more  layers  as  in  the  He.^ar  operation.     In 


Fig.  2. 


cases  of  moderate  injury  it  is  not  necessary  to  remove  any  of 
the  mucous  membrane. 

2.  In  the  Emmet  operation  the  dissection  is  modified  by  pushing 


to  the  upper 
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boTderof"ih7levator  ani.     Separation  of  the  blades 
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the  scissors  upwards  underneath  the_  mucosa  into  either  sulcus 


Fig.  3. 


of  the  scissors  will  now  expose  as  much  of  the  lateral  portions 
of  the  levator  ani  and  acconipanying  connective  tissue  as  ma,  be 
desired     Lateral  suturing  of  the  muscle  and  connective  tissue  with 
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or  without  incision  of  the  flap  of  vaginal  mucosa  into  the  sulcus  is 
now  made  on  either  side.  The  suturing  is  done  much  as  in  the  ordi- 
nary Emmet  operation.  It  is  evident  that  with  this  method  of  dis- 
section much  time  is  saved,  very  little  bleeding  results  and  the 
muscle  and  connective  tissue  are  well  exposed  and  easily  in- 
cluded in  the  sutures. 


Fig.  4. 

Figure  II.  illustrates  the  use  of  scissors  in  doing  operations  for 
cystocele,  and  the  scissors  are  more  useful  in  cystocele  operations 
than  in  rectocele  operations,  because  the  denudation  of  a  cystocele 
is  more  difficult  than  the  denudation  of  a  rectocele,  and  the  blunt 
dissection  with  the  scissors  is  more  easily  done  in  a  cystocele  than 
in  a  rectocele,  as  the  connective  tissue  attachment  of  the  anterior 
vagmal  wall  is  not  as  firm  as  the  connective  tissue  attachment  of 
the  posterior  vaginal  wall. 


su 
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Technique. — The  cervix  is  grasped  with  a  volsellum  forceps 
and  gently  drawn  downwards.  The  anterior  vaginal  wall  is  sep- 
arated from  the  cervix  by  a  semi-lunar  incision  one  or  two  inches 
long.  The  edge  of  the  mucous  membrane  is  grasped  with  a  for- 
ceps on  either  side  as  shown  in  the  illustration.  Straight  scis- 
sors (closed)  are  now  inserted  in  the  incision  and  are  pushed  for- 
ward underneath  the  vaginal  mucosa  until  the  point  reaches  be- 
yond the  cystocele  as  shown  in  the  illustration.  Separation  of 
the  blades  of  the  scissors  dissects  off  the  mucosa  from  the  anterior 
part  of  the  cystocele.  (The  illustration  shows  the  handles  partly 
separated.)  The  remaining  portion  of  the  cystocele  is  denuded  by 
withdrawing  the  scissors  with  the  blades  separated  or  by  occasion- 
ally closing  and  opening  them  as  the  scissors  are  removed,  de- 
pending upon  the  amount  of  force  necessary  to  do  the  dissection 
in  each  individual  case.  The  width  of  separation  of  the  blades  will 
depend  upon  the  size  of  the  cystocele  and  the  firmness  of  attach- 
ment of  the  anterior  vaginal  wall.  Should  the  cystocele  not  be 
entirely  separated  from  the  mucous  membrane  the  remainder  of 
the  dissection  can  be  easily  and  quickly  accomplished  by  incising 
the  mucous  membrane  from  A  to  B,  by  grasping  the  edge  of  the 
flaps  on  each  side  with  an  eight-inch  forceps  and  by  pressure  with 
gauze. 

Injury  to  the  bladder  is  guarded  against  by  keeping  the  point  of 
the  scissors  in  close  contact  to  the  vaginal  wall  when  inserting 
them.  I  have  seen  no  evidence  of  injury  to  the  bladder  from  sep- 
aration of  the  blades.  Care  should  be  exercised  not  to  injure  the 
ureters  and  it  is  imperative  to  denude  the  entire  cystocele  to  ob- 
tain good  results.  The  question  of  suturing  requires  too  much 
space  to  be  given  here.* 

The  scissors  can  be  used  to  advantage  in  making  a  vaginal  celi- 
otomy. In  some  cases  it  is  tedious  to  separate  the  bladder  from 
the  uterus.  At  times,  the  connective  tissue  union  between  the 
bladder  and  the  uterus  is  quite  firm.  The  scissors  can  be  used 
to  great  advantage  by  pushing  it  underneath  the  bladder  close 
to  the  cervix  and  opening  it,  closing  it,  then  pushing  it  higher, 
and  opening  it,  and  thus  the  separation  of  the  bladder  from  the 
uterus  is  soon  easily  and  safely  accomplished.  One  can  not  appre- 
ciate the  ease  with  which  this  can  be  accomplished  without  using  it. 

*See  Treatment  of  Cases  of  Extensive  Cystocele  and  Uterine  Prolapse, 
Amer.  Surgery,  Gynecology'  and  Obstetrics,  June,  1907. 
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Figure  III.  illustrates  the  use  of  the  scissors  for  blunt  dissec- 
tion in  operations  for  urethrocele.  The  use  of  this  dissection  has 
been  more  satisfactory  to  me  in  the  treatment  of  urethroceles  than 
in  any  of  the  other  operations  because  of  the  inaccessible  location 
of  the  site  of  the  operation.  The  bilateral  operation  is  in  my  ex- 
perience the  only  one  that  nearly  always  gives  satisfactory  results. 
The  scissors  are  inserted  in  either  sulcus  to  the  side  of  the  urethra 
as  shown  in  the  illustration.  The  desired  amount  of  dissection 
is  easily  and  quickly  accomplished  and  can  be  varied  by  the 
extent  of  insertion  of  the  scissors  and  by  the  degree  of  separation 
of  the  blades.  After  the  separation  is  made,  the  flaps  are  incised, 
along  the  median  line,  and  portions  of  them  are  excised  if  large, 
and  then  the  urethra  can  be  easily  drawn  upwards  and  fastened 
into  its  normal  location  by  sutures.* 

Figure  IV.  shows  the  use  of  blunt  dissection  with  the  scissors 
as  a  part  of  the  technique  in  making  a  modified  Sanger  operation 
for  retro-position  of  the  uterus.  The  operation  consists  in  making 
a  tlap  of  peritoneum,  in  the  uterovesical  pouch,  which  is  pulled 
over  the  fundus  and  sutured  in  place. f  It  is  especially  adapted  to 
cases  where  a  suspension  operation  is  needed  after  removal  of 
both  tubes.  As  in  other  cases,  the  dangers  consequent  upon  preg- 
nancy after  suspension  operations  may  be  encountered.  The 
method  of  making  the  flap  is  clearly  shown  in  the  illustration. 

You  may  ask  what  the  dangers  are  from  this  method  of  opera- 
tions. Is  there  any  danger  of  puncturing  the  rectum?  There  is 
none,  if  one  keeps  the  scissors  close  to  the  vaginal  mucosa.  Is 
there  any  danger  ot  tearing  the  rectum  on  separation  of  the 
blades  of  the  scissors  ?  My  experience  has  been  that  there  have 
been  no  tears  of  the  rectum.  The  same  question  might  be  asked 
with  reference  to  the  bladder.  There  has  been  no  tearing  of  the 
bladder  in  these  cases,  although  I  have  used  it  in  some  of  the  worst 
cases  of  cystocele.  We  naturally  hesitate  to  interfere  much  with 
the  circulation  at  the  base  of  the  bladder,  on  account  of  the 
desquamation  of  epithelium  described  by  Kolischer  which  may 
follow  extensive  operations  upon  the  bladder  wall.  I  have  had 
no  cases  in  which  there  were  symptoms  of  cystitis  except  when 
the  patients  have  been  catheterized. 

103  State  Street. 

*Am.  Jour.  Obstetrics,  Vol.  XXIV,  1891,    and    Am.    Gynecological    and 
Obst.  Jour.,  April,  1895. 
tPractice  of  Gynecology,  Bovee,  cage  654. 
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THE  REGULATION  OF  MIDWIVES   IN  NEW  YORK. 


BY 

J.  MILTON  MABBOTT,  M.D.. 
Attending  Obstetrician,  New  York  Infant  Asylum. 


This  subject  has  been  attracting  considerable  attention  in  New 
York  City  and  State  during  the  past  few  months,  and  so  far  as  the 
old  city  of  New  York  is  concerned,  the  problem  has  been  before 
us  for  many  years. 

Pursuant  to  an  invitation  extended  by  the  Public  Health  Com- 
mittee of  the  Association  of  Neighborhood  Workers,  a  confer- 
ence was  held  under  the  auspices  of  this-  committee  at  the  New 
York  Academy  of  Medicine  on  the  evening  of  Thursday,  Decem- 
ber 20,  1906,  at  which  the  following  delegates  were  present:  Dr. 
W.  E.  Studdiford,  representing  the  Health  Department  of  the 
City  of  New  York;  Dr.  Egbert  LeFevre,  of  the  Committee  on 
Legislation  of  the  Medical  Society  of  the  State  of  New  York; 
Dr.  Herman  L.  Collyer,  of  the  New  York  Academy  of  Medicine ; 
Dr.  R.  H.  Pomeroy,  of  the  Medical  Society  of  the  County  of 
Kings;  and  Dr.  J.  M.  Mabbott,  of  the  Medical  Society  of  the 
County  of  New  York.  There  was  no  delegate  from  the  New 
York  Obstetrical  Society,  but  four  of  the  five  physicians  in  attend- 
ance are  fellows  of  this  Society. 

Mr.  Gaylord  S.  White,  President  of  the  Association,  in  calling 
the  meeting  to  order,  explained  that  as  workers  in  the  tenement 
house  districts  of  the  city,  they  have  been  confronted  at  every 
turn  with  the  illiterate,  inexperienced,  and  uneducated  midwife ; 
that  in  order  to  ascertain  exactly  the  extent  of  the  practice  of  the 
midwife  and  her  qualifications  to  conduct  that  practice,  an  inves- 
tigation of  the  midwives  in  the  city  had  been  conducted  under  the 
auspices  of  the  Neighborhood  Workers.  This  investigation  had 
been  entrusted  to  Miss  F.  Elizabeth  Crowell,  an  experienced 
worker  in  organized  charity  and  a  professional  trained  nurse. 

Miss  Crowell  then  read  a  paper  giving  the  result  of  her  inves- 
tigation. The  full  text  of  this  paper  may  be  found  in  the  January 
12,  1907,  number  of  Charities  and  the  Commons,  published  by 
the  Charity  Organization  Society  of  the  City  of  New  York. 

*Read  before  the  New  York  Obstetrical  Society,  February  12,   1907. 
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It  was  stated  that  in  the  year  1905  the  demand  for  the  midwife's 
attendance  was  voiced  by  43,834  mothers  in  Greater  New  York, 
from  which  statement  it  will  be  noted  that  42  per  cent,  of  the 
children  born  in  the  City  of  New  York  during  that  year  were 
attended  at  birth  by  midwives,  and  that  among  the  Italians  93 
per  cent,  of  the  children  born  were  attended  by  midwives. 

The  lack  of  training,  the  unsanitary  conditons  under  which 
they  work,  and  their  willingness  to  perform  criminal  operations 
was  dwelt  upon  in  the  report,  as  was  also  the  lack  of  inspection 
or  regulation  of  their  practice  by  any  authority  whatsoever. 

Miss  Crowell  states  that  a  provision  of  the  Sanitary  Code  re- 
quires them  to  register  at  the  Board  of  Health,  but  she  found 
that  for  purposes  of  investigation,  or,  for  that  matter,  for  any 
other  purpose,  the  register  of  midwives  kept  by  the  Health  De- 
partment is  utterly  inadequate.  Midwives  are  registered  there 
who  have  been  dead  these  many  years.  Out  of  500,  249  were  in- 
correctly registered  and  there  were  37  whose  names  did  not 
appear  on  the  register. 

She  visited  500  midwives  and  reports  on  their  nativity,  length 
of  practice,  attendance  on  normal  cases  or  otherwise,  use  of  anti- 
septics, equipment  and  cleanliness  of  bag,  care  of  infant  (eyes  and 
cord),  bathing  mother,  and  making  bed;  also  stating  that  28  had 
been  convicted  of  crime  or  misdemeanor,  29  agreed  to  perform 
criminal  operation  on  special  detective,  119  others  were  con- 
sidered suspicious  in  this  respect,  and  31  receive  and  care 
for  patients  in  home.  Two  hundred  and  one  held  foreign  diplo- 
mas, and  88  held  no  diploma.  The  remaining  211  held  United 
States  diplomas  of  so-called  Schools  of  Midwifery  in  this  country 
or 'certificates  from  physicians,  most  of  which  Miss  Crowell  con- 
siders utterly  worthless  as  evidence  of  training  or  efficiency.  She 
reiterates :  "As  a  rriatter  of  fact,  I  consider  the  88  midwives  I 
saw  who  held  no  diploma  quite  as  efficient  as  the  211  who  held 
these  worthless  diplomas." 

Of  the  midwives'  homes  106  were  absolutely  filthy,  as  were  the 
clothing  and  person  of  the  midwife  herself.  Of  the  remaining 
394  one-third  might  be  designated  as  excellent,  the  other  two- 
thirds  fair.  Three-fifths  of  the  total  number  visited  stated  frankly 
that  they  would  undertake  the  care  of  abnormal  cases.  Many  did 
not  hesitate  at  the  removal  of  an  adherent  placenta,  others  will 
perform  version,  and  all  of  them  will  treat  a  post-partum  hemor- 
rhage, calling  in  a  physician  only  when  they  find  themselves  en- 
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tirely  unable  to  cope  with  the  situation  at  hand.  Practically  all 
of  them  (492)  claimed  that  they  used  antiseptics,  which  meant 
very  little  (Miss  Crowell  says)  if  the  midwife  was  dirty,  her  bag 
filthy,  and  if  she  appeared  generally  ignorant  and  incompetent. 
(Differing  with  Miss  Crowell,  I  should  think  it  meant  all  the 
more  under  these  circumstances.) 

The  usual  length  of  attendance  was  for  nine  days — longer  if 
necessary.  Two  visits  a  day  arb  generally  made  for  the  first  two 
or  three  days.  The  baby  was  bathed,  the  cord  dressed  with  pow- 
der, and  the  mother  received  the  necessary  attention,  in  many 
cases  unnecessary  attention  as  well,  in  the  form  of  douches,  the 
practice  of  douching  being  followed  by  over  one-half  of  the  mid- 
wives  as  a  regular  method  of  procedure  independently  of  any  in- 
dication of  infection.  (The  speaker  feels  bound  to  state  that 
no  better  results  were  ever  obtained  in  certain  institutions  in  this 
city  than  when  exactly  the  same  practice  prevailed  in  the  hospitals 
some  twenty  years  ago.)  The  mother  is  also  bathed  and  the  bed 
made  by  431  of  the  500  midwives,  48  of  the  69  exceptions  being 
found  among  the  78  Italian  midwives.  Midwives  attended  962 
out  of  1,029  reported  births  among  the  Italians,  or  93  per  cent. 

Time  and  space  do  not  permit  extensive  reference  to  Miss 
Crowell's  deductions  in  regard  to  the  connection  of  midwives  with 
the  practice  of  criminal  abortion.  Briefly,  she  seems  to  accept 
the  statement  made  to  her  by  "an  official  whose  position  affords 
every  opportunity  for  his  judgment  to  be  reinforced  by  a  wide 
experience,  that  in  his  opinion  not  less  than  100,000  abortions  were 
committed  annually  in  New  York  City."  "And  the  consensus  of 
opinion  seems  to  be  that  midwives  are  the  chief  agents  in  pro- 
curing these  abortions."  Indeed,  some  go  so  far  as  to  say  that 
the  two  terms  "midwife"  and  "abortionist"  are  synonymous  here 
in  New  York. 

Miss  Crowell  states  that  statistics  have  been  compiled  showing 
that  one-third  of  the  known  criminal  abortions  result  in  the  death 
of  the  mother  as  well. 

These  statements  are  certainly  startling.  We  are  somewhat 
relieved  to  find,  however,  that  she  reports  only  748  deaths  in  six 
years  (1895  to  1900,  inclusive)  recorded  at  the  Board  of  Health, 
389  from  abortion  not  classified  as  criminal,  and  359  from  uterine 
hemorrhage,  and  assumes  that  "criminal  malpractice  should  be 
regarded  as  the  remote  cause  of  death  in  at  least  two-thirds  of 
all  such  cases."     Tliis  would  be  less  than  one  hundred  deaths  a 


mabbott:    regulation  of  midwives.  519 

year  (which  is  certainly  bad  enough),  amounting  to  less  than 
one-tenth  of  one  per  cent,  of  the  estimated  number  of  criminal 
abortions,  or  not  quite  one  in  a  thousand,  instead  of  one  in  three 
cases,  as  we  are  almost  led  to  infer. 

Perhaps,  however,  other  deaths  are  to  be  included.  The  report 
states  elsewhere  that  in  five  years  (1901-1906)  comparing  the 
number  of  deaths  from  puerperal  fevers  and  puerperal  hemor- 
rhage with  the  number  of  deaths  in  women  of  childbearing  age, 
the  percentage  has  increased  from  3.39  per  cent,  in  1901  to  4.12 
per  cent,  in  1905.  This  might  bring  the  mortality  up  to  some- 
where near  i  per  cent,  of  the  entire  known  number  of  confine- 
ments, or  about  one-half  of  i  per  cent,  of  the  estimated  number  of 
births  and  abortions.  Some  part  of  this  percentage  must  have 
been  inevitable,  and  some  must  be  laid  at  the  door  of  other  agents, 
including  the  patients  themselves.  But  we  fully  agree  with  Miss 
Crowell  in  the  belief  that  midwives  are  responsible  for  a  large 
share  of  the  deaths  due  to  ignorance,  inefficiency,  and  criminal 
operations.  Unfortunately,  it  seems  to  be  impossible  at  the 
present  time  to  reach  definite  conclusions,  many  cases  seen  by  mid- 
wives  terminating  under  the  care  of  physicians  in  private  practice 
and  in  the  hospitals. 

The  report  arraigns  the  midwife  on  other  counts,  showing  that 
24  per  cent,  of  the  stillbirths  in  the  Borough  of  Manhattan  for 
the  year  1905  were  reported  by  midwives.*  Still  further,  attention 
is  called  to  the  fact  that  during  the  past  five  years,  the  Medical 
Society  of  the  County  of  New  York,  through  its  counsel,  Mr. 
Andrews,  has  secured  seventy-one  convictions  of  midwives  upon 
the  charge  of  practicing  medicine  illegally. 

Miss  Crowell  makes  a  strong  appeal  for  the  adoption  in  this 
country  of  foreign  methods  of  instruction,  supervision,  and  regula- 
tion of  midwives,  but  fails  to  present  statistics  for  comparison  of 
results  secured  under  those  methods  with  results  obtained  here. 
And,  unfortunately,  she  admits  that  in  Munroe,  Erie,  Niagara, 
and  Chautauqua  Counties  in  this  State,  where  there  is  "special 
legislation  to  regulate  the  practice  of  midwifery,"  the  enforce- 
ment of  the  limitations  under  which  the  licenses  are  granted  is 
entirely  neglected.  She  continues  :  "In  proof  of  this  I  can  recite 
the  result  of  personal  interviews  with  five  midwives  in  Buffalo, 

*As  they  would  be  entitled  to  42  per  cent,  among  their  proportion  of 
the  births,  this  item  simply  serves  to  give  some  idea  of  the  number  of 
their  cases  which  pass  into  other  hands. 
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intelligent  and  well  trained  women.  Three  stated  that  they  under- 
took the  conduct  of  abnormal  labors ;  two  exhibited  bags  for  in- 
spection quite  as  dirty  as  the  average  bag  shown  by  the  New 
York  midwife ;  and  in  one  bag  I  found  the  usual  instrument  for 
criminal  operations,  the  wired  gum  catheter." 

After  the  reading  of  Miss  Crowell's  report  Mr.  Champe  S. 
Andrews  read  the  draft  of  a  bill  prepared  by  him  to  be  introduced 
at  Albany  and  enacted  as  a  State  law  regulating  the  practice  of 
midwives.  The  proposed  bill  is  almost  as  extensive  as  the  Medical 
Practice  Act  and  was  admittedly  almost  a  complete  copy  of 
the  same  with  such  changes  as  were  necessary  to  make  it  applic- 
able to  midwives.  It  would  provide  for  the  registration  of  all 
midwives,  21  years  old  and  of  good  moral  character,  now  follow- 
ing their  vocation  as  such,  without  inquiry  as  to  their  qualifica- 
tions, on  the  payment  of  a  registration  fee  of  ten  dollars.  Future 
applicants  for  registration  would  be  subject  to  certain  standards 
of  qualification. 

Dr.  Studdiford  said  we  must  admit  that  there  is  a  reasonable 
opposition  on  the  part  of  physicians  to  legal  recognition  of  the 
midwife.  He  considered  the  proposed  law  too  comprehensive.  He 
thinks  you  would  create  an  impression  that  you  will  flood  the 
State  with  midwives.  He  might  favor  a  law  regulating  the 
practice  of  midwives  for  the  City  of  New  York.  He  would  re- 
strict their  practice  to  the  conduct  of  normal  labor.  Such  a  law 
had  been  passed  five  years  ago,  but  was  vetoed  by  the  Governor 
on  account  of  the  opposition  of  the  medical  profession,  and  on  the 
ground  that  it  was  local  and  not  general  in  its  application,  and 
alleged  to  be  the  result  of  a  political  move,  and  not  in  the  interest 
of  the  public  health.  Under  existing  law  there  is  absolutely  no 
provision  made  for  regulating  and  inspecting  the  midwife,  and 
except  for  a  few  counties  in  the  State,  tlie  midwife  has  no  legal 
status  at  all.  The  Health  Department  lacks  the  power  even  to 
enforce  the  rule  requiring  midwives  to  register.  A  law  would 
seem  desirable  conferring  this  power  and  providing  for  some 
degree  of  regulation,  leaving  the  details  to  the  Health  Depart- 
ment or  some  local  and  representative  board  created  for  the 
purpose. 

Dr.  Lefevre  objected  to  the  law  proposed  by  Mr.  Andrews 
because  it  would  permit  present  midwives  to  continue.  According 
to  Miss  Crowell's  report  they  are  a  pretty  bad  lot.  The  law 
woukl  give  the  midwife  too  much  dignitv  and  importance.     He 
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agreed  with  Dr.  Studdiford  as  to  the  possible  desirabiHty  of  a 
law  for  New  York  City  to  control  present  midwives. 

Dr.  Mabbott  thought  each  community  should  deal  with  this 
problem  in  its  own  way  when  its  interest  is  sufficiently  aroused. 
He  might  favor  some  legislation  requiring  supervision  of  the 
midwife  by  a  physician  who  should  be  called  in  in  every  case  of 
labor,  and  holding  the  physician  responsible  for  malpractice.  The 
physician  would  then  conduct  the  case  unless  he  were  willing  to 
be  held  responsible  for  the  work  of  the  midwife.  He  formerly 
thought  a  midwife  should  be  only  a  nurse  or  district  nurse,  and 
published  a  paper  some  years  ago  under  the  title,  "A  Plea  for  the 
Methodical  Examination  of  Pregnant  Women  in  Private  Prac- 
tice, and  Incidentally  for  the  Relegation  of  Midwives  to  the  Field 
of  Nursing."*  Temporarily  he  would  not  commit  himself  be- 
yond favoring  some  degree  of  control  by  the  Health  Depart- 
ment and  requirement  of  conformity  with  existing  law  in  each 
community. 

Dr.  Collyer  had  come  to  represent  the  New  York  Academy 
of  Medicine  at  the  request  of  President  Dana  at  the  last  moment. 
He  thinks  the  various  nationalities  must  have  midwives,  but  has 
no  definite  plan  in  mind  for  their  legal  control.  He  had  heard  it 
said  that  certain  schools  for  their  instruction  in  this  city  teach 
them  how  to  practice  "midwifery  and  abortions." 

Dr.  Pomeroy  of  Brooklyn  said  the  problem  was  only  about  one 
year  old  over  there.  In  his  mind  "It  is  a  question  whether  it  isn't 
a  question  of  policing."  The  midwife  needs  regulating.  He 
doesn't  believe  the  midwife  can  classify  her  cases  as  normal  and 
abnormal.  He  believes  she. must  either  handle  abnormal  cases  or 
be  simply  an  obstetrical  nurse.  At  the  moment  he  would  be  op- 
posed to  giving  her  a  legal  foothold.  If  she  is  engaged  in  com- 
mitting crimes,  that  is  a  matter,  for  the  police  to  deal  with. 

Mr.  Andrews  stated  that  he  had  presented  his  draft  of  a  law 
without  prejudice,  chiefly  as  a  basis  of  discussion.  With  such  a 
law  as  that  which  he  had  drawn,  a  midwife  once  convicted  of  a 
crime  would  be  absolutely  disqualified  to  practice  thereafter.  It 
would  be  impossible  for  her  to  practice  without  a  license  and  her 
license  would  be  revoked  under  the  law. 

Dr.  Mabbott  said  he  recognized  the  force  of  the  last  argument 
but  feared  that  the  advantage  would  be  more  than  offset  by  pos- 

*A'czv  York  Medical  Journal,  April  15,  1893. 
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sible  disadvantages,  including  opportunities  for  graft  and  black- 
mail. He  believed  women  in  labor  were  entitled  to  more  consid- 
eration for  the  relief  of  suffering,  including  the  administration 
of  chloroform  more  generally  in  the  second  stage;  that  ergot 
should  occasionally  be  given ;  and  this  would  constitute  the  prac- 
tice of  medicine.  The  more  he  considered  the  subject  the  less 
he  felt  disposed  to  advocate  any  legislation  giving  the  midwife 
legal  recognition  in  any  capacity  to  assume  the  entire  responsi- 
bility of  practicing  midwifery  even  in  supposedly  normal  cases. 

Mr.  Cooper  agreed  with  the  last  speaker.  He  was  of  the 
opinion  that  they  would  be  practicing  medicine  to  all  intents  and 
purposes  and  such  license  would  seem  to  be  unwarrantable. 

As  a  result  of  the  conference  the  committee  in  charge  formu- 
lated the  situation  as  follows : 

I.  The  extensive  use  of  the  midwife  by  the  foreign  population 
in  the  City  of  New  York  makes  it  impracticable  to  abolish  the 
midwife  by  law,  as  much  as  it  might  be  desired  under  ideal  con- 
ditions. 

H.  That  nearly  all  of  the  midwives  in  the  City  of  New  York 
Jire  incompetent  and  without  skill. 

ni.  That  a  very  large  percentage  are  engaged  in  the  work  of 
performing  criminal  operations. 

IV.  That  if,  as  seems  the  case,  the  midwife  cannot  be  abol- 
ished in  the  City  of  New  York,  she  should  be  regulated  and 
supervised  by  competent  authority. 

V.  That  this  could  be  undertaken  in  a  varied  number  of  ways. 

(a)  The  enacting  of  a  State  law  regulating  midwifery,  provid- 
ing for  examination,  inspection,  and  license,  following  the  prece- 
dents set  by  a  dozen  or  more  States  in  the  American  Union,  and 
in  Canada,  England,  Germany,  and  many  other  foreign  countries. 

(b)  To  enact  a  law  placing  the  midwife  in  the  hands  of  the 
Board  of  Health  in  the  City  of  New  York,  giving  them  authority 
to  regulate,  inspect,  and  lay  down  requirements  for  her  admission 
into  the  work  of  midwifery,  and  for  the  withdrawal  of  the  license. 

(c)  To  enact  a  law  along  the  same  lines,  placing  the  authority, 
however,  in  the  Board  of  Health  in  connection  with  medical  men 
to  be  appointed  from  the  County  of  Kings,  the  County  of  New 
York,  and  the  New  York  Academy  of  Medicine. 

It  was  finally  decided  that  the  medical  representatives  present 
would  make  a  report  of  the  Conference  to  their  respective  organ- 
izations, asking  them  to  report  to  the  Public  Health  Committee 
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of  the   Neighborhood   Workers   whether  or   not  their  respective 
societies  would  favor  one  of  the  three  suggestions  made. 

This  report  was  duly  presented  to  the  Comitia  Minora  of  the 
Medical  Society  of  the  County  of  New  York  at  its  meeting  on 
Friday,  January  18,  1907,  with  the  request  that  the  Neighborhood 
Workers  be  informed  whether  or  not  this  organization  of  medical 
men  and  w^omen  will  support  the  Neighborhood  Workers  in  their 
efforts  to  secure  legislation  along  one  of  the  three  lines  above 
named,  and  if  so,  along  w^hich  one  of  the  said  three  lines. 

After  accepting  the  report  the  Comitia  Minora  instructed  its 
delegate  to  inform  the  Chairman  of  the  Public  Health  Committee 
of  Neighborhood  Workers  that  it  is  impossible  to  secure  an 
expression  of  opinion  from  the  members  of  the  Medical  Society 
of  the  County  of  New  York  until  some  future  time,  and  that  the 
Comitia  is  not  prepared  to  endorse  any  of  the  three  propositions 
submitted.  Its  delegate  was  requested  to  represent  the  Society 
in  the  same  capacity  in  the  event  of  further  conference  with  the 
aforesaid  esteemed  committee. 

By  inference  Miss  Crowell  unconsciously  answered  in  advance 
the  best  argument  for  a  State  law,  namely,  because  a  midwife 
once  convicted  of  a  crime  would  afterwards  be  disqualified  to 
practice  by  reason  of  said  conviction.  First  catch  your  rabbit. 
The  report  says :  "To  show  that  the  machinery  of  the  criminal 
law  is  utterly  ineffectual  to  accomplish  the  punishment  of  such 
women,  I  need  only  cite  the  facts  that  the  records  of  the  Coroner's 
office  show  an  average  of  three  deaths  in  a  month  due  to  criminal 
abortion,  while  from  the  records  of  the  District-Attorney's  office 
we  learn  that  in  the  past  six  years  there  were  but  twenty-four 
prosecutions  for  criminal  abortion.  Of  these  ten  were  dismissed 
by  the  Grand  Jury,  six  were  discharged  at  trial,  five  were  ac- 
quitted, and  three  were  convicted." 

From  a  statement  already  quoted,  it  is  evidently  much  easier 
to  convict  on  the  charge  of  practicing  medicine  illegally.  But  I 
do  not  suppose  such  conviction  would  interfere  with  a  licensed 
midwife  following  her  own  vocation  thereafter.  If  it  would, 
Mr.  Andrews'  point  would  be  very  important.  Otherwise,  even 
from  this  standpoint  we  should  scarcely  be  better  off  with  a  State 
law  than  we  are  at  present.  And  under  such  a  laws  I  suspect, 
convictions  for  practicing  medicine  illegally  would  become  ex- 
ceedingly difficult. 
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In  presenting  this  review  of  the  subject,  I  do  not  recommend 
any  special  legislation  for  midwives  this  year,  notwithstanding 
the  recent  investigation  and  conference.  As  in  the  case  of  the 
social  evil,  the  problem  remains  unsolved.  Miss  Crowell  has  made 
an  interesting  report,  but  her  conception  of  the  magnitude  of  the 
evil  associated  with  the  present  state  of  affairs  seems  greatly 
exaggerated.  It  occurred  to  me  to  make  inquiry  as  to  the  present 
attitude  of  life  insurance  companies  toward  women  of  child- 
bearing  age  as  compared  with  men,  and  women  likely  to  be 
attended  in  confinement  by  midwives  as  compared  with  those 
employing  physicians.  I  have  the  honor  to  present  the  following 
letter  from  my  esteemed  friend,  Dr.  Augustus  S.  Knight,  Medical 
Director  of  the  Metropolitan  Insurance  Company.  Dr.  Knight 
stated  over  the  telephone  that  a  woman  actually  known  to  be  preg- 
nant for  the  first  time  or  a  multipara  who  has  had  a  previous 
complicated  labor  is  not  considered  as  good  a  risk  as  a  nongravida. 

New  York,  Feb.  5,  1907. 
Dr.  J.  M.  Mabbott,  19  Fifth  Avenue,  New  York  City : 

Dear  Doctor: — Replying  to  the  question  that  you  asked  me 
over  the  telephone  yesterday,  I  can  tell  you  that  the  Metropolitan 
Life  Insurance  Company  has  not  been  able  to  detect  and  discrim- 
inate against  those  women  who  are  likely  to  be.  attended  in  their 
confinements  by  midwives,  because  those  facts  have  not  been  pre- 
sented to  us  in  the  different  cases.  I  will  say  further,  though,  that 
if  it  were  brought  to  our  attention  that  a  woman  had  gone  through 
a  confinement  under  the  care  of  a  midwife,  and  that  a  midwife 
would  be  employed  if  she  were  again  pregnant,  we  would  promptly 
discriminate  against  that  person  as  a  life  insurance  risk. 

The  Medical  Director  of  the  Prudential  Life  Insurance  Com- 
pany informs  me  that  these  cases  have  not  been  detected,  and 
have,  therefore,  not  been  discriminated  against. 

On  the  whole,  our  experience  with  females  as  life  insurance 
risks  in  the  industrial  department  is  very  satisfactory,  for,  whereas 
the  number  of  insured  males  is  just  about  the  same  as  of  the 
females,  yet  the  mortality  among  the  females  is  three  times  as 
favorable.  This  indicates  the  exposure  and  hardships  which  the 
men  have  to  undergo. 

Yours  very  truly, 

(Signed)  A.  S.  Knight, 

Medical  Director. 


mabbott:    regulation  of  midwives.  525 

As  shown  by  Dr.  Knight's  letter,  the  insurance  companies  as 
yet  actually  make  no  discrimination  against  the  midwife's  sup- 
posed victims. 

The  Investigator  seems  to  have  a  special  horror  of  domestic 
filth.  But  unless  actually  introduced  by  some  one's  lingers  mto 
the  parturient  canal,  ordinary  dirt  or  filth  is  comparatively  innoc- 
uous. Dr.  I.  L.  Hill,  in  a  paper  entitled  "The  Statistics  of  One 
Thousand  Cases  of  Labor,"*  forming  part  of  the  Report  of  a  Free 
Outdoor  Maternity  Clinic,  makes  the  observation  that  "apparently 
the  tenement  house  in  spite  of  its  squalor  and  filth,  is  at  least  as 
unlikely  to  furnish  the  germs  of  infection  if  a  careful  technique 
is  used  as  the  hospital,  where  case  follows  case,  even  though 
in  the  hospital  a  more  formal  and  perfect  scheme  of  asepsis  is 
possible."  I  hope  never  to  have  occasion  to  cite  this  observation 
in  defense  of  my  hospital  work.  But  it  seems  to  me  that  or- 
ganized outdoor  maternity  service  among  the  poor  in  their  own 
homes,  as  provided,  for  many  years,  by  the  Old  Marion  Street 
Maternity  Hospital  (now  an  integral  part  of  the  New  York  Infant 
Asylum)  and  on  a  much  larger  scale  by  the  Society  of  the  Lying- 
in  Hospital,  and  by  other  philanthropic  societies  and  individuals, 
should  gradually  and  largely  supplant  the  midwife  until  the  con- 
dition of  the  poor  shall  imporve  to  the  extent  of  enabling  them 
more  generally  to  pay  for  the  services  of  a  physician  as  well  as 
some  kind  of  a  nurse. 

To  quote  once  more,  we  are  told  that  "The  law  protects  the 
poor  against  improper  housing  conditions,  against  unsanitary  sur- 
roundings, against  unwholesome  food  suppHes;  but  it  makes  no 
effort  to  protect  over  forty  thousand  mothers  who  are  annually 
exposed  to  the  known  dangers  of  incompetent,  ignorant,  unclean 
midwives  who  attend  them  during  confinement."  On  the  con- 
trary, in  case  of  death  it  requires  a  certificate  from  a  physician  or 
coroner  before  a  burial  permit  can  be  obtained.  The  fear  of  the 
law  is  the  beginning  of  wisdom.  If  stillbirths  were  placed  ni 
the  same  class,  such  a  provision  would  inculcate  a  still  greater 
sense  of  responsibility.  This  would  probably  promote  a  dispo- 
sition to  call  in  a  physician  more  frequently,  and  at  an  earlier 
stage  in  protracted  and  complicated  cases.  The  community  ex- 
pects a  man  to  provide  medical  aid  for  a  sick  child.  It  would  in- 
volve no  unusual  hardship  to  be  compelled  to  call  a  physician  for 

*Americax  Journal  of  Obstet.,  Vol.  LIV,  No.  i,  1906. 
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the  unborn  babe  and  mother  in  labor,  or  be  held  answerable  to 
the  coroner.  Even  the  coroner's  office  might  not  always  remain 
above  suspicion.  But  the  Health  Department  could  revoke  a 
rule  at  any  time,  whereas  a  State  law  "altereth  not"  or  at  least 
not    easily. 

President  Schurman,  of  Cornell  University,  is  reported  to  have 
opened  his  argument  against  socialism  in  a  recent  debate  by 
stating  his  belief  that  "the  need  of  the  day  is  not  more  govern- 
ment but  less  government."*  The  Raines  Law,  regulating  the  sale 
of  liquors  on  Sunday,  is  a  sufficient  warning  for  those  who  would 
seek  to  improve  the  morals  of  the  community  by  legislation. 

The  more  I  reflect  on  the  subject  the  more  I  become  convinced 
that  we  should  not  do  too  much  in  this  country  to  insure  the  per- 
manency of  the  midwife.  Midwives  are  un-American.  Where  I 
grew  up,  in  a  Connecticut  city  less  than  a  hundred  miles  from 
New  York,  they  were  unknown.  After  we  have  assimilated  our 
immigration  (always  making  allowances  perhaps  for  the  last  un- 
digested increment)  we  should  have  no  more  use  for  them.  The 
writer  has  always  supposed  that,  next  to  economy,  the  after-care 
of  the  mother  and  baby  was  the  secret  of  the  legitimate  demand 
for  the  midwife's  services.  But  among  the  Italians,  93  per  cent. 
of  whom  employ  midwives,  as  already  stated,  less  than  half  of 
these  midwives  perform  the  services  indicated.  Apparently  the 
Italian  midwife  is  no  longer  obliged  to  do  the  nursing.  It  ought 
not  to  be  very  difficult  to  persuade  most  of  these  people,  who  no 
longer  depend  upon  the  midwife  as  a  nurse,  of  the  superior 
advantages  of  employing  a  physician.  The  Italian  midwife  has 
evidently  risen  above  her  calling.  The  same  is  true  of  another 
midwife,  to  whom  Miss  Crowell  apparently  points  with  pride,  a 
Russian,  "well  educated,  whose  home  showed  every  evidence  of 
refinement,  whose  husband  and  son  were  both  physicians,"  and  of 
whom  the  midwife  stated  "that  she  taught  them  all  they  knew." 
Imagine  such  a  woman  restricting  her  practice  to  normal  cases ! 

The  writer  of  this  paper  thinks  that  a  woman  should  be  exam- 
ined during  pregnancy  and  that  uranalysis  should  be  made  in  every 
case.  I  believe  that  a  woman  in  confinement  is  entitled  to  pro- 
fessional care.  I  believe  she  is  entitled  to  some  relief  of  suffering 
in  certain  cases  by  various  means,  including  the  use  of  chloroform. 
I  believe  that  ergot  should  sometimes  be  administered  and  pre- 

*Ne\v   York   Herald,   Monday,   January   21,    1907. 
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scribed  to  be  taken  repeatedly.  This  would  constitute  the  practice 
of  medicine,  provided  the  midwife  is  to  be  paid  for  her  services. 
Still  further,  I  believe  that  immediate  perineorrhaphy  should  be 
done  in  many  cases  of  laceration  of  the  perineum  which  cannot  be 
predicted  in  advance.  How  can  I,  therefore,  recommend  a  law  for 
the  license  and  regulation  of  midwives  when  they  regularly 
deprive  women  of  some  or  all  of  these  advantages?  On  the  other 
hand,  shall  we  pass  a  stringent  law  abolishing  the  practice  of  the 
midwife?  For  the  present  will  it  not  be  better,  avoiding  specific 
legislation,  to  make  a  continuous  efifort,  year  by  year,  to  educate 
the  people  to  understand  the  superior  advantages  of  medical 
supervision  and  medical  attendance? 

By  and  by  the  foreign  population  could  be  made  to  understand 
that  there  are  large  numbers  of  physicians  willing  to  attend  them 
for  small  fees,  or  without  remuneration  if  they  are  too  poor  to 
pay.  They  can  be  made  to  understand  that  certain  institutions 
furnish  such  services  gratis  under  proper  supervision ;  and,  fur- 
ther, they  will  eventually  learn  that  there  are  several  hospitals  to- 
which  they  may  be  admitted  entirely  free  of  cost  to  themselves 
if  they  are  unable  to  remain  at  home,  ^^'hen  the  time  comes  for  a. 
more  radical  change  the  more  decent  midwives  might  be  permitted 
to  register  as  nurses.  But  you  will  find  that  some  of  the  very 
persons  who  are  prepared  to  advocate  a  State  law  for  the  registra- 
tion of  midwives  to  continue  their  vocation  as  such  appear  to  feet 
hurt  at  any  such  suggestion. 

Nevertheless,  the  demand  for  nursing  among  the  poor  makes 
this  the  natural  vocation  of  honest,  decent  midwives.  or  of  those 
at  least  who  shall  prove  incapable  of  qualifying  themselves  to 
practice  medicine  in  conformity  with  the  requirements  of  the  laws 
of  the  State  of  Xew  York. 

A  campaign  of  education  on  the  part  of  our  settlement  workers 
and  others,  a  little  more  restriction  by  the  Health  Department, 
and  a  stricter  enforcement  of  the  laws  now  on  the  statute  books, 
are  the  remedies  chiefly  to  be  recommended  at  present  in  dealing 
with  the  midwives  of  Xew  York  City.  I  have  always  supposed 
the  Health  Department  to  be  endowed  wuth  extraordinarv  powers. 
If  it  has  not  the  power  to  enforce  the  provisions  of  the  Sanitary 
Code,  such  power  should  be  conferred  upon  it  by  an  enabling 
act.  Unless  essential,  I  am  not  sure  that  such  an  act  should 
contain  any  specific  reference  to  midwives. 
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TRAUMATISM   AS   AN    ETIOLOGICAL   FACTOR   IN 
GYNECOLOGY.* 


CHAS.  S.  WHITE,  M.D., 

Washington,  D.  C. 

Superintendent  Emergency  Hospital, 


The  medical  profession  at  large  and  the  specialist  in  par- 
ticular are  disposed  to  view  accidents  and  injuries  to  women 
more  in  the  light  of  an  interested  party  than  as  an  expert  unless 
it  falls  to  their  lot  to  testify  in  such  a  case.  It  has  been  m)^ 
fortune  to  treat  a  large  number  of  such  cases,  and  should  my 
knowledge  of  the  relations  of  pelvic  disease  to  traumatism^ 
crystallized  in  this  brief  paper,  be  of  some  value  to  you,  I  shall  feel 
well  rewarded.  The  subject,  aside  from  its  medical  standpoint, 
assumes  greait  proportions  when  made  the  basis  of  a  lawsuit. 

As  gynecologists,  we  have  accumulated  from  our  experience 
and  collateral  reading,  fixed  principles  and  practices,  valuable 
from  a  scientific  and  commercial  standpoint.  Any  one  of  us 
may  be  called  to-morrow  to  express  an  opinion  upon  a  hypo- 
thetical case,  and  upon  our  interpretation  of  a  group  of  sjinp- 
toms  and  conditions,  a  large  monetary  consideration  may 
depend.  It  is  to  the  subject  of  traumatism,  from  the  gyne- 
cologist's point  of  view,  that  I  invite  your  attention.  The 
literature  is  scarce  and  badly  classified. 

Since  Erichsen's  monograph  in  1871'on  "Spinal  Concussion," 
the  subject  of  traumatic  neuroses  has  been  the  basis  of  acrimo- 
nious discussions  between  eminent  medical  and  legal  authorities, 
and  out  of  this  torrent  of  eloquence  a  frail  craft  emerged,  a 
definite  medical  entity,  "traumatic  neurasthenia."  The  gyne- 
cological aspect  of  trauma,  however,  remains  neglected  and 
shrouded  in  prejudice.  Traumatism  is  here  used  in  the  sense 
of  external  violence  and  does  not  embrace  lesions  of  accouchement. 

Corporations  which  deal  directly  with  the  public,  especially  those 
engaged  in  transportation,  are  almost  constantly  defendants 
in  suits  for  personal  injuries  alleged  to  have  been  caused  by  the 

*Read  before  the  Washington  Obstetrical  and  Gynecological  Society, 
December  21,  1906. 
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neglect  of  their  employees,  and  in  those  instances  in  which 
women  have  been  the  plaintiffs,  injuries  to  the  pelvic  organs 
have  been  a  fertile  and  adequate  source  for  claims. 

The  public  is  likely  to  look  upon  a  corporation  in  the  abstract, 
as  a  grasping  monopol3^  without  attractive  human  attributes, 
without  individuality  and  as 

"  A  creature  of  so  frightful  mien, 
That  to  be  hated  needs  but  to  be  seen." 

There  is  a  tendency,  almost  a  human  impulse,  in  those  seeking 
indemnity,  to  look  upon  a  flourishing  concern  as  a  natural 
enemy,  and  persons  of  unquestioned  honesty  will  exaggerate 
their  physical  ailments,  magnify  their  mental  anguish  and  even 
simulate  a  specific  pathological  condition,  without  the  least 
twinge  of  their  conscience.  Of  one  such  person  it  is  said,  that 
when  asked  immediately  after  an  accident,  if  she  were  injured 
she  replied  that  she  would  not  know  until  she  consulted  her 
attorney. 

The  latitude  of  injuries  is  only  bounded  by  our  medical 
vocabulary,  and  their  compHcations  are  not  rational  in  their 
etiology,  pathology  or  symptomatology.  I  wish  to  present  all 
cases  treated  at  the  Emergency  Hospital  during  the  past  three 
3^ears,  cases  w^hich  remained  one  day  or  more  and  selected  only 
in  two  respects;  first,  age — between  fifteen  and  fifty  years,  and 
second — those  only  of  sufficient  gravity  to  cause  suspicion  of 
internal  injuries ;  but  we  must  remember  that  it  is  not  necessary 
that  the  force  be  applied  directly  to  the  pelvis.  Transmitted 
or  indirect  violence  is  reckoned  with,  as  I  have  also  taken  into 
account  the  coincident  emotional  disturbances,  impossible  to 
accurately  estimate,  but  certainly  of  paramount  importance  in 
normal  metabolism. 

Case  I. — K.  E.,  21  years,  admitted  April  5,  discharged  April  10, 
1904.  She  was  pushed  from  the  platform  of  a  car.  Contusions 
of  head  and  body. 

Case  II. — M.  €'.,42  years,  admitted  May  7,  discharged  July  19, 
1904.  She  attempted  suicide  by  jumping  from  fourth  story 
window  to  cement  pavement  in  area  way  (about  forty  feet). 
Injuries:  compound  fracture  of  inferior  maxilla;  compound 
fracture  of  ulna ;  fracture  of  femur ;  shock. 

Case  III. — L.  M.,  41  years,  admitted  May  31,  discharged  June 
I,  1904.   She  fell  down  flight  of  stairs;  fracture  of  neck  of  femur. 

Case  IV. — L.  W.,  23  years,  admitted  July  8,  1904,  discharged 
same  day.  The  patient  was  struck  by  an  electric  car.  Con- 
tusion of  chest  and  arm. 
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Case  V. — E.  M.,  25  years,  admitted  October  23,  discharged 
October  25,  1904.  She  fell  from  a  moving  car,  and  was  brought 
to  the  hospital  unconscious.  Recovered  promptly  and  com- 
plained of  soreness  of  back  and  exhaustion. 

Case  VI. — E.  M.,  admitted  November  5,  discharged  November 
6,  1904.  She  fell  down  one  flight  of  stairs  and  suffered  a  con- 
tusion of  the  back. 

Case  VII. — M.  H.,  30  years,  admitted  December  26,  1904, 
discharged  January  14,  1905.  She  jumped  from  the  third-story 
window  in  an  attempt  to  end  her  life.  She  suffered  from  con- 
tusions of  the  ankle  and  hip  and  shock. 

Case  VIII. — G.  R.,  30  years  admitted  January  i,  dis- 
charged the  same  day.  She  was  knocked  down  by  a  runaway 
team.  There  was  a  laceration  of  the  scalp  about  four  inches 
long  and  slight  concussion. 

Case  IX. — F.  H.,  40  years,  admitted  June  7,  discharged 
June  14,  1905.  She  claims  to  have  been  thrown  against  the 
ceiling  of  a  passenger  coach  when  the  car  left  the  rails.  The 
only  injury,  subjective  or  objective,  was  a  contusion  of  the  thigh. 
After  leaving  the  hospital  she  instituted  a  civil  suit  against 
the  railroad  company,  her  physician  stating  that  she  had  ne- 
crosis of  the  coccyx  and  hemorrhage  from  the  rectum.  A  dis- 
interested physician  found  no  pathological  condition  of  the 
coccyx,  and  she  was  never  able  to  exhibit  a  stool  containing 
blood. 

Case  X. — M.  R.,  35  years,  admitted  August  3,  discharged 
August  18,  1905.  She  fell  from  a  street  car  upon  an  asphalt 
pavement.  She  was  unconscious  when  admitted,  and  it  was 
not  until  five  days  later  that  she  could  give  details  of  her  where- 
abouts prior  to  the  accident.  She  had  daily  headaches  and 
had  not  recovered  her  strength  when  she  left  the  hospital. 

Case  XL — G.  P.,  20  years,  admitted  August  21,  discharged 
August  23,  1905.  During  a  conflagration  she  climbed  out  of 
the  third-story  window  and  hung  by  the  sill  until  rescued  by 
firemen.  She  had  bruises  of  the  shoulder  and  was  suffering 
from  shock. 

Case  XII. — L.  W.,  23  years,  admitted  August  14,  discharged 
August  16,  1905.  Received  a  severe  kick  in  the  abdomen. 
Pain  and  tenderness  were  the  only  features. 

Case  XIII. — L.  D.,  46  years,  admitted  January  i,  discharged 
January  4,  1906.  She  was  thrown  from  a  wagon  during  a  run- 
away and  received  a  compound  fracture  of  the  radius.  She 
also  suffered  contusions  of  the  body  and  moderate  shock. 

Case  XIV. — A.  B.,  26  years,  admitted  January  16,  discharged 
January  17,  1906.  She  was  picked  up  bodily  and  thrown 
through  a  doorway,  falling  upon  a  large  stone.  The  right  flank 
was  tender  and  contused. 

Case  XV. — H.  J.,  admitted  February  2,  discharged  Feb- 
ruary 4,  1906.     A  car  started  while  she  was  alighting;  she  fell 
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heavily  to  the  street.  The  arm  and  chest  was  bruised,  the  ex- 
pectoration bloodstained  and  the  abdomen  tender.  Shock 
was  also  present. 

Case  XVI. — J.  D.,  26  years,  admitted  March  14,  discharged 
March  23,  1906.  She  wears  an  artificial  leg.  Owing  to  its 
defective  mechanism  it  became  unmanageable  and  she  fell  to 
the  floor.     A  contusion  of  the  hip  was  the  consequence. 

Case  XVII. — J.  T.,  28  years,  admitted  June  26,  discharged 
June  28,  1906.  She  was  kicked  in  the  flank  and  struck  upon 
the  head  with  a  blunt  instrument,  but  suffered  with  headache 
and  backache  only. 

Case  XVIII. — S.  G.,  40  years,  admitted  July  25,  discharged 
July  29,  1906.  She  w^as  struck  by  a  car  and  suffered  with  con- 
cussion of  the  brain,  characterized  by  transient  nausea,  weak- 
ness, headache  and  confusion  of  ideas. 

Case  XIX. — M.  L.,  24  years,  admitted  August  8,  discharged 
August  26,  1905.  She  had  an  indistinct  recollection  of  falling 
from  a  car.  There  was  a  scalp  wound  over  the  occiput  and 
semi-consciousness  for  twenty-four  hours.  She  became  rational 
on  the  second  day,  had  persistent  headache  with  recurring  mental 
confusion. 

Case  XX. — B.  F.,  25  years,  admitted  August  23,  discharged 
September  8,  1906.  While  walking  in  her  sleep  or  during  a 
nightmare,  she  leaped  from  a  second-story  window\  She 
sustained  contusions  of  her  legs  and  a  sprained  back. 

Case  XXI. — L.  S.,  admitted  December  i,  1906,  discharged 
December  15,  1906.  She  was  struck  by  a  touring  car,  one  rear 
wheel  passing  over  her  thigh.  She  was  literally  covered  with 
bruises  from  her  head  to  her  ankles,  and  sustained  a  laceration 
of  the  left  labium  majora  and  perineum  from  direct  violence. 
She  was  etherized  the  day  after  admission  in  order  to  repair 
the  wounds  and  at  the  same  time  a  thorough  bimanual  exam- 
ination was  made.  The  pelvis  appeared  normal  and  no  san- 
guineus vaginal  discharge  was  present  within  two  weeks  of  the 
accident. 

All  of  these  cases  were  seen  from  a  few  minutes  to  several 
hours  after  the  accident.  Such  prompt  examination,  unre- 
stricted in  its  scope,  is  of  inestimable  value.  Under  such  cir- 
cumstances we  usually  have  a  frank  statement ;  the  patient  has 
not  been  tampered  with,  for  I  am  well  aware  of  the  baneful  influ- 
ence of  a  careful  coaching.  A  searching  examination  immediate- 
ly after  an  injury,  provided  no  brain  lesion  exists,  cannot  be 
compared  to  an  examination  for  the  same  purpose,  made 
months  later. 

In  the  cases  enumerated,  not  a  single  symptom  has  been 
presented  which  would  indicate  a  lesion  of  the  genitourinary 
tract,  nor  have  I  met  a  single  condition  upon  vaginal  examination 
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which  would  warrant  the  assumption  that  traumatism  was  the 
causative  agent.  In  the  absence  of  such  symptomatology,  I 
believe  I  am  justified  in  claiming  that  pelvic  lesions  are  rarely 
caused  by  external  violence.  It  is  not  probable  or  plausible 
that  displacements  of  the  uterus  could  occur  without  symptoms ; 
that  pelvic  inflammation  should  be  present  without  pain,  ten- 
derness or  fever;  that  the  cervix  could  be  torn  without  hemor- 
rhage or  that  an  appendage  could  be  displaced  without  dis- 
comfort. I  did  not  make  a  vaginal  examination  in  all  of  these 
cases,  but  in  those  in  which  it  was  done,  no  additional  facts 
were  developed. 

The  permanency  of  morbid  conditions  of  the  female  gener- 
ative organs  must  always  be  a  matter  of  doubt.  No  one  can 
predict  with  certainty  from  a  single  examination  the  number 
of  3^ears  a  woman  will  suffer,  although  they  can  state  the  cause 
of  the  condition  without  a  complete  unbiased  history.  Pre- 
suming a  lesion  has  occurred,  can  we  examine  this  patient, 
accept  her  statements  unequivocally,  and  not  consider  with 
ample  weight  the  most  common  etiological  factor,  and  state 
honestly  that  the  condition  is  the  probable  and  natural  cause 
of  an  accident?  I  should  answer  that  in  the  negative.  But 
the  actual  state  of  affairs  is  something  like  this:  her  physician 
examines  her  several  weeks  after  the  accident  and  states  that 
the  blow  or  fall  is  the  cause.  Isn't  it  a  fact  that  without  the 
history  of  the  traumatism  he  would  ascribe  it  to  pregnancy, 
gonorrhea,  constipation  or  some  such  common  cause?  We 
know  as  gynecologists  that  the  majority  of  the  pelvic  diseases, 
aside  from  new  growths,  follow  gonorrhea  or  pregnancy,  but 
that  such  a  history  is  diflficult  to  obtain,  almost  impossible  to 
prove.  A  history  of  an  injury  should  not,  in  the  light  of  the 
causes  I  have  cited,  allow  us  to  neglect  the  usual  and  probable 
cause.     The  role  of  traumatism  is  insignificant. 

We  must  not  let  our  opinions  waver  because  the  history 
gotten  from  a  self-convinced  and  biased  woman  points  to  an- 
other etiological  factor.  We  cannot  throw  away  the  experience 
of  years  to  satisfy  the  whims  of  a  prejudiced  mind. 

Not  long  since  I  was  present  while  a  physician  told  a  jury 
that  retroversion  could  not  be  cured,  but  that  improvement 
may  be  expected  in  a  year. 

Pain  has  been  a  post  traumatic  condition  upon  which  so 
many  claims  are  based,  a  veritable  Gibraltar  against  which  the 
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missies  of  evidence  have  been  hurled  in  vain,  a  refuge  impreg- 
nable to  all  assauhs.  Being  purely  a  subjective  symptom, 
who  can  say  pain  does  not  exist?  Who  can  say  it  is  not  severe? 
We  have  no  test.  The  mere  statement  that  pain  is  present 
cannot  be  controverted. 

Variation  from  the  normal  position  of  the  uterus  has  been 
an  attractive  condition  upon  which  to  recover,  usuallv  because 
a  retroversion  was  found  after  a  fall  or  accident,  notwithstanding 
no  previous  examination  had  been  made.  I  cannot  conceive 
of  retroversion  occurring  in  a  brief  space  of  a  few  seconds  without 
great  pain,  perhaps  associated  with  hemorrhage  and  collapse, 
yet  the  history  of  such  cases  as  presented  in  court  usually  reveal 
that  the  patient  was  never  confined  to  her  bed,  continued  her 
usual  duties  for  several  days  and  several  weeks  or  months  later 
have  a  physician  examine  her  only  to  discover  a  retroversion. 
Then  she  becomes  ill.  It  takes  a  week  or  two,  after  numerous 
suggestions  of  friends  and  perhaps  the  advice  of  an  ambulance 
chaser  to  "get  wise"  to  use  a  famihar  expression.  Only  a  few 
weeks  ago  I  heard  a  physician  testify  that  the  plaintiff  had 
retroversion  and  prolapse  and  he  believed  that  it  was  caused 
by  a  fall  from  a  street  car,  she  striking  on  her  abdomen  and  chest. 
He  explained  it  by  rebound  or  concussion  of  the  uterus.  This 
organ  is  suspended  and  nicely  adjusted  by  its  ligaments,  and 
protected  by  a  stout,  osseous  wall.  There  is  no  air  space  about 
the  uterus  and  it  does  not  sway  to  and  fro  like  the  pendulum 
of  a  clock,  but  it  is  fitted  snugly  into  the  pelvis  and  any  move- 
ment of  it  is  associated  with  an  equivalent  movement  of  the 
adjacent  structures,  bladder  or  intestines.  The  contiguity  of 
other  tissues  modifies  and  retards  any  deviation  from  the  normal 
position  of  the  uterus. 

I  cannot  reconcile  my  views  to  any  such  belief. 
Anteflexion,  retroflexion  and  laceration  of  the  cervix  are 
other  pathological  changes  created  by  traumatism,  it  is  alleged. 
Adhesions,  the  gynecological  scapegoat,  are  credited  to  trau- 
matism. By  a  long  process  of  deduction  we  may  convince 
ourselves  that  adhesions  per  se  could  occur  after  falling  a  short 
distance,  but  as  a  positive  agent  a  grave  doubt  must  arise  in 
our  minds.  The  insidious  manner  in  which  these  peritoneal 
webs  are  woven  and  the  miraculous  absorption  of  them  leaves 
much  pathology  and  phj^siology  to  be  explained.  We  can 
apply  the  words  of  the  Persian  poet : 
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"  And  this  was  all  the  harvest  that  I  reaped 
1  came  like  water,  and  like  the  wind  I  go." 

Lacerations  of  tubes,  ovaries,  menorrhagia  and  leucorrhea 
are  additional  conditions  explained  by  external  violence.  Except 
during  pregnancy  these  conditions  are  rarely  sequences  of 
trauma. 

It  has  been  my  experience  that  the  viscera  are  not  easily 
injured.  Even  such  friable  organs  as  the  liver  and  spleen  are 
seldom  injured  unless  the  force  applied  is  focused  upon  them 
or  the  intraabdominal  pressure  is  rendered  intense.  Ordinary 
blows  upon  the  abdomen  do  not  cause  laceration  or  nxpture  of 
its  contents.  It  is  not  unusual  in  my  work  to  see  children  over 
whose  abdomen  a  wagon  has  passed,  make  a  perfect  recovery  in 
two  or  three  days.  I  have  seen  a  body  so  firmly  jammed  between 
an  elevator  and  a  floor  that  traumatic  asphyxia  was  produced, 
followed  by  complete  recovery,  although  renal  hemorrhage 
was  present. 

That  pelvic  laceration  could  be  present  without  pain,  tender- 
ness or  fever ;  that  the  cervix  could  be  torn  without  hemorrhage ; 
that  an  appendage  could  be  displaced  without  acute  pain,  is 
not  conceded.  To  alter  the  pelvic  relations  in  a  few  seconds 
without  causing  symptoms  referable  to  that  region  is  diametric- 
ally opposed  to  our  knowledge  of  the  physiolog}^  of  the  genital 
tract.  The  features  of  those  cases  claiming  pelvic  injuries  from 
external  violence  is  the  remarkable  transformation  of  an  invalid 
to  a  robust  individual  after  a  gratifying  pecuniary  settlement. 

It  is  to  be  regretted  that  physicians  of  intelligence  foster 
such  frauds  by  allowing  the  patient  to  believe  that  certain 
abnormalities  exist.  It  is  doubtful  if  they  would  make  the 
same  statements  before  a  medical  society  that  they  swear  to 
before  a  jur3^  Instead  of  taking  a  firm  stand  and  declaring 
that  the  claims  are  ridiculous  they  lend  themselves  to  an  un- 
worthy cause.  I  sincerely  trust  it  is  ignorance.  When  we 
consider  that  two  physicians  will  differ  in  every  essential  detail 
before  a  jury  of  laymen,  one  readily  understands  how  a  natural 
sympathy  for  the  gentler  sex  may  influence  the  verdict.  Such 
a  variance  of  opinion  does  not  elevate  the  profession  and  makes 
a  farce  of  expert  testimony. 

It  is  trtie  that  the  position  of  the  medical  witness  or  expert 
is  not  an  enviable  one,  as  he  is  easily  led  into  hypothetical  cases 
to  confuse  him  or  perhaps  an  overbearing  attitude  or  the  slurring 
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questions  of  the  opposing  counsel  may  disconcert  him.  Our 
testimony  should  be  absolutely  honest,  direct,  and  without  a 
thought  to  the  meiits  of  the  case.  Having  been  called  in  to 
attend  this  woman  or  being  employed  by  her  attorney  does  not 
permit  one  to  deviate  from  the  paths  of  truth,  and  it  is  only 
by  heeding  his  strict  sense  of  duty  to  liimself,  to  the  profession, 
and  to  the  public  that  the  physician  can  ever  expect  to  secure 
the  confidence  and  trust  of  a  jurist  or  jury. 

It  is  to  be  hoped  that  a  more  candid  policy  toward  the  patient 
and  a  sense  of  fair  play  will  eliminate  a  number  of  these  ques- 
tional cases  in  the  future. 


THE   TREATMENT    OF    PERNICIOUS   VOMITING   OF 

PREGNANCY.* 


BY 

RICHARD  C.  NORRIS,  A.M.,M.D.. 
Philadelphia,    Pa. 


Hyperemesis  gravidarum  is  said  to  occur  about  once  in  a 
thousand  pregnancies,  and  when  treated  by  drugs  alone  the  mor- 
tality is  about  50  per  cent.  The  rarity  of  this  disease  is  fortunate 
since  there  is  no  complication  of  pregnancy  so  treacherously  dan- 
gerous, and  none  in  which  the  most  searching  investigation  with 
modern  laboratory  methods  offers  so  little  aid  to  prognosis  and 
treatment.  The  enormous  literature  of  this  subject,  which  has 
noted  the  relations  of  diseases  of  the  alimentary  tract,  of  the  pel- 
vic organs,  even  of  the  brain,  and  which  has  studied  the  disease 
from  the  neurotic,  the  reflex,  and  the  toxemic  viewpoints,  empha- 
sizes the  fact  that  there  must  be  various  etiological  factors,  and 
makes  it  clear  that  the  etiology  of  a  given  case  should  be  correctly 
determined,  otherwise  the  treatment  is  wholly  empirical  and  likely 
to  fail.  It  is  natural  that  the  obstetrician  should  first  determine 
whether  or  not  there  is  any  demonstrable  abnormality  of  the  pelvic 
organs.  Cases  are  recorded  in  which  the  vomiting  has  promptly 
been  relieved  by  removing  an  ovarian  or  uterine  tumor,  by  cor- 
recting anterior  or  posterior  displacements  of  the  uterus,  stretch- 
ing periuterine  adhesions,  repairing  deep  cervical  lacerations,  and 

*Read  before  the  Section  on  Gynecology  of  the  College  of  Physicians 
of  Philadelphia,  December  6,  1907. 


536  XORRIS:     PERXICIOUS    VOMITING    OF    PREGNANCY. 

treating  locally  erosions  or  catarrhal  inflammation  of  the  cervical 
endometrium.  In  my  experience  such  lesions  have  been  unim- 
portant, and  the  same  statement  is  true  of  organic  diseases  of 
the  gastrointestinal  tract.  A  gastric  ulcer,  catarrhal  gastritis, 
grave  anemia,  diseases  of  the  pancreas,  of  course  may  be  a  com- 
plication of  pregnancy.  Fecal  absorption  is  commonly  associated 
with  the  aggravated  nausea  and  vomiting  of  pregnancy,  but  I 
have  never  known  it  to  be  a  cause  of  pernicious  vomiting.  When- 
ever there  is  a  suspicion  of  organic  disease  of  the  digestive  organs 
it  is  well  to  have  associated  with  one  a  medical  clinician.  Indeed, 
the  methods  of  his  laborator}^  are  always  desirable,  and  sometimes 
are  of  real  assistance.  The  cases  of  reflex  vomiting  arising  from 
abnormalities  in  the  ovum,  or  from  simple  distention  of  an  irritable 
uterus,  are  not  to  be  diagnosed  by  any  means  known  to  our  prac- 
tice, but  they  unquestionably  form  a  class  of  cases,  and  are  only 
to  be  relieved  by  emptying  the  uterus.  An  individual's  experience 
with  a  disease  so  rare  as  pernicious  vomiting  is  too  limited  for 
him  to  draw  sweeping  and  positive  conclusions ;  nevertheless,  the 
cases  I  have  observed  have  been  what  our  present  knowledge  per- 
mits us  to  classify  as  either  neurotic  or  toxemic  in  origin,  and  I 
have  come  to  believe  these  two,  by  far,  are  the  most  important 
etiological  factors.  For  several  years  it  has  been  my  practice  to 
send  every  case  to  a  hospital  since  the  isolation  is  always  beneficial 
and  the  gravity  of  this  disease  warrants  laboratory  methods  of 
investigation.  It  would  simplify  our  treatment  if  we  could  with 
scientific  accuracy  differentiate  between  these  two  types  of  the 
disease,  but  it  is  extremely  difficult  to  do  so,  since  sometimes  they 
are  associated.  One  must  indeed  be  well  informed  as  to  the 
vagaries  of  hysteria,  and  must  remember  that  hysteria  may  be 
present  when  its  stigmata  are  absent.  A  diagnosis  of  hysteria  for 
these  cases  is  a  dangerous  one  for  the  patient,  and  every  means 
must  be  exhausted  to  exclude  toxemia,  which  in  recent  years  has 
assumed  such  importance  in  pathologic  pregnancy.  Having  iso- 
lated the  patient  under  conditions  favorable  to  clinical  and  labora- 
tory study  of  the  cause  of  her  disease,  and  of  the  degree  of  her 
starvation,  let  us  briefly  estimate  the  real  value  of  a  laboratory 
study  of  the  patient  and  its  relation  to  her  treatment.  We  must 
first  acknowledge  that  no  means  arc  at  lianrl  to  vcrifv  the  theories 
that  the  toxic  material  emanates  from  the  corpus  luteum  or  the 
ovarv.  The  same  statement  is  true  of  the  theory  of  syncytial  in- 
toxication advanced  bv  \'eit.  Boehm.  and  others.    There  is  clinical 
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evidence  that  some  cases  are  at  least  associated  with  a  toxemia 
of  intestinal  origin,  and  clinically  some  cases  bear  the  signs  of  an 
hepatotoxemia,  and  at  autopsy  show  the  lesions  found  in  acute 
yellow  atrophy  of  the  liver  and  of  icteus  gravis.  Chemical,  bac- 
teriological, or  microscopical  examinations  of  the  blood,  of  the 
ejecta  from  the  stomach,  or  of  the  stools  offer  us  nothing,  so  far 
as  my  knowledge  goes,  to  differentiate  between  the  neurotic  and 
toxic  cases ;  neither  can  they  determine  the  etiology  of  the  disease 
nor  even  the  degree  of  starvation.  Believing  that  at  least  the 
toxic  variety  must  be  associated  with  disturbed  metabolism,  natu- 
rally one  looks  to  critical  studies  of  the  urine  to  throw  some  light 
on  this  vexed  question.  Investigations  of  the  nitrogen  partition 
in  the  urine  have  shown  us  that  we  can  no  longer  rely  upon  urea 
estimates.  The  precedents  of  urea  now  claim  our  attention, 
especially  the  ammonia  and  amide  substances,  and  errors  in  metab- 
olism are  thus  recognized.  It  is  most  unfortunate,  yet  it  appears 
to  be  true,  that  there  is  no  definite  relation  between  the  urinary 
changes,  the  extent  of  pathological  lesions,  and  the  clinical  symp- 
toms of  pernicious  vomiting. 

Ewing  (Med.  News,  October  28,  1905)  considers  the  finding  of 
leucin  and  tyrosin  the  best  indices  of  a  grave  toxemia ;  Wolf 
(AT.  Y.  Med.  Jour.,  April  21,  1906)  states  that  neither  the  ammo- 
nia nor  any  of  the  acetone  compounds  aid  us  in  the  diagnosis  of 
this  disease,  and  that  the  attempt  to  explain  its  etiology  through 
the  medium  of  acid  intoxication  must  be  abandoned.  Williams' 
careful  work,  so  well  presented  this  evening,  at  once  attracted 
attention  when  he  first  announced  his  conclusions,  and  I  welcomed 
an  opportunity  to  study  its  application  to  a  case.  February,  1906, 
there  came  under  my  care  Mrs.  G.,  a  primigravida,  aged  22,  whose 
last  period  began  January  i.  Vomiting  began  on  February  8  and 
persistently  progressed  until  March  2,  when  it  had  assumed  the 
pernicious  character  with  typical  symptoms.  The  patient's  history 
and  those  of  her  family  disclosed  a  neurotic  element ;  there  were  no 
demonstrable  pelvic  lesions,  and  no  evidences  of  organic  disease 
of  the  gastrointestinal  canal.  She  was  removed  to  a  private  room 
in  the  Methodist  Hospital.  The  patient's  blood  examination  was 
as  follows:  Red  cells,  4,740,000;  white,  9,400;  hemoglobin,  85 
per  cent. ;  red  cells  do  not  vary  much  in  size ;  a  large  number  are 
crenated ;  many  are  irregular  in  shape ;  none  are  nucleated.  White 
cells:  polymorphonuclear,  76  per  cent.;  small  lymphocytes,  15  per 
cent. ;  large  lymphocytes,  7  per  cent. ;  eosinophiles,  2  per  cent.  The 
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daily  quantity  of  urine  averaged  30  ounces,  which  increased  to  50 
ounces  after  the  free  use  of  salt  solution.  The  temperature  ranged 
between  99°  and  100°  F.,  and  the  pulse  between  90  and  108.  The 
records  of  the  total  daily  quantity  and  quality  of  nutriment  which 
we  attempted  to  give  the  patient  by  the  mouth  and  large  bowel, 
and  the  clinical  records,  were  reported  to  Dr.  Fife,  and  he  daily 
received  the  total  urine  voided.  The  first  analysis  disclosed  38  per 
cent,  of  ammonia  nitrogen,  which  gradually  decreased  and  re- 
turned to  normal  wuthin  sixteen  days.  Finding  this  high  per- 
centage of  ammonia  nitrogen,  I  concluded  that,  in  view  of  Will- 
iams' work,  abortion  should  be  induced,  and  I  so  informed  her 
family  and  discussed  it  with  the  patient.  The  neurotic  element 
in  this  case  made  me  hesitate,  however,  and  under  treatment  by 
isolation  and  appropriate  means  to  be  discussed  later,  she  returned 
to  her  home  seventeen  days  after  entering  the  hospital.  Vomiting 
occurred  infrequently  throughout  her  pregnancy,  and  she  required 
careful  dietetic  and  some  medical  treatment.  I  delivered  this 
patient  on  October  20  of  a  vigorous  daughter,  who  will  never 
appreciate  her  narrow  escape  from  sacrifice  upon  the  altar  of 
ammonia  nitrogen. 

This  case  and  others  that  have  come  to  my  notice  convince  me 
that  the  proportion  of  ammonia  nitrogen  cannot  be  routinely,  and 
by  itself  relied  upon  to  determine  for  us  the  necessity  for  termi- 
nating pregnancy  in  order  to  save  the  patient's  life.  It  does,  how- 
ever, serve  as  a  scientific  means  of  determining  serious  errors  in 
metabolism  and  perhaps  the  degree  of  starvation.  When  repeated 
estimations  show  a  steady  rise  in  the  proportion  of  ammonia  nitro- 
gen, associated  with  the  clinical  signs  of  progressive  starvation,  it 
helps  to  decide  the  necessity  of  terminating  pregnancy.  That  it 
draws  a  sharp  line  between  the  neurotic  and  toxemic  varieties  of 
pernicious  vomiting  requires  further  proof  and  a  large  number  of 
carefully  studied  cases. 

While  hoping  that  the  investigations  of  the  biologic  chemist  will 
finally  solve  the  mysteries  of  normal  and  abnormal  metabolism, 
and  thus  make  clear  to  us  some  of  our  cases  of  pernicious  vomit- 
ing, we  must  continue  to  treat  them,  largely  empirically,  and  in 
order  to  introduce  my  topic  for  discussion  I  shall  briefly  review 
the  methods  I  have  found  the  most  useful. 

Druii^s. — After  lavage  of  the  stomach,  fractional  doses  of  calo- 
mel, given  at  short  intervals,  are  frequently  retained,  and  when 
possible  an  eflfervescent  saline  may  be  added.    \Mien  the  stomach 
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contents  are  exceedingly  acid,  lavage  with  weak  solutions  (gr.  ii  to 
oi)  of  sodium  bicarbonate  have  been  efficient.  Of  drugs  that  are 
to  act  directly  upon  the  catarrhal  condition  of  the  stomach,  I 
have  found  none  more  useful  than  silver  nitrate,  always  given  in 
solution,  gr.  1/6  in  a  glassful  of  water,  and  repeated  at  regular 
intervals  of  six  hours.  When  the  incessant  vomiting  has  slightly 
improved,  a  capsule  containing  cocaine  gr.  1/8,  cerium  oxalate 
gr.  iii,  bismuth  subnitrate  gr.  v,at  four-hour  intervals,  will  be  useful. 
Counter  irritation  with  mustard  over  the  stomach  and  rectal  in- 
jections every  sixth  hour  containing  30  grains  of  bromide  with 
15  grains  of  chloral,  to  allay  nervous  irritability,  reinforced  wi<-h 
the  hypodermatic  administration  of  morphia  at  night  to  secure 
sleep,  complete  the  drug  treatment.  I  believe  the  most  valuable 
of  any  single  means  of  treatment  is  the  frequent  lavage  of  the  colon 
with  warm  salt  solution,  the  patient  being  elevated  in  the  Tren- 
delenburg posture  during  the  inflow  and  returned  to  the  horizon- 
tal position  for  the  outflow,  a  portion  of  the  fluid  being  left  in  the 
bowel  for  absorption.  Thirst  is  thus  relieved;  the  tissues  are 
supplied  with  abundant  fluid,  elimination  of  toxins  is  increased, 
and  starvation  is  delayed.  The  tongue  becomes  moist  and  cleaner, 
the  bowel  is  cleansed  of  the  mucus  so  commonly  present  in  the 
neurotic  cases,  and  the  kidneys  secrete  more  urine. 

Feeding. — It  is  as  useless  as  it  is  usual  to  attempt  the  adminis- 
tration of  food  by  the  mouth,  trying  at  definite  intervals  one  after 
another  of  the  predigested  and  proprietary  foods.  Immediately 
upon  isolating  the  patient,  preferably  in  a  hospital,  absolute  rest 
from  food  by  the  mouth  should  be  required.  In  cases  that  do  not 
resent,  or  have  become  accustomed  to  lavage  of  the  stomach,  it  is 
useful  to  have  the  patient  awakened  in  the  early  morning,  and, 
after  lavage  deftly  given  by  one  who  is  skilled,  predigested  milk 
or  egg  water  is  given,  and  the  patient  left  to  sleep  under  tlie  in- 
fluence of  the  nerve  sedatives  or  the  morphia  that  had  been  ad- 
ministered at  midnight.  I  have  had  no  experience  with  the 
dietetic  treatment  recommended  by  Kolpinski  {N.  Y.  Med.  Jour., 
June  9.  1906),  who,  by  heavy  foods  such  as  pork,  bacon,  or  ham, 
with  corn  bread,  cauliflower,  kale,  or  turnips,  aims  to  quiet  the 
stomach  by  this  ballast,  which  renders  the  contents  of  the  stomach 
too  heavy  to  be  ejected.  I  would  not  hesitate  to  try  it  in  view  of 
the  success  attained  by  it.  Rectal  feeding  has  been  one's  reliance 
in  the  past,  but  I  am  forced  to  believe  that  it  has  done  great  harm 
in  the  hands  of  those  who  have  the  greatest  confidence  in  it,  and 
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who,  relying  upon  it  for  too  long  a  time,  permit  the  patient  to  pass 
beyond  the  help  of  artificial  abortion.  It  doubtless  does  delay 
somewhat  the  progress  of  starvation,  but  only  to  a  small  degree. 
The  patient  whose  history  I  have  referred  to  received  an  enema 
every  sixth  hour  containing  a  cupful  of  milk,  three  drams  of  dry 
peptone,  the  yolk  of  one  egg  and  five  drops  of  laudanum.  For  a 
period  of  five  days  this  was  regularly  given,  but  its  food  value  was 
discounted,  and  its  administration  would  not  have  allayed  the  ter- 
mination of  pregnancy.  Rectal  feeding  is  dangerous  in  propor- 
tion to  the  confidence  one  places  in  it. 

Treatment  by  Suggestion. — It  is  important  in  every  case  that 
the  physician's  attitude  should  be  one  of  positive  encouragement. 
Suggestive  therapeutics  is  paramount  in  neurotic  cases  and  val- 
uable in  any  case.  The  mere  description  of  an  induced  abortion, 
with  its  attendant  dangers,  has  speedily  put  an  end  to  hysterical 
vomiting.  The  most  generally  useful  local  treatment  for  its  men- 
tal effect  upon  the  patient  is  the  introduction  into  the  vagina  of 
the  rubber  bag,  which,  by  its  distention,  is  an  ever  present  re- 
minder of  treatment  directed  to  the  pelvic  organs.  The  mental 
impression  produced  by  it  is  more  lasting  than  an  attempt  at  dila- 
tation of  the  cervix.  Finally,  when  shall  abortion  be  induced  to- 
save  the  patient's  life?  As  stated  above,  there  is  no  laboratorv 
investigation  by  means  of  which  we  can  determine  with  scientific 
accuracy  the  degree  of  star^-ation  beyond  which  she  should  not 
go.  There  is,  however,  a  group  of  clinical  signs  of  starvation 
and  toxemia  which  we  should  not  permit  to  appear.  We  recog- 
nize the  disease  when  all  food  and  drink  are  monotonously  re- 
jected ;  the  smell  or  sight  of  food,  and  change  in  posture  provoke 
nausea ;  weakness  and  exhaustion  keep  the  patient  in  her  bed ; 
thirst  becomes  intense ;  there  is  epigastric  pain  and  tenderness, 
and  constipation;  the  tongue  is  dry,  thickened,  and  beginning  to 
be  brown,  and  emaciation  appears.  Then  come  the  final  stages, 
when  a  "typhoid"  state  appears,  with  rapid,  feeble  pulse ;  the 
muscular  element  of  the  heart  sounds  weaken,  fever,  restlessness, 
diminished  urine  with  albumen  and  casts,  and  finally  delirium, 
followed  by  stupor,  coma,  and  death.  Induction  of  abortion  to 
avail  must  not  be  delayed  until  this  typhoid  condition  appears ; 
it  must  be  resorted  to  in  the  earlier  stage.  When  a  patient  is  so 
ill  with  this  disease  that  she  camiot  leave  her  bed,  then,  at  least, 
is  the  time  for  hospital  isolation  and  treatment,  and  if,  through- 
out a  period  of  seven  to  ten  days,  there  is  no  improvement  under 
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carefully  conducted  treatment,  if  emaciation  is  progressive,  and 
the  urine  examinations  repeatedly  made  show  increasingly  high 
proportions  of  ammonia  nitrogen,  then  it  is  plainly  our  duty  to 
delay  no  longer.  The  method  to  be  employed  deserves  a  com- 
ment. Rapid  dilatation  of  the  cervix  under  anesthesia,  especially 
chloroform,  carries  with  it  no  little  danger  to  well-advanced 
cases.  For  these  cases  the  metranoikter  is  especially  valuable. 
Slipped  into  the  cervical  canal,  complete  dilatation  can  be  accom- 
plished without  an  anesthetic,  and  subsequent  thereto  the  uterus 
may  be  emptied  rapidly  under  ethyl  chloride  or  nitrous  oxide 
anesthesia,  if  they  are  necessary,  and  a  gauze  pack  placed  in  the 
uterus.  Many  cases  have  been  lost  after  terminating  pregnancy 
because  the  operation  has  been  too  long  delayed.  Some  cases 
have  been  lost  because  this  mysterious  disease  seems  at  times  to  be 
inherently  fatal  from  the  beginning,  no  matter  what  treatment  is 
followed  or  how  early  abortion  is  induced. 
500  North  Twfxtieth  Street. 
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The  average  duration  of  pregnancy  is  280  days,  40  weeks,  10 
lunar,  or  9  calendar  months.  That  this  time  is  subject  to  varia- 
tions will  be  seen  by  a  brief  review  of  the  literature  on  the  subject. 

Ahlfled^  in  an  analysis  of  425  cases  in  which  the  date  of  coitus 
was  known,  found  an  average  of  269.91  days.  Individual  cases 
in  this  series  presented  differences  varying  from  231  to  329  days. 

Hirst-  thinks  pregnancy  is  quite  frequently  prolonged  beyond 
280  days.  He  states  that  he  has  many  times  seen  a  pregnancy  last 
310  days,  and  it  may  have  a  duration  of  320  days,  or  even  longer. 

*Read  before  the  Section  on  Obstetrics  and  Gynaecology-  of  the  Medical 
and  Chirurgical  Faculty  of  Maryland,  January  11,  1907. 
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His  estimate  is  that  in  about  6  per  cent,  of  pregnant  women  the 
duration  of  pregnancy  is  over  300  days. 

Schhchting^  investigated  456  cases  and  made  the  average  to  be 
269.5,  ^^d  yet  the  time  varied  from  240  to  334  days. 

Winckel/  in  his  5,010  cases  examined,  found  70  whose  duration 
of  gestation  was  more  than  300  days,  and  in  6.8  per  cent,  of  those 
in  which  the  exact  date  of  impregnation  was  considered  known,  the 
duration  was  more  than  300  days;  in  one  case  the  duration  was 
314,  and  in  another  318  days. 

Lowenhardt,^  from  518  cases  in  which  the  women  could  give  the 
date  of  the  fruitful  coitus,  found  that  the  average  duration  of 
pregnancy,  from  the  date  of  conception,  was  272.2  days,  and  also 
demonstrated  the  fact  that  two  women  may  have  a  fruitful  coitus 
on  the  same  day,  and  yet  the  date  of  their  deliveries  may  vary 
markedly. 

Issmer,"  in  an  exhaustive  paper  upon  the  duration  of  pregnancy, 
based  on  a  careful  analysis  of  464  cases,  found  the  average  dura- 
tion to  be  268  days  from  conception,  or  278  days  from  the  comple- 
tion of  last  menstruation.  A  case  is  reported  by  Thomson'^  in 
which  gestation  lasted  317  days  from  the  last  menstrual  period, 
or  301  from  the  last  sexual  intercourse. 

Kriiche®  reported  a  case  in  which  he  believed  the  duration  of 
pregnancy  was  330  days.  The  latest  period  to  which  pregnancy 
may  be  protracted  is  stated  by  various  authors  as  follows  :  Depaul, 
300  days  ;  Robert  Barnes,  300  days  ;  Issmer,^  304  days  ;  Winckel/ 
320  days ;  Schroder,"  320  days ;  Schlichting,^  334  days ;  Runge,^^ 
320  days. 

It  is  interesting  to  note  tliat  similar  differences  are  reported  by 
veterinarians,  who  usually  date  the  beginning  of  pregnancy  from 
a  single  coitus.  Thus,  according  to  Franck-Albrecht-Goring,'- 
the  average  duration  of  pregnancy  in  the  mare  is  366  days,  but  in 
a  large  series  of  cases  individual  variations  between  307  and  412 
days  were  noted.  In  the  cow  the  normal  duration  is  placed  at  280 
days,  with  extremes  of  240  and  31 1  days. 

As  to  the  legitimacy  of  offspring  according  to  the  duration  of 
pregnancy,  different  countries  possess  different  laws.  In  Austria^' 
the  law  recognizes  the  legitimacy  of  the  child  born  within  240  to 
307  days  after  the  death  of  the  father.  In  France^^  the  legitimacy 
of  the  infant  born  300  days  after  dissolution  of  the  marriage  is 
liable  to  be  contested.     In  England  and  America  the  light  of  the 
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courts  in  this  matter  is  reflected  light.  Physicians  must  determine 
the  matter,  and  the  courts  will  readily  follow  the  truth  as  it  is  made 
manifest.  In  view  of  the  above  facts,  it  must  be  concluded  that 
the  duration  of  pregnancy  varies  within  rather  wide  limits,  which 
probably  depend  upon  individual  peculiarities  as  well  as  certain 
conditions  under  which  the  woman  is  placed,  which  will  be  con- 
sidered more  in  detail  later. 

In  explaining  these  conditions,  it  will  be  necessary  to  refer  to 
the  various  causes  of  labor  at  different  times,  and  for  that  reason 
it  is  thought  advisable  to  mention  these,  although  space  will  not 
permit  of  a  detailed  description. 

A.  Periodicity,  referring  to  tendency  of  labor  to  occur  on  the 
tenth  menstrual  epoch. 

B.  Overdistention  of  the  uterus.  ' 

C.  Increased  irritability  of  the  uterus. 

D.  Maturity  of  the  ovum. 

E.  Senility  of  the  placenta. 

F.  Excess  of  CO,  in  the  blood. 

G.  Heredity. 

H.     Increased  activity  of  the  fetus. 

I.     Pressure  of  the  presenting  part  in  the  cervix. 

J.     Physical  and  emotional  conditions. 

It  is  hardly  probable  that  any  one  of  the  above-mentioned 
causes,  acting  alone,  would  bring  on  labor,  but  all  acting  together, 
and  their  influence  being  brought  to  bear  at  about  the  same  time, 
the  desired  result  is  produced.  As  Hirst  very  aptly  puts  it,  just  as 
a  single  blow  of  a  workman's  hammer  starts  the  launch  of  a  ship, 
when  everything  is  prepared  for  it,  so  here  a  little  unusual  exer- 
cise, or  some  excitement,  a  jar,  or  a  jolt,  may  provoke  muscular 
action  in  the  uterus  that  results  in  the  expulsion  of  the  child.  In 
a  certain  number  of  cases,  however,  these  causes,  or  some  of  them, 
are  absent,  or  are  prevented  from  exerting  their  influence,  and  as 
a  result  the  gestation  is  apt  to  be  prolonged.  The  cases  in  which 
this  is  most  liable  to  occur  are  those  which  for  some  reason  are 
prevented  from  leading  an  active  life,  e.g.  any  physical  disability 
or  blindness  (see  below).  Lack  of  exercise  especially,  if  it  be  of 
long  standing,  results  in  weakness  and  atrophy  of  the  muscles  of 
the  body,  and  it  is  natural  to  suppose  that  the  uterus  shares  in  this 
and  will  become  less  irritable  and  responsive  to  outside  influences. 
In  this  connection,  it  is  interesting  to  note  the  observations  of 
Mme.  Laurie,^^  who  found  that  pregnancy  continued  twenty  d^ys 
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longer  in  1,550  women  who  lived  comfortably  in  a  hospital  for 
several  months  prior  to  delivery,  as  compared  with  the  same 
number  of  women  who  entered  at  the  onset  of  labor.  Conditions 
may  arise  during  pregnancy  to  interfere  with  the  activity  of  the 
patient,  such  as  marked  edema  of  the  lower  extremities  or  loose- 
ness of  pelvic  joints,  etc.  Again  in  the  case  of  contracted  pelvis, 
where  the  head  is  not  allowed  to  enter  the  pelvis,  there  is  an 
absence  of  the  stimulus  caused  by  the  pressure  of  the  head  in  the 
cervix,  and,  as  a  result,  often  gestation  is  prolonged.  The  history 
of  these  cases  is  that  about  the  usual  time  labor  pains  of  an 
irregular  character  will  begin  and  last  for  twelve  to  eighteen  hours 
and  then  die  away,  the  w^oman  resuming  her  usual  household 
duties.  This  is  ordinarily  termed  a  missed  labor.  In  the  case  of 
old  primipame,  gestation  is  very  apt  to  be  prolonged.  The  uterine 
muscle,  owing  to  lack  of  exercise,  associated  with  atrophy  of  the 
abdominal  muscles,  is  not  as  active  as  it  should  be.  If  this  old 
primipara  has  a  husband  as  old,  or,  as  in  the  usual  case,  older  than 
she  is,  the  head  of  the  fetus  is  apt  to  be  abnormally  hard  and 
large.  The  hardness  is  a  result  of  a  more  complete  ossification  of 
the  skull  bones,  due  to  the  age  of  the  parents,  as  is  also  the  larger 
size,  i.e.  the  older  the  parents  the  larger  the  child  is  apt  to  be.  If 
in  addition  to  the  greater  age  of  the  parents,  the  father  is  the  pos- 
sessor of  a  large  head,  the  size  of  the  child's  head  is  apt  to  be  still 
more  increased.  And,  finally,  in  a  certain  number  of  cases  where 
gestation  is  prolonged,  it  is  impossible  to  say  what  is  the  cause, 
probably  due  more  than  anything  else  to  a  lack  of  proper  nen^e 
supply  to  the  uterus ;  and  occasionally  one  finds  a  woman  who,  for 
no  reason  that  can  be  found  out,  seems  to  always  have  large 
children. 

Before  taking  up  the  management  of  these  cases,  it  will  be 
necessary  to  mention  briefly  the  methods  of  estimating  the  date  of 
confinement.  Because  of  the  statement  made  above,  that  preg- 
nancy extends  over  a  greater  period  in  some  cases  than  in  others, 
as  well  as  the  lack  of  ability  to  recognize  when  fertilization  takes 
place,  even  when  the  time  of  coitus  is  known,  it  is  impossible  to 
estimate  the  exact  date  of  confinement.  Everyone  who  has  prac- 
tised obstetrics  has  had  the  unpleasant,  and  sometimes  embar- 
rassing experience  of  having  advised  the  patient  to  procure  a 
nurse  at  a  certain  time,  the  doctor  being  forced  to  postpone  his 
vacation,  or  it  may  be  give  it  up  entirely,  and  the  confinement 
occurs  from  two  to  four  weeks  later  than  was  expected.     The 
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method  in  general  use  advised  by  Xaegele,  is  based  upon  the  belief 
that  labor  occurs  280  days  from  the  beginning  of  the  last  men- 
strual period.  The  calculation  is  made  by  adding  seven  days  to 
the  date  at  which  the  last  menstrual  period  first  appeared  and 
counting  back  three  months.  Generally  the  confinement  will  occur 
within  a  few  days  or  a  week  of  this  date,  but  there  are  exceptions. 
Occasionally  conception  may  occur  during  a  period  of  amen- 
orrhea, as  in  a  nursing  woman,  when  of  course  this  rule  is  of  no 
value,  and  we  must  resort  to  other  means.  It  is  generally  thought 
that  active  fetal  movements  first  occur  at  the  twentieth  week,  or 
about  the  middle  of  gestation,  and  this  fact  has  given  rise  to  the 
method  of  adding  to  this  date  twenty  weeks.  This  method  has 
proven  very  unsatisfactory,  owing  to  the  fact  that  the  occurrence 
of  this  symptom  is  not  at  all  regular,  and  may  appear  very  much 
earlier  or  later  than  the  estimated  time.  Another  method  of  calcu- 
lation is  based  upon  the  enlargement  of  the  abdomen  and  the 
height  of  the  fundus  uteri.  The  latter  method  the  author  has 
found  to  give  very  satisfactory  results,  but  it  must  be  borne  in 
mind  that  on  account  of  an  excessive  amount  of  amniotic  fluid  or 
twins,  the  uterus  may  be  much  higher  than  it  should  be  at  a  given 
period  of  pregnancy,  which  is  misleading,  and  for  that  reason  the 
size  of  the  fetus  should  always  be  taken  into  consideration.  As 
the  position  of  the  umbilicus  is  subject  to  variations,  better  results 
will  be  obtained  by  measuring  from  symphysis  pubis  or  ensiform 
cartilage.  Of  course,  all  methods  available  should  be  taken 
advantage  of,  but  what  the  author  considers  as  more  important 
than  the  estimated  time  of  a  woman's  confinement  by  menstrual 
history,  etc.,  is  an  estimation  made  according  to  the  conditions 
existing  in  a  particular  case,  which  means,  of  course,  the  size 
of  the  fetus  and  its  relation  to  the  pelvis.  In  other  words,  in  the 
management  of  a  case  that  we  have  reason  to  believe  will  go  over 
the  usual  time,  care  should  be  used  in  noting  whether  or  not  the 
head  engages  in  the  pelvis  at  the  proper  time,  and.  if  not,  whether 
the  failure  to  engage  is  due  to  lax  abdominal  walls,  or  to  the  size 
of  the  head.  If  the  head  is  not  too  large,  do  not  interfere,  but 
palpate  again  in  a  week,  and  continue  to  do  this  until  the  labor 
begins,  or,  in  your  judgment,  the  fetus  is  getting  too  large.  If 
the  hand  is  applied  low  down  over  the  abdomen,  just  above  the 
symphysis,  and  the  unengaged  head  is  pressed  back  against  the 
spinal  column  and  does  not  project  out  in  front  of  the  symphysis, 
generally  such  a  head  will  pass  through  the  pelvis,  although  artifi- 
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cial  force  may  be  necessary.  If  the  fetus  seems  large,  and 
especially  if  the  head  seems  to  be  getting  too  large  for  the  pelvis, 
it  is  advisable  to  bring  on  labor.  To  obtain  this  result  the  patient 
is  given  a  capsule  containing  quinine  grs.  v,  strychnine  gr.  1/30 
every  four  hours,  the  uterus  is  massaged  briskly  for  five  or  ten 
minutes,  and  the  patient  is  told  to  go  out  in  the  evening 
and  take  a  long  walk,  and  upon  her  return  a  hot 
bath.  If  labor  is  not  started  the  first  night,  the  medi- 
cine is  kept  up  and  the  same  treatment  as  is  ad- 
vised above  is  repeated  the  second  evening.  If  the  above  treat- 
ment fails,  the  rupture  of  the  membranes  will  always  produce  the 
desired  result,  and,  contrary  to  the  ordinary  belief,  has  no  harmful 
effect  in  the  labor.  By  carrying  out  this  method  of  treatment, 
carefully  and  conservatively,  I  believe  that  quite  a  number  of 
difficult  labors,  made  so  by  a  large  overgrown  child,  can  be  pre- 
vented. 

In  expressing  the  above  views,  the  author  is  well  aware  of  the 
criticisms  that  might  be  offered.  One  will  say  that  it  is  interferhig 
with  nature,  and  for  that  reason  should  not  be  done,  but  we  know 
that  it  sometimes  becomes  necessary  to  assist  nature.  Others  will 
say  that  it  is  impossible  to  state  what  the  size  of  the  child  is,  and, 
while  this  is  true  in  a  general  way,  any  one  who  has  had  a  fair 
experience  in  abdominal  palpation  can  recognize  this  and  many 
other  conditions.  It  must  be  admitted  that  it  is  difficult  in  some 
cases,  but  a  little  experience  and  care  in  the  examination  will 
usually  clear  up  all  difficulties.  Of  course,  care  and  conservatisxn 
must  be  used  in  managing  such  cases.  To  advise  the  interruption 
of  pregnancy  simply  because  it  has  been  prolonged  a  little  beyond 
the  expected  time  cannot  be  too  severely  condemned,  but  in  certain 
selected  cases  it  is  undoubtedly  good  treatment.  The  cases 
reported  below  will  be  found  interesting,  and  serve  to  confirm  tlie 
opinions  expressed  above. 

Case  I. — E.  R.,  white,  age  30,  husband  age  34.  i  para.  Men- 
struated last  June  i  ;  confinement  expected  March  7 ;  confined 
April  9.  Head  never  engaged  in  pelvis.  Examination  under 
anesthetic  revealed  the  fact  that  the  head  was  too  large  for  the 
pelvis.  Patient  removed  to  hospital  for  Cesarean  section,  but  after 
arrival,  on  account  of  condition  of  feeble  heart  sound,  and  passage 
of  meconium,  it  was  decided  best  to  perform  a  destructive  opera- 
tion, which  was  done  with  the  basiotribe.  Child  weighed  10 
pounds  3  ounces. 
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Case  II.— Mrs.  A.;  white,  age  38;  2-para.  Husband,  age  39, 
slight,  general  contraction  of  the  pelvis,  but  not  enough  under  ordi- 
nary circumstances  to  cause  any  trouble.  Delivered  by  the  author 
six  years  previously  of  a  normal  size  child  by  medium  forceps 
operation.  At  this  time  girl  still  living.  Menstruated  last  Alay 
13.  Confinement  expected  about  February  20.  Labor  began  dur- 
ing night  of  March  23.  Seen  morning  of  March  24  after  good 
labor  of  8  hours.  Examined  under  anesthetic.  Head  very  large 
and  hard ;  not  engaged.  Impossible  to  force  into  pelvis.  :\Iother 
and  fetus  in  good  condition.  Taken  to  the  University  Hospital 
and  Cesarean  section  performed.  Child:  Weight,  9  pounds  7 
ounces.  Head  very  large  and  hard.  Measurements :  Bi.  p.  10.5 
cm. ;  Bi.  T.  9  cm. ;  S.  O.  B.  10.5  cm. ;  O.  F.  13  cm. ;  O..  M. 
14.5  cm.  Sutures  entirely  closed.  Anterior  fontaiielle  very 
small.    Both  patients  discharged  in  good  condition. 

Case  III.— S.  M.,  white;  i  para;  age  23;  blind  for  10  years. 
Menstruated  last  September  7.  Confinement  expected  June  14. 
Labor  began  July  19.  Continued  very  slowly  and  irregularly  for 
several  days.  Head  never  engaged.  Delivered  by  internal  pedal- 
lie  version.  Child  lost  in  delivery,  which  was  very  difficult.  Child : 
Weight  10  pounds, 2 ounces.  Head  was  not  measured,  but  was  very 
large  and  hard.  Anterior  fontanelle  very  small.  Sutures  almost 
completely  ossified.  This  woman  was  unable  to  get  anv  exercise 
at  all,  and  had  led  this  sedentary  life  since  her  affliction. 

Case  IV.— E.  F.,  white,  age  sy.  Husband  age  40.    Seen  in  con- 
sultation September  20.    Menstruated  last  December  i.    Confine- 
ment expected  September  7.    Examination  showed  large  head,  not 
engaged.     Taking  into  consideration  the  age  of  parents  and  the 
size  of  the  fetus,  advised  the  induction  of  labor.     Advice  not 
accepted.    September  29  saw  her  a  second  time.    Labor  had  been 
m  progress  about  twelve  hours  with  no  advancement.    Allowed  to 
continue  until  signs  of  exhaustion  manifest,  at  which  time  cervix 
was  only  partially  dilated ;  head  not  yet  engaged.    Forceps  applied 
and  the  delivery  was  effected  after  a  very   difficult  operation. 
Child  :   Asphyxiated,  but  was  revived.    Death  occurred  thirty-six 
hours  later  from  malena  neonatorum.      Weight    10  pounds    11 
ounces.     Head  very  large  and  extremely  hard.     .Aleasurements  • 
Bi.  p.  10.3  cm. ;  Bi.  T.  9  cm. ;  S.  O.  B.  10  cm. ;  O.  F.  12  7s  cm  • 
O.  M.  15  cm.  ■' 

Case  V.— W.  H.,  white;  i  para:  age  36.     Husband  age  44. 
Menstruated  last  April    i.      Confinement  expected  January  9. 
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Having  in  mind  the  above  history,  the  patient  was  watched  care- 
fully. Palpation  latter  part  of  December  revealed  a  well  de- 
veloped fetus.  Head  not  engaged.  January  12,  head  not  yet  en- 
gaged and  apparently  quite  large  and  hard.  Induction  of  labor 
advised,  but  advice  refused.  January  29,  labor  began  and  contin- 
ued for  24  hours.  Head  not  yet  engaged.  Forceps  applied  and  a 
dead  child  delivered  after  an  extremely  difficult  operation.  Weight 
9  pounds  10  ounces.  Head  almost  entirely  ossified.  No  moulding 
possible. 

Case  VI. — E.  McD,,  white;  age  26;  2-para.  Husbandage35. 
Menstruated  last  August  28.  Confinement  expected  June  5.  Slight 
general  contraction  of  the  pelvis.  History  of  former  confinement : 
Four  years  ago,  apparently  at  about  normal  time,  but  very  large 
child,  and  extremely  difficult  forceps  delivery.  With  this  history 
and  the  woman  very  solicitous  as  to  the  outcome,  she  was  watched 
very  carefully.  ]\Iay  28,  palpation  revealed  a  large  fetus ;  head 
large  and  not  engaged.  Advised  induction  of  labor,  which  advice 
was  gladly  accepted.  Treatment  began  on  29th.  Irregular  pains 
on  30th.  Good  labor  on  31st,  but  with  very  little  effect.  Head  not 
yet  engaged.  Forceps  applied.  Delivery  eflfected  with  no  diffi- 
culty. Child  :  Weight  8  pounds  2  ounces.  Head  quite  hard,  but 
still  mouldable.  Bi.  p.  9.5  ;  Bi.  T.  9  cm. ;  O.  C.  F.  12  cm. ;  O.  C.  M. 
14  cm. ;  S.  O.  B.  10  cm.    Condition  excellent. 

Since  making  the  above  report,  Case  I.  of  the  series  has  passed 
through  a  normal  confinement,  following  the  artificial  induction 
of  labor.    A  brief  resume  of  the  case  is  as  follows  : 

Since  last  confinement  menses  has  occurred  very  irregularly. 
Last  seen  on  January  i,  1906.  On  May  i  vaginal  examination  re- 
vealed a  uterus  about  two  and  one-half  months  pregnant.  Patient 
seen  at  frequent  intervals  and  palpated  carefully.  On  November  i 
the  fetus  having  reached  nearly  the  normal  size,  it  was  decided 
that  if  labor  did  not  occur  by  November  15  it  would  be  artificially 
induced.  When  the  date  arrived,  there  being  no  signs  of  its  onset, 
the  membranes  were  ruptured  and  quinine  grs.  v,  strychnine  gr. 
1/30,  were  administered  every  four  hours  internally.  Labor 
began  November  17,  5  p.m.,  and  without  any  unusual  occurrence 
was  terminated  naturally  at  5  the  next  morning.  Child  weighed 
6  pounds  14  ounces  and  was  strong  and  vigorous.  The  mother 
made  an  uneventful  recovery  and  at  the  present  time,  two  and  one- 
half  months  later,  both  are  in  splendid  condition. 

Of  course,  it  «iav  be  said  that  labor  might  have  begun  naturally 
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at  the  proper  time,  but  having  in  mind  the  previous  unfortunate 
experience,  I  considered  it  safer  to  induce  labor,  when  there  was 
every  reason  to  believe  that  the  child  was  sufficiently  large  to  live 
independent  of  its  mother,  and  not  too  large  to  offer  a  serious 
obstruction  to  its  natural  birth. 

Whether  the  result  justified  the  procedure  is  left  to  the  decision 
of  the  reader. 
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THE   STATE  REGISTRATION   OF   TRAINED   NURSES. 

To  THE  Editor  American  Journal  of  Obstetrics  : 

Dear  Sir  : — Will  you  kindly  allow  me,  through  your  columns, 
to  call  the  attention  of  your  readers,  especially  of  those  residing  in 
Pennsylvania,  to  the  fact  that  an  act  for  the  registration  of  nurses, 
and  giving  them  exclusively  the  right  to  use  the  letters  "R.  N." 
after  their  names,  has  been  introduced  into  the  legislation  at  Har- 
risburg  and  is  now  pressed  for  immediate  adoption.  It  seems  to 
me  a  sad  commentary  on  the  long  and  useful  career  of  service 
which  has  been  rendered  in  the  past  by  so  many  good  and  faithful 
women  in  the  sick  room,  and  which  we  all  of  us  consider  an  almost 
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indispensable  means  of  treatment  for  all  of  our  seriously  sick  pa- 
tients, that  we  should  be  so  hampered  and  restricted  as  would 
necessarily  be  the  case  if  all  the  profession  of  nursing  should  here- 
after be  confined  to  the  relatively  few  individuals  who  have  un- 
dertaken it  after  a  two  or  more  years'  course  of  residence  in  hos- 
pitals, general  or  special.  Think  of  the  numberless  cases  of  pneu- 
monia, pleurisy,  bronchitis,  rheumatism,  measles,  scarlatina,  diph- 
theria, paralysis,  and  apoplexy,  to  say  nothing  of  broken  or  dis- 
located bones,  tumors,  or  other  ills  that  flesh  is  heir  to ;  and  im- 
agine what  it  would  be  if  the  first  thing  to  be  done  when  some  one 
we  loved  was  to  be  cared  for  would  be  to  get  a  registered  nurse, 
and  then  to  be  sure  and  mind  what  she  said !  No  use  for  the  doc- 
tor ;  in  fact,  better  get  him  out  of  the  way.  He  can  but  prescribe, 
and  "his  domination  must  cease  when  he  leaves  the  sick  room," 
according  to  Mrs.  E.  G.  Fenwick  {Outlook,  Jan.  6,  1906).  And 
how  about  all  the  management  of  the  lying-in  room  ?  and  the  care 
and  development  of  children?  To  whom  must  the  citizen  look 
in  the  future  for  advice,  to  the  doctor  or  to  the  nurse?  and  if  to 
the  nurse,  how  is  she  to  be  trained?  The  bill  before  the  Legis- 
lature specifies  by  two  or  more  years'  residence  in  hospital,  and 
limits  its  benefits  to  those  who  shall  have  done  so.  It  takes  away 
the  great  general  training  school  of  experience  in  life  with  all  its 
ordinary  difficulties  and  trials,  which  cause  nine-tenths  of  human 
sufferings,  to  substitute  the  smaller,  though  important,  one  of  the 
school  afforded  by  State  and  public  aid  for  the  study  and  relief  of 
the  one-tenth  exceptional  cases.  I  think  that  a  little  consideration 
of  this  matter  will  convince  us  of  the  danger  of  the  proposed  law — 
a  step  which  is  being  urged  by  some  amiable  friends  of  a  very 
well-deserving  class  of  individuals  which  would  make  them 
"madly  rush  where  even  angels  fear  to  tread." 

Yours   truly, 

J.  Cheston  Morris. 
1574  Spruce  Street,  Philadelphia. 
March  20,  1907. 
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Meeting  of  February  12,  1907. 
The  President,  Brooks  H.  Wells,  M.  D.,  in  the  Chair. 
Dr.  H.  J.  BoLDT  presented  a 

RUPTURED    COLLOID    OVARIAN    TUMOR. 

B.  K.  Aged  forty-six  years.  Was  seen  on  January 
8,  1907,  with  the  history  that  she  had  always  men- 
struated regularly  ■  until  April,  1906,  when  the  flow  did 
not  occur  again  until  August,  at  which  time  she  lost  some 
blood  for  three  days  and  then  not  again  until  two  weeks 
before  she  was  seen  by  me.  She  thought  herself  pregnant  and 
was*  also  told  this  by  three  physicians.  Another  told  her  that  she 
was  not  pregnant,  but  that  she  had  a  tumor.  She  complained  of 
pain  in  the  lower  abdomen,  which  was  becoming  general,  but  the 
pain  was  not  as  formerly  when  she  had  labor  pains,  she  being 
able  to  tell  the  difference  because  she  had  had  six  children.  On 
examination  the  abdomen  was  found  greatly  distended,  larger 
than  at  full  term  of  pregnancy.  The  abdomen  was  not  hard,  as 
one  would  find  it  either  with  a  tumor  or  with  pregnancy ;  it  had 
a  doughy  feeling  to  palpation.  By  deeper  pressure,  how- 
ever, a  solid  tumor  could  be  felt  behind  the  doughy  mass.  The 
uterus  was  not  enlarged  nor  changed  in  consistence.  The  lower 
part  of  the  tumor,  which  felt  nearly  solid,  could  be  palpated  per 
vaginam,  but  its  exact  boundaries  could  not  be  outlined  because 
of  the  large  doughy  mass  which  could  be  palpated  from  above. 
Under  the  existing  circumstances  the  diagnosis  was  "A  large 
ovarian  cystoma  with  an  exudate  of  semisolid  consistence  in  the 
free  peritoneal  cavity."  The  diagnosis  under  ether  just  prior 
to  operation  could  not  be  made  any  more  positive.  On  opening 
the  abdomen  a  large  quantity  of  colloid  material  exuded,  two 
wash  basins  full  were  eathered,  but  in  addition  a  large  quantity  of 
the  colloid  material  was  lost.  It  was  estimated  that  at  least  five 
litres  were  free  in  the  abdominal  cavity.  The  tumor  proved  to 
be  a  large  colloid  cystoma  with  a  rupture  of  about  one  inch  in 
diameter  in  its  upper  and  middle  part.  The  other  tube  and  ovary 
were  also  removed.  The  woman  was  out  of  bed  seventeen  hours 
after  operation,  and  was  subsequently  up  some  time  every  day. 
The  interesting  feature  was  the  rupture,  the  occurrence  of  which 
is  uncertain,  probably,  however,  from  traumatism  by  former  ex- 
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aminations.     No  peritonitis  was  caused  by  the  material  in  the 
free  abdominal  cavitv. 

Dr.  J.  O.  PoLAK. — I  wish  to  cite  a  case  upon  which  I  operated 
two  years  ago,  one  which  Dr.  Boldt  had  previously  operated  on. 
She  told  me  at  the  time  that  he  had  removed  an  ovarian  cyst  which 
was  filled  with  colloid  material.  When  I  saw  her  four  years  sub- 
sequent to  his  operation  her  abdomen  was  immensely  distended 
with  what  seemed  to  be  a  thin-walled  cyst,  or  free  fluid.  I  opened 
the  abdosnen  and  found  a  ruptured  ovarian  cyst  and  the  whole 
peritoneum  was  filled  with  colloid  material;  there  were  no  adhe- 
sions or  evidences  of  peritonitis.  I  have  seen  peritonitis  rapidly 
supervene  upon  rupture  of  other  ovarian  cysts — even  the  thin- 
walled  and  supposedly  inoccuous  one.  This  experience  with  a 
ruptured  colloid  cyst,  considering  the  great  quantity  of  fluid  ma- 
terial in  the  abdomen,  for  it  practically  filled  the  entire  cavity — 
and  the  absence  of  any  peritonitis — as  well  as  the  smooth  con- 
valescence of  the  patient,  was  instructive  to  me. 

Dr.  Brooks  H.  Wells. — I  have  seen  several  cases  of  ruptured 
colloid,  or  pseudomucin,  cysts  with  no  acute  peritoneal  reaction 
following.  Where  there  is  a  rupture  of  one  of  these  cysts  the 
colloid  material  becomes  spread  over  the  peritoneal  surfaces ;  it 
is  not  absorbed.  A  chronic  peritoneal  irritation  results ;  metas- 
tases from  detached  portions  of  the  original  cyst  are  apt  to  occur ; 
repeated  operations  are  often  necessary  and  usually,  but  not  al- 
ways, the  patient  finally  succumbs  to  the  disease. 

Dr.  Boldt. — That  is  the  general  experience. 

Dr.  Howard  C.  Taylor. — I  can  add  one  case  to  those  re- 
ported. A  woman,  aged  sixty-three  years,  had  moderate  disten- 
sion of  the  abdomen.  I  operated  and  found  a  ruptured  cyst  on 
the  left  side,  the  cyst  wall  being  very  thin  and  entirely  collapsed. 
The  fluid  in  the  abdominal  cavity,  about  twenty  pints,  was  colloid 
in  character  and  had  to  be  bailed  and  sponged  out.  This  case 
showed  no  signs  of  acute  peritonitis.  There  was  another  cyst 
about  the  size  of  an  orange  on  the  other  side,  which  was  renioved. 
The  operation  was  seven  years  ago  and  there  has  been  no  re- 
currence. 

Dr.  Howard  C.  Taylor  reported  a  case  of 

HYSTERECTOMY     FOR      INFECTED      FIBROID     THREE      WEEKS      AFTER 

ABORTION. 

Mrs.  L.,  aged  twenty-three,  married  six  months,  no  pre- 
vious children  nor  miscarriages,  menstruation  every  twenty- 
eight  days,  duration  five  days  and  moderate  in  amount. 
Her  last  menstruation  was  four  months  previous  to  ad- 
mission to  the  hospital.  Ten  days  before  her  admission 
she  had  had  a  fall  and  had  been  flowing  more  or  less 
since.  When  admitted,  her  temperature  was  102  and  her  pulse 
120.  On  examination,  the  cervix  was  found  high  up  directly  be- 
hind the  symphysis,  the  fundus  containing  a  fibroid  was  retro- 
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verted  and  firmly  fixed  in  the  pelvis.  The  diagnosis  was  made  of 
a  fibroma  uteri,  with  a  recent  miscarriage  and  more  or  less  in- 
fection. It  was  a  question  whether  to  operate  at  once  or  to  wait 
till  the  signs  of  infection  disappeared.  The  latter  course  was  de- 
cided upon.  After  two  weeks  had  passed,  the  temperature  having 
gradually  reached  normal,  it  suddenly  rose  to  102,  and  until  the 
time  of  the  operation  the  evening  temperature  was  about  102  and 
the  morning  temperature  normal.  When  the  abdomen  was  opened 
the  fibroid  was  found  to  be  one  that  could  easily  be  removed  by 
a  myomectomy,  but  the  temperature  and  history  seemed  to  coun- 
terindicate  such  an  operation  and  a  complete  hysterectomy  was 
performed.  After  its  removal,  the  fibroid  was  incised  and  found 
to  have  undergone  a  recent  degeneration,  and  in  the  interior  of 
the  uterus  was  found  some  retained  pieces  of  placenta.  It  would 
be  interesting  to  know  whether  it  would  have  been  possible  to 
have  safely  done  a  myomectomy  and  saved  the  uterus.  The  pa- 
tient's age  would  have  made  such  a  procedure  desirable  if  it  were 
possible. 

Dr.  Herman  J.  Boldt. — I  think  that  Dr.  Taylor  was  not  only 
justified,  but  chose  the  only  course  consistent  with  good  judg- 
ment in  such  cases.  Myomectomy  is  an  operation  which  should 
be  confined  to  those  cases  where  it  is  found  that  there  is  reason  to 
believe  that  the  uterus  can  be  left  in  good  condition  without  a 
number  of  beds  of  torn  tissue.  It  is  safer  to  do  a  hysterectomy 
rather  than  a  myomectomy  w^hich  leaves  ragged  and  jagged  myo- 
metrium. I  had  an  experience  some  years  ago,  when,  after  a 
myomectomy  in  which  several  tumor  beds  were  left,  on  the  third 
or  fourth  day  I  had  to  take  out  the  uterus  because  of  sepsis. 
Myomectomy  is  an  operation  which  should  be  done,  but  with 
restrictions.  I  believe  that  the  more  we  see  of  myomectomy  and 
its  dangers  the  more  do  we  come  to  the  conclusion  that,  with  few 
exceptions,  hysterectomy  is  the  more  desirable  operation. 

Dr.  S.  Marx. — Following  a  pregnancy  in  a  fibroid  uterus 
where  there  are  retained  secundines,  the  curette  is  a  dangerous 
instrument.  I  believe  that  in  these  cases  with  retained  secundines, 
placental  tissue  or  membranes  they  should  be  removed  by  manual 
means  only.  It  has  been  my  experience,  too,  that  in  cases  of  de- 
generating fibroids  the  use  of  a  curette  will  cause  lesions  which 
will  in  many  instances  run  on  to  gangrene.  I  have  had  a  large 
experience  in  these  matters ;  I  have  had  thirty  or  forty  cases.  I 
never  hesitate  to  advise  an  immediate  hysterectomy  in  cases  of 
fibroids  associated  with  pregnancy  and  with  distinct  evidences  of 
infection.  When  infection  occurs  only  an  early  and  timely  hyster- 
ectomy will  save  the  patient.  If  procrastination  is  the  policy — 
hoping  thereby  to  tide  the  patient  over  to  fit  her  for  a  so-called 
internal  operation — it  will  surely  lead  to  extension  of  the  infection 
until  the  case  is  hopeless.  Once  the  diagnosis  is  made,  our  only 
salvation  is  immediate  operation. 
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Dr.  W.  E.  Studdiford. — In  cases  of  this  kind,  fibroids  asso- 
ciated with  early  pregnancy  are  often  the  occasion  for  sloughing. 
I  had  a  case  two  months  ago  similar  to  this  one.  The  woman  had 
been  under  observation  for  three  or  four  months  prior  to  opera- 
tion. When  first  seen  the  fibroid  was  small.  She  became  preg- 
nant and  went  to  the  second  month.  In  the  meantime  the  fibroid 
had  quadrupled  in  size  and  the  tumor  was  fully  as  large  as  the 
one  here  presented.  The  woman  aborted  and  came  to  the  hos- 
pital with  very  much  the  same  history  as  the  one  given.  There 
was  bleeding,  with  a  little  temperature.  She  was  operated  upon 
within  forty-eight  hours  and  a  fibroid  which  was  beginning  to 
soften  was  found.  It  seems  to  me  that  the  probabilities  are  that 
with  the  advance  in  pregnancy  there  will  be  a  rapid  increase  in 
size  of  the  tumor.  When  operated  upon  involution  had  not  taken 
place  as  it  ought  to  in  the  tumor,  as  it  had  in  the  uterus.  It  had 
undergone  degeneration  and  was  readily  susceptible  of  infection. 

Dr.  LeRoy  Broun  exhibited  a  strip  of 

iodoform  gauze  removed  from  the  abdomen  of  a  PATIENT. 

The  strip  was  a  yard  wide  and  two  yards  long.  Miss  H., 
domestic,  about  thirty  years  old,  was  seen  January  24, 
with  a  small  median  abdominal  scar,  in  the  line  of 
which  were  two  suppurating  sinuses.  The  patient  stated 
that  in  September,  1906,  she  had  been  under  an  operation  for 
the  removal  of  both  uterine  appendages  in  a  hospital  of  an 
adjoining  town.  The  wound,  failing  to  heal,  was  reopened  Oc- 
tober 2  by  the  surgeon,  without  any  improvement  in  her  con- 
dition. When  seen  in  the  office  she  was  at  the  time  in  active  em- 
ployment and  desired  to  continue  her  labors  as  a  servant  for  two 
months  longer.  Yielding  to  advice,  she  entered  the  Woman's 
Hospital  a  week  after  being  seen  in  the  office.  The  sinuses  be- 
ing connected,  the  probe  came  in  contact  with  a  soft  mass, 
which  proved  to  be  gauze.  This  laid,  in  part,  immediately  be- 
neath the  abdominal  wound  and  extended  into  the  cul-de-sac. 
After  its  removal  it  proved  to  be  a  part  of  a  regular  five-yard 
roll  of  gauze  in  the  original  folds.  Drainage  was  introduced 
through  into  the  vagina,  giving  a  good  recovery.  The  striking 
features  of  the  case  are:  i.  That  such  a  mass  of  gauze  could 
remain  for  such  a  length  of  time  (five  months)  and  cause  so  few 
symptoms  as  to  permit  the  patient  to  perform  the  hard  work  of  a 
servant.  2.  That  even  at  the  expiration  of  this  time  the  distinct 
odor  of  iodoform  was  noticeable. 

Dr.  H.  L.  Collyer. — Many  of  these  cases  are  not  brought  to 
light.  I  have  had  two  or  three  experiences  of  this  sort.  Even 
with  careful  operators  and  nurses,  gauze  pads  and  other  things 
have  been  found  after  operation.  In  one  instance  a  patient  went 
for  six  months  after  an  operation,  complaining  of  pain  high  up 
in  the  left  side.    In  this  case  a  pad  was  found  and  removed. 
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Dr.  S.  Marx  reported  a  case  of 

VAGITUS    UTERINUS. 

The  extreme  rarity  of  the  "Vagitus  Uterinus"  is  my  only  excuse 
for  the  report  of  the  following  case.  Many  authors  even  deny  its 
existence,  and  Braun  in  his  latest  work  has  not  met  it  in  a  series  of 
400  cases  in  which  he  was  compelled  to  perform  version.  In  a  very 
large  number  of  cases,  many  of  which  were  complex  ones,  such 
as  the  obstetric  consultant  is  likely  to  meet,  the  writer  has  met 
the  condition  but  once  before.  In  the  first  case  the  "cry  of  help" 
was  heard  while  attempting  to  do  a  version,  with  the  child  still 
in  utero.  This  last  statemxCnt  must  be  considered,  for  the  "vagitus 
vaginalis,"  when  the  head  is  in  the  vagina,  is,  according  to  a  per- 
sonal experience,  not  so  uncommon.  In  the  true  variety  the  cry  is 
heard  immediately  on  introducing  the  hand  into  the  uterus.  Its 
physiology  is  readily  explained  by  the  admittance  of  air  to  the  child 
and  reflexedly,  even  as,  after  contact  with  the  air  after  a  normal 
birth,  the  cry  occurs.  It  is  the  weirdest  call  for  help  one  can 
imagine.  Its  uncanniness  is  magnified  by  our  inability  to  do  much, 
for  most  if  not  all  the  children  are  lost  before  they  can  be  extri- 
cated. It  is  exactly  simulated  by  a  fetus  placed  under  a  large  pil- 
low crying  at  some  distance  from  the  hearer.  The  case,  in  short, 
is  as  follows :  As  in  many  labors  difficult  because  of  the  size  of 
the  fetus,  labor  set  in  with  the  discharge  of  the  waters.  The  at- 
tending physician,  on  being  called,  found  the  os  fairly  dilated  and 
the  arm  presenting.  By  persistent  attempts  at  version,  he  suc- 
ceeded in  bringing  one  knee  down  and  further  impacting  the  case. 
On  my  arrival,  the  delivery  of  the  child  was  almost  reduplicated.  On 
introducing  the  hand  several  distinct  muffled  cries  were  heard,  piti- 
able and  whining.  They  were  repeated  on  three  occasions,  for  the 
hand  had  to  be  introduced  three  times  in  order  to  gain  sufficient 
purchase  to  do  the  version.  The  delivery  proved  extremely  difficult 
on  account  of  the  impaction.  The  after-coming  head  was  deliv- 
ered with  the  greatest  difficulty.  This  was  only  possible  after 
both  arms,  which  were  extended,  were  forcibly  brought  to  the 
world  bv  aid  of  the  blunt  hook.  The  child,  estimated  weight  about 
twelve  pounds,  was  dead. 

Dr.  C.  a.  Von  Ramdohr. — I  have  never  heard  such  a  cry  as 
described  by  Dr.  Marx  and  I  have  attended  many  confinements. 
Therefore,  this  must  be  extremely  rare. 

Dr.  Brooks  H.  Wells,  to  emphasize  the  necessity  for  care  and 
skill  in  the  pathological  examination  of  material  removed  from 
the  uterine  cavity  by  the  curette,  reported  a  case  of 

HYSTERECTOMY    FOR    CANCER, 

in  which  no  post-operative  evidence  of  cancer  was  found. 

The  patient,  a  highly-cultivated  virgin  of  46,  had  always 
enjoyed  good  health  and  had  never  had  any  symptoms  of  pelvic 
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trouble.  Menstruation  had  always  been  in  moderate  amount  and 
regular  in  occurrence  until  it  ceased  at  what  the  patient  supposed 
was  the  menopause.  Four  months  later  she  began  to  flow,  at 
first  moderately,  but  after  several  days  very  profusely.  This  flow 
lasted  for  two  weeks,  and  the  amount  of  blood  lost  was  enough  to 
markedly  w^eaken  the  patient.  At  this  time  a  physician  was  called 
in  who,  on  examination,  found  a  pelvic  tumor  and  performed  a 
curettage. 

The  tissue  removed  by  the  curette  was  sent  for  examination  to 
a  highly  recommended  pathologist  in  a  nearby  city.  He  reported 
promptly  that  the  tissue  was  adenocarcinoma  of  a  malignant  type 
(medullary),  and  this  report  was  given  to  the  patient.  I  was  then 
asked  to  see  the  case.  The  woman  was  in  bed  prostrated,  partly 
by  the  preceding  hemorrhage,  but  more  by  the  shock  of  being 
told  she  had  cancer.  Pelvic  examination  revealed  a  normal  vagina 
and  cervix.  The  fundus  of  the  uterus,  pushed  forward  against 
the  anterior  vaginal  wall,  was  enlarged  and  rounded,  suggesting 
the  presence  of  small  fibromata ;  the  uterus  was  wedged  in  the 
pelvis  immovably  by  a  rounded  mass  the  size  of  a  grapefruit  on 
the  left  side  and  by  a  smaller  cystic  tumor  on  the  right.  The 
clinical  diagnosis  under  these  conditions  was  cysts  of  both  ovaries, 
interstitial  fibromata  of  the  uterus,  and,  because  of  the  patholo- 
gist's report,  cancer  of  the  fundus. 

The  abdomen  was  opened  two  days  later,  a  dermoid  of  the 
left  ovary  and  glandular  cyst  of  the  right  being  found.  The  cysts 
and  a  fibroid  uterus  were  removed,  together  with  the  upper  por- 
tion of  the  vagina  and  as  wide  an  area  of  parametrium  as  was 
possible.  The  patient  made  an  uneventful  convalescence,  except 
for  a  mild  infection  in  the  lower  angle  of  the  abdominal  incision. 
On  examination  of  the  uterus  the  endometrium,  was  apparently 
normal,  being  everywhere  thin,  smooth,  and  soft.  Pieces  of  the 
uterus  from  six  chosen  points  were  hardened  and  examined  by 
Dr.  Jeffries,  pathologist  to  the  New  York  Polyclinic.  Nothing 
abnormal  was  found  other  than  evidence  of  a  moderate  endo- 
metritis. A  letter  to  the  pathologist  who  examined  the  scrapings 
from  the  curettage  brought  the  following  reply :  "I  regret  to 
report  that  I  will  not  be  able  to  send  slides.  ...  In  exam- 
ination of  scrapings,  the  material  is  not  'fixed,'  nor  is  it  exam- 
ined in  permanent  mounts  (balsam),  but  is  examined  in  normal 
salt  solution  in  the  fresh  state." 

In  the  examination  of  material  removed  by  the  curette  from  the 
interior  of  the  uterus,  it  is  important  that  both  the  surgeon  and 
the  pathologist  be  cognizant  of  the  conditions  that  may  lead  to 
error.  The  teasing  of  a  bit  of  fresh  tissue  in  salt  solution  is 
notoriously  inefficient  and  misleading.  All  the  fragments  re- 
moved should  be  hardened,  massed  together,  imbedded,  sectioned, 
and  stained,  so  that  permanent  mounts  may  be  made  and  kept  for 
study,  and  for  future  reference  if  necessary.  Should  the  histo- 
logical appearances,  then,  be  of  such  a  nature  as  to  make  the 


NEW    YORK    OBSTETRICAL    SOCIETY.  557 

diagnosis  doubtful,  the  sections  can  be  submitted  to  the  scrutiny 
of  Others. 

In  this  particular  case  the  damage  done  by  the  pathologist's 
error  was  confined  to  the  nerve  shock  which  the  patient  experi- 
enced by  being  told  she  had  cancer,  and  the  somewhat  increased 
danger  from  the  more  radical  operation  made  necessary  by  the 
supposed  presence  of  malignant  disease. 

Dr.  Herman  J.  Boldt. — It  has  occurred  to  me  that  on  three 
or  four  occasions  patients  have  been  saved  from  serious  opera- 
tions through  Dr.  Welsh  of  Baltimore.  In  all  these  instances  the 
specimens  had  been  sent  to  pathologists  whose  reputation  as 
pathologists  was  beyond  question.  But  for  reasons  of  my  own, 
I  doubted  the  correctness  of  their  diagnoses,  and,  therefore,  sent 
the  same  specimens  to  Dr.  Welsh,  and  he  kindly  sent  me  a  full 
report.  He  gave  reasons  why  it  might  be  that  some  other  quite 
thorough  pathologist  might  think  there  was  a  beginning 
malignancy  present.  I  allowed  these  patients  to  go  on  without 
operation,  with  the  firm  belief  that  they  would  remain  in  good 
health,  Dr.  Welsh's  pathological  raport  having  verified  my  clin- 
ical diagnosis.  We  cannot  be  too  careful  in  these  cases  ;  if  in  doubt, 
do  not  rely  upon  one  man's  opinion,  but  if  you  do,  endeavor  to  get 
the  best  in  the  countr\^ 

The  stated  subject  for  the  evening's  discussion  was 

THE  regulation  OF  MIDWIVES  IN  NEW  YORK  CITY.* 

A  paper  was  read  by  Dr.  Mabbott. 

Dr.  William  E.  Studdiford. — At  the  meeting  of  the  Associa- 
tion of  Neighborhood  Workers,  as  noted  in  Dr.  Mabbott's  paper, 
three  propositions  were  submitted : 

First,  a  law  based  on  the  English  midwifery  law  and  the  ]\Ied- 
ical  Practice  Act  of  New  York  State.  This  law  as  presented  was 
very  elaborate,  and  provided  for  courses  of  instruction,  exami- 
nations, etc.,  and  was  disapproved  by  all  of  the  medical  men 
present. 

The  second  proposition  had  for  its  basis  a  Board  of  Examiners 
drawn  from  officers  of  the  Department  of  Health,  and  placed 
the  matter  in  their  hands. 

The  third  proposition  suggested  a  Board  of  Examiners,  to  be 
appointed  by  the  Department  of  Health,  but  on  nomination  by 
the  Academy  of  Medicine  and  the  County  ]\Iedical  Society.  Both 
this  proposition  and  the  second  one  met  with  many  objections, 
the  principal  one  being  that,  while  midwives  seemed  to  be  a  neces- 
sary evil,  any  law  which  gave  them  recognition  on  a  basis  of 
examination  was  at  this  time  not  to  be  considered. 

With  these  facts  in  mind,  the  Department  of  Health,  together 
with  Mr.  Andrews  of  the  County  Medical  Society  and  the  Cor- 
poration Counsel,  have  drawn  up  the  following  bill : 

*See  original  article,  page  516. 
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An  Act  regulating  and  restraining  the  practice  of  midwifery 
in  the  City  of  New  York. 

The  people  of  the  State  of  New  York,  represented  in  Senate 
and  Assembly,  enact  as  follows : 

Sec.  I.  The  Department  of  Health  in  the  City  of  New  York 
is  hereby  vested  with  power  and  authority  to  adopt  rules  and 
regulations  and  adopt  ordinances  governing  the  practice  of  mid- 
wifery in  the  City  of  New  York,  including  rules  and  regulations, 
and  ordinances  for  the  admission  to  said  practice,  the  exclusion 
from  said  practice,  and  the  regulation  and  inspection  of  midwives 
and  the  practice  of  midwifery  generally,  in  the  City  of  New 
York. 

Sec.  2,  As  used  in  this  Act,  the  practice  of  midwifery  means 
the  offering  or  undertaking  by  any  person  to  assist  a  woman  in 
normal  childbirth,  but  it  does  not  include  at  any  childbirth  the 
use  of  any  instrument,  nor  the  assisting  of  childbirth  by  any  arti- 
ficial, forcible,  or  mechanical  means,  nor  the  performance  of  any 
version,  nor  the  removal  of  adherent  placenta,  nor  the  admin- 
istering, prescribing,  advising,  or  employing  in  childbirth  of  any 
drug  other  than  a  disinfectant.  This  Act  shall  not  be  -construed 
as  applying  to  any  practitioner  of  medicine  duly  authorized  to 
practice  medicine  and  registered  according  to  law,  nor  shall  it 
authorize  any  midwife  to  practice  medicine. 

Sec.  3.  Any  person  who  shall  practice  midwifery  in  the  City 
of  New  York  in  violation  of  any  rules,  regulations,  and  ordi- 
nances promulgated  by  the  Department  of  Health,  shall  be  guilty 
of  a  misdemeanor. 

Sec.  4.     This  Act  shall  take  effect  immediately. 

By  this  bill  the  Department  of  Health  is  given  absolute  power 
in  the  matter  of  drawing  up  rules  and  regulations  for  the  control 
of  midwives.  It  enables  it  to  inspect  midwives  and  lying-in 
establishments  conducted  by  them.  At  the  present  time  the 
Department  has  no  power  in  this  matter,  and,  as  a  result,  the 
number  of  midwives  is  increasing;  they  are  under  no  regulation 
or  inspection,  and  many  of  them  undoubtedly  resort  to  criminal 
practices  and  are  a  source  of  danger  to  the  community. 

This  bill  is  presented  to  you  for  discussion,  and  it  is  earnestly 
hoped  that  at  the  end  of  the  discussion  the  Society  will  see  its 
way  clear,  both  as  a  society  and  as  individuals,  to  indorse  the  bill 
and  work  for  its  passage  through  the  legislature. 

Dr.  C.  a.  Von  Ramdohr. — I  indorse  the  remarks  made  by 
Dr.  Studdiford,  and  would  heartily  support  the  proposed  law  as 
an  initial  step  in  the  suppression  or  restriction  of  midwives.  It  is 
impossible  for  us,  when  we  hear  that  forty-five  thousand  women 
are  confined  by  them  in  New  York  City,  to  ignore  midwives. 
Further,  so  many  women  are  accustomed  to  the  services  of  a 
woman  at  the  time  of  parturition  that  we  cannot  at  once  set  aside 
their  cherished  traditions  and  customs.  In  Europe  midwives  are 
well  educated  in  proper  institutions,  where,  by  a  long  course  of 
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training,  the  principles  of  asepsis,  diagnosis,  nursing,  and  noninter- 
ference are  drilled  into  them.  They  are  properly  supervised  by 
periodical  inspection  of  their  obstetrical  bag  and  careful  investiga- 
tion of  any  death  of  mother  or  child  or  any  sepsis  occurring  in 
their  practice.  When  these  midwives  arrive  on  our  shores,  a 
small  number  remain  the  same  careful  women,  and  do  'all 
proper  obstetrical  work,  barring  operations,  as  well  as  the  average 
physician,  but  the  great  majority  without  supervision  very  soon 
get  slovenly,  do  not  attend  to  cleanliness,  trv  to  do  minor  or  major 
operations,  and  learn  to  perform  abortions".  Another  class,  who, 
after  a  little  experience,  some  fake  teaching,  or  experience  as 
nurses,  have  felt  proper  to  call  themselves  midwives,  are  with 
rare  exceptions,  a  danger  to  the  life  of  mother  or  child,  and  to 
the  community  in  general. 

The  amount  of  sepsis  which  occurs  after  midwives'  confine- 
ments is  appalling.  They  only  call  medical  help  when  their  pa- 
tient is  about  to  die.  Lesser  cases  of  sepsis  are  never  reported  to 
the  Board  of  Health.  Should  there  be  a  death  it  is  not  always 
reported,  I  am  sorry  to  say,  by  some  practitioners,  for  there  are 
always  terms  like  double  pneumonia,  which  sound  better  on  a 
death  certificate  than  septicem.ia. 

That  these  women  need  supervision  we  know.  vVe  cannot 
suppress  them,  neither  can  we  at  the  present  time  create  a  profes- 
sional class  of  midwives  of  high  standing,  because  we  have  not 
the  necessary  schools.  I  heartily  indorse  the  proposed  bill  which 
enables  the  Board  of  Health  to  supervise  their  work. 

Dr.  S    AIarx.— While  I  agree  in  the  main  with  what  the  last 
speaker  has  said,  yet  I  feel  there  is  much  use  for  midwives  in  New 
York  City.    If  I  had  the  courage  of  my  convictions,  and  were  it 
not  for  the  fact  that  midwifery  is  known  to-day  to  belong  in 
the  same  category  with  the  professional  abortionists,  I  should, 
as  a  teacher  and  attendant  in  lying-in  hospitals,  have  long  ao-o 
started  a  respectable  school  for  midwives.    A  year  ago  I  asked  a 
midwife  what  she  had  gained  from  the  course  of  instruction  she 
had  taken.    The  answer  was,  "I  have  not  gained.    I  lost.    It  cost 
me  two_  hundred  dollars  for  three  weeks'  teaching,  and  the  only 
instruction  I  got  was  in  seeing  a  woman  delivered."     This  is  the 
experience  in  instruction  in  midwifery  to  a  person  who  should  be 
upheld  and  encouraged  in  the  proper  direction.       Dr.  Mabbott 
does  not  come  in  contact  with  these  cases  initially,  a  thing  that  he 
rnust  realize.     If  the  average  poor  woman  is  to  be  attended  bv  a 
physician  it  is  physically  and  morally  impossible  for  that  man  to 
give  the  woman  the  care  and  attention  required  at  ten  dollars  per 
confinement.    I  know  of  one  physician  who  emplovs  three  careful 
and  skilled  midwives  to  aid  him.       He  has  four'  hundred  cases 
every  year.     The  women  are  attended  bv  one  of  these  midwives, 
and,  when  about  to  be  delivered  or  when  difficulties  arise,  the 
doctor  IS  sent  for  and  delivers  them.     He  rarely  has  a  case  of 
sepsis  or  a  case  of  laceration  of  the  perineum.    In  my  own  experi- 
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ence  I  see  cases  who  have  been  dehvered  by  midvvives,  and  lacer- 
ations are  no  oftener  met  with  in  their  cases  than  in  those  attended 
by  physicians.  When  I  look  back  to  my  interneship  in  the  New 
York  Maternity  Hospital,  about  twenty-two  years  ago,  and 
remember  the  skill  and  the  care  with  which  the  nurses  examined 
the  women,  the  care  and  skill  exercised  in  diagnosing  not  only 
the  presentations  but  the  position  of  the  presentations ;  when  I 
look  back  at  my  experience  abroad  at  the  lying-in  institutions  in 
Europe,  at  the  skill  and  the  care  shown  by  midwives  there,  I  can 
see  no  reason  why  New  York  should  not  have  them.  By  this 
courage  of  my  convictions,  I  beheve  a  proper  school  should  be 
started.  Such  an  institution  or  hospital  for  taking  in  and  training 
women  would  be  of  value,  and  they  should  be  trained,  not  for  six 
weeks  but  for  six  months,  trained  in  making  a  diagnosis  of  the 
position  of  the  presenting  part,  and  how  to  act  in  emergencies.  If 
we  allow  incompetent  women  to  go  on,  and  if  we  make  no  attempt 
to  elevate  them,  you  will  have  bad  midwives  to  deal  with  as  long 
as  you  live.  Give  careful  instruction  to  the  midwives  here  as  is 
given  abroad,  under  careful  supervision,  letting  them  know  that 
they  will  be  absolutely  forbidden  to  use  any  instrumentation 
whatsoever,  and  I  maintain,  in  view  of  that,  that  we  will  require 
midwives  in  the  City  of  New  York.  The  poor  woman  is  proud, 
and  will  not  be  treated  as  a  pauper  in  an  institution ;  but  if  at 
home,  and  attended  by  a  midwife,  and  if  the  midwife  is  honest 
and  anything  happens,  the  woman  may  be  urged  to  send  for  a 
physician.  I  believe  that  if  the  bill  is  passed  it  will  be  a  good  bill, 
but  all  such  bills  are  lost.  This  is  probably  the  last  we'll  know  of 
it  until  some  new  altruistic  streak  will  develop  in  the  future. 

Dr.  William  S.  Stone. — I  think  that  we  should  indorse  this 
bill.  From  my  own  observation  of  midwives,  I  agree  most 
heartily  with  some  of  the  remarks  of  the  last  speaker  in  regard 
to  them.  I  have  found  there  are  no  more  cases  of  sepsis  in  those 
women  who  are  attended  by  midwives  than  in  those  who  are 
attended  by  physicians.  I  think  that  in  comparing  the  midwife 
with  the  physician  attending  the  tenement-house  cases,  sepsis  will 
probably  be  found  to  be  less  frequent  in  the  cases  attended  by  the 
midwives.  I  have  thought  since  my  experience  with  the  midwives 
and  with  their  work  that  we  have  been  inclined  to  abuse  them. 
I  believe  there  is  a  field  for  them.  While  it  may  be  that  the 
Italian  midwife  does  not  give  the  after  care  required  by  these 
patients,  there  are  few  men  skilled  in  obstetrics  who  can  give  the 
care  for  a  ten-dollar  fee  that  midwives,  in  general,  can.  There- 
fore, believing  there  is  a  field  for  them,  I  wish  to  heartily  indorse 
the  bill,  which  will  do  something  in  the  way  of  legislation  and  will 
be  the  first  step  in  furthering  their  education. 

Dr.  W.  E.  Studdiford. — I  should  like  to  make  two  or  three 
remarks  in  regard  to  Dr.  IMabbott's  paper.  First,  as  regards  the 
power  of  the  Health  Department  at  present.    The  Health  Depart- 
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merit  has  tried  its  best  to  extend  the  general  health  act,  which 
gives  power  to  add  to  the  sanitary  code,  or  to  make  ordinances, 
where  pubHc  health  is  at  stake.    This  means  the  protection  of  the 
public  health.    No  one  would  consider  such  a  measure  as  directed 
to  a  normal  labor  attended  by  a  competent  midwife.    In  the  con- 
duct of  any  normal  labor,  midwives  understand  their  business, 
and  there  is  no  occasion  for  any  such  act.     But,  on  the  other 
hand,  the  Corporation  Counsel  has  been  consulted  and  has  stated 
that  the  Health  Department  has  no  power  in  this  matter.     Bills 
have  been  introduced  in  the  counties  of  Chautauqua,  Monroe,  and 
Erie;  the  bills  all  passed,  and  examining  boards  were  appointed 
by  the  County  Judge,  and  all  served  without  remuneration.    The 
Board  is  made  up  of  physicians,  of  practising  physicians,  and 
they  receive  no  remuneration.     Consequently  the  Acts  have  not 
produced  the  results  desired,  with  the  exception  of  Rochester. 
Mr.    Golden,    active    in    all    lines    of    sanitary    work,  assumed 
the  responsibilty  of  the  instruction   of  midwives   in  Rochester. 
The  bill  presented  to-night  is  based  upon  an  entirely  different  plan. 
It  gives  broader  power=  *^'^  ^^^  TTaalth  ri-pnartment  than  it  has 
had,  and  enables  it  to  deal  more  seriously  with  midwives.     They 
should  be  limited  to  the  conduct  of  normal  labors.     Now  they 
not  only  take  cases  outside,  but  also  in  lying-in  establishments. 
A  number  of  these  people  within  the  last  few  years  have  been 
convicted  by  Mr.  Andrews,  the  counsel  for  the  County  Medical 
Society,  but  the  Health  Department  has  not  had  the  power  to 
inspect  these  institutions.     If  the  bill  is  passed  and  the  midwife 
knows  that  her  work  is  under  inspection  by  officers  of  the  Health 
Department,  that  alone  is  going  to  be  efficient.     If  one  found  a 
midwife  with  her  bag  containing  a  dilator  and  a  curette,  that 
would  be  presumptive  evidence  of  criminal  work.     Therefore, 
she  would  be  prevented  from  practising  midwifery.     While  this 
is  the  basis  of  the  bill,  it  requires  no  examination ;  yet  it  pre- 
supposes the  formation  of  a  school  for  the  instruction  of  mid- 
wives.    At  present  there  is  no  such  school.    I  ask  the  members  of 
this  society  to  indorse  the  bill,  so  that  we  can  at  least  establish 
some  police  regulations  over  midwives  practising  here,  and  elimi- 
nate the  criminal  and  the  incompetent  ones.    /Vfterwards,  schools 
for  the  education  of  midwives  in  the  city  may  be  formed  if  we  see 
the  necessity  for  them.    It  is  a  narrow  and  an  unwise  policy  for  the 
medical  profession  to  oppose  legislation  which  gives  control  over 
the  practice  of  midwifery. 

Dr.  H.  L.  Collyer. — I  wish  to  support  the  doctor's  statement. 
The  New  York  Academy  of  Medicine  recommended  a  State  law. 
We  know  from  past  experiences  what  the  midwife  has  been  and 
what  she  is  to-day.  We  cannot  get  rid  of  the  midwife  in  this  city 
or  in  other  cities.  But  we  can  regulate  her  practice.  It  appears 
to  me  that  a  law  which  gives  the  Board  of  Health  power  to  regu- 
late midwives  is  a  law  we  want.  The  law  suggested  appeals  to 
me   on   the  ground   that   it   controls   midwives   to   the   greatest 


562  '  TRANSACTIONS    OF    THE 

extent  with  the  least  amount  of  danger.  So  long  as  the  Board  of 
Health  remains  efficient  in  this  matter  as  now  I  hope  the  Society 
will  indorse  the  bill. 

Dr.  R.  H.  PoMEROY. — It  is  fair  to  assume  that  this  Society 
wishes  to  consider  the  public  welfare  in  this  entire  matter.  The 
midwife  is  a  permanent  institution  in  this  city.  From  the  point 
of  view  of  the  prospective  mothers,  it  must  be  stated  that  they  are 
attended  as  efficiently  by  the  midwives  as  by  physicians  attending 
the  same  class  of  patients.  This  is  a  recognized  fact.  At  present 
there  are  two  classes  of  midwives,  those  that  need  more  education 
and  those  who  are  criminal.  In  order  to  accomplish  anything  for 
the  benefit  of  the  public,  we  must  have  legislative  power  to  police 
the  criminals  in  that  class.  We  as  educators  must  stand  together 
and  have  educated  those  who  are  willing  to  be  educated.  We 
cannot  clean  our  own  skirts.  There  is  probably  as  much  bad 
obstetrics  by  graduated  and  registered  physicians  as  there  is  by 
midwives.    I  think  we  should  stand  positively  for  this  legislation. 

Dr.  F.  a.  Dorman. — My  first  experience  with  midwives  came 
when  I  went  doing  obstetrical  work  at  the  Post-Graduate.  I  was 
caring  for  a  woman  who  had  previously  been  delivered  by  a  mid- 
wife. It  took  me  about  ten  minutes  to  persuade  the  patient  to 
allow  me  to  remove  the  sheets  for  the  purpose  of  making  an 
examination.  It  showed  me  the  ingrown  prejudice  against  male 
attendance  among  these  women.  In  the  Sloane  Maternity  we 
saw  very  little  of  the  bad  results  from  the  work  of  midwives. 
More  desperate  cases  would  occur  in  the  cases  attended  by  doc- 
tors, the  result  of  bungling  work.  The  gravest  feature  of  the 
midwife  situation  is  the  amount  of  criminal  operations  that  are 
done  by  them.  While  I  have  not  had  much  contact  with  that  sort 
of  thing,  I  understand  that  in  the  Lying-in  Hospital  there  are 
numbers  of  septic  cases,  the  results  of  abortions  by  midwives.  I 
agree  with  the  attitude  of  Dr.  Mabbott  that  this  class  of  people 
should  not  have  recognition,  so  far  as  giving  them  professional 
standing.  They  should  not  be  given  an  opportunity  to  treat  cases 
medically.  But  I  feel  strongly  in  favor  of  the  bill  as  drawn  up, 
and  I  hope  we  will  do  all  we  can  to  pass  it. 

Dr.  James  N.  West. — My  experience  has  been  that  a  great 
many  bad  results  occur  from  the  attention  of  midwives  to  patients 
in  confinements,  and  I  have  often  thought  of  this  subject.  I 
welcome  with  delight  the  bringing  forward  of  a  law  to  control 
the  practice  of  midwifery.  I  believe  this  is  in  the  right  direction. 
This  law  now  brought  up  may  have  to  be  modified,  but  this  time 
alone  can  tell.  It  is  certainly  a  step  in  the  right  direction.  We 
all  know  that  a  great  many  women  commit  abortions,  and  I  know, 
moreover,  that  with  regard  to  this  crime  that  there  is  an  awaken- 
ing as  in  many  other  branches  of  society.  It  has  been  my  pleasure 
to  be  called  as  an  expert  by  the  State  in  three  cases  within  the  last 
sixteen  months,  and  this  illustrates  the  manner  with  which  the  law 
covers  the  crime  of  abortion,  and  it  also  illustrated  the  difficulty 
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a  fair-minded  and  determined  jury  encountered  in  bringing  the 
guilty  to  justice. 

The  first  case  was  that  of  Conrad.  Through  the  instrumental- 
ity of  the  New  York  County  Medical  Society,  Mr.  Andrews,  the 
counsel,  brought  Conrad  to  trial  for  an  attempt  at  abortion.  He 
did  not  produce  the  abortion ;  he  did  not  even  touch  the  woman. 
But,  because  he  had  in  his  possession  instruments  designed  for 
the  purpose,  and  the  patient  in  position  for  operation,  he  was 
convicted.  The  case  was  taken  to  the  Court  of  Appeals  and  they 
ratified  the  findings  of  the  court  which  had  convicted  him,  and  he 
is  now  serving  his  term  in  Sing  Sing. 

The  second  case  was  that  of  a  servant  girl.  A  policeman  had 
steered  this  girl  to  Conrad's  sanitarium,  and  there  Conrad  did  the 
work.  This  Conrad  was  already  under  sentence,  the  first  convic- 
tion of  the  kind  in  this  country.  The  case  was  a  unique  one.  The 
policeman  simply  took  the  girl  to  the  sanitarium,  and  he  was  con- 
victed and  sentenced  to  serve  a  term  in  the  penitentiary  for  taking 
part  in  the  performance  of  an  abortion. 

The  third  case  was  the  People  against  A^Iiller.  Miller  had 
induced  an  abortion  upon  a  young  woman  who  died.  The  Coroner 
at  autopsy  found  a  certain  condition  of  things ;  among  other 
things,  certain  material  was  found  in  the  uterus  which  was  said 
to  be  placental  material.  The  first  jury  failed  to  convict;  it  was 
a  hung  jury,  because  the  material  removed  from  the  uterus  had 
not  been  examined  microscopically.  The  doctors  who  saw  the 
autopsy  were  not  able  to  say  positively  that  it  was  placental  tissue. 
This  was  the  weak  spot  in  the  case,  and  it  was  brought  up  again. 
The  second  time  a  hypothetical  question  was  given  to  me,  and  I 
was  able  to  answer  that  this  was  placental  tissue.  The  woman 
was  convicted  and  sentenced  to  the  penitentiary.  If  you  now 
think  that  the  crime  of  abortion  is  not  controlled,  it  is  not  because 
the  people  are  not  awakened  to  the  heinousness  of  it,  and  that  the 
District  Attorney  will  not  prosecute,  but  because  the  cases  are  not 
brought  before  the  authorities. 

Dr.  a.  Brothers. — Some  years  ago  I  practised  in  the  slums  on 
the  East  Side,  having  the  best  opportunities  to  see  the  mischief 
done  by  midwives  in  the  practice  of  obstetrics.  The  worse  mid- 
wife for  me  was  the  superior  woman  whom  we  all  met.  The 
majority  of  cases  of  sepsis  you  now  see  in  the  hospital,  I  must 
confess,  are  those  v/hich  give  the  history  of  having  been  under 
the  care  of  a  midwife.  There  is  no  question  in  my  mind  but  that 
midwives  are  here  to  stay.  The  point  was  well  brought  out  that 
the  Italians  are  so  sensitive  in  this  matter  that  it  is  the  greatest 
exception  for  an  Italian  woman  to  permit  a  medical  man  to  enter 
the  lying-in  chamber  during  the  process  of  confinement.  These 
women  are  absolutelv  opposed  to  any  change  in  the  care  of  them 
by  midwives.  On  the  other  hand,  there  is  good  work  for  us  to  do 
for  midwives.  I  do  not  believe  the  busy  practitioner  can  devote 
the  time  to  the  care  of  these  poorer  classes  of  women  who  require 
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assistance  which  they  can  get  from  midwives.  Outside  of  that 
fact,  I  am  convinced  that  a  large  number  of  septic  cases  come 
from  the  general  praGtitioners  of  the  slums.  The}'  have  a  case 
of  diphtheria  to  treat,  or  they  may  do  an  intubation  in  diphtheritic 
croup,  and  then  they  deliver  these  women.  The  chance  for  infec- 
tion is  far  greater  than  would  occur  in  the  hands,  perhaps,  of  an 
unclean  midwife.  I  disagree  with  any  who  feel  that  midwives  as 
a  class  should  be  abolished.  I  do  not  beheve  they  will  be,  nor  do 
I  believe  they  ought  to  be.  I  believe  that  there  should  be  some 
institution  as  that  of  the  Board  of  Health,  which  should  require 
the  registration  of  midwives.  This  law  should  not  only  be  sanc- 
tioned by  the  Society,  but  it  should  bring  the  better  class  of 
midwives  into  the  proper  sphere  of  action  and  exclude  that  class 
which  should  not  be  allowed  to  practise.  Therefore,  I  heartily 
indorse  the  movement  on  foot  to  give  the  Health  Department 
supervision  over  midwives. 

Dr.  J.  Milton  Mabbott. — I  do  not  wish  to  be  misunderstood 
as  opposing  the  other  gentlemen  present.  I  am  largely  in  accord 
with  the  statements  made  by  Dr.  Marx,  Dr.  Brothers  and  Dr. 
Stone.  The  Health  Department  should  be  empowered  to  en- 
force the  provisions  of  the  sanitary  code,  and  what  we  wish 
should  be  made  possible  in  it,  instead  of  having  any  State  law.  I 
should  recommend  that  instead  of  passing  the  resolution  that  we 
think  it  over  until  the  next  meeting.  Showing  that  our  views  may 
change,  I  would  like  to  call  attention  to  the  change  of  attitude  in 
Dr.  Pomeroy  of  Brooklyn  since  December  20  last,  when  he  said : 
''These  midwives  need  regulating;  but  I  do  not  believe  that  the 
midwife  can  classify  her  cases  as  normal  or  abnormal.  She  must 
treat  abnormal  cases  or  be  simply  an  obstetric  nurse."  Now  he 
favors  a  law  imposing  an  impossible  restriction.  Midwives  have 
gone  without  regulating  so  far,  except  in  the  sanitary  code.  Some 
of  them  have  done  fairly  well,  and  why  should  we  rush  into  en- 
dorsing a  city  law  giving  power  to  the  Board  of  Health  in  a 
specific  manner,  carefully  differentiating,  when  we  have  gotten 
along  without  it  in  the  past.  Until  we  know  what  we  want  and 
what  we  need,  and  until  we  know  what  the  attitude  of  the  profes- 
sion will  be,  I  think  it  is  rather  early  to  act.  Dr.  Manges  said  to 
me:  "Whatever  you  do  will  be  wrong."  I  believe  it  will  be 
wrong  if  we  act  hastily. 

Dr.  W.  E.  Studdiford. — The  sanitary  code  cannot  be  consid- 
ered in  this.  There  is  no  sanitary  code  regulating  midwives.  We 
cannot  incorporate  anything  into  the  sanitary  code  regulating 
midwifery.  It  is  proposed  to  have  a  bill  passed  giving  the  De- 
partment of  Health  the  power  to  adopt  rules  and  regulations  con- 
trolling the  practice  of  midwifery.  Now,  it  seems  to  me  that  if 
this  is  going  to  be  postponed  for  a  month  it  is  wrong ;  the  bill  was 
to  be  introduced  last  night  in  Albany.  It  seems  to  me  that  a  delay 
of  one  month  may  be  a  serious  matter.  We  need  all  the  backing  of 
the  medical  profession  we  can  get.     If  the  gentlemen  will  read 
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the  bill  very  carefully  they  will  find  nothing  in  it  which  adds  to 
the  recognition  of  midwives  more  than  we  do  to-day.  But  it  gives 
the  Department  of  Health  the  power  to  regulate  midwifery  and 
makes  this  regulation  as  stringent  as  it  may  find  necessary.  This 
will  eliminate  a  large  amount  of  criminal  practice.  After  a  time 
the  question  of  having  a  course  of  instruction  may  come  up  and 
the  Health  Department  will  have  the  power  to  recognize  such 
courses  of  instruction,  provided  suitable  colleges  or  institutions 
are  incorporated  where  midwives  can  get  their  training.  All  we 
ask  now  is  simply  the  power  to  regulate  the  practice  of  midwifery 
as  it  exists  in  the  city  of  New  York  to-day.  I  think  the  New 
York  Obstetrical  Society  should  back  up  the  Health  Department 
in  this  matter. 

Dr.  H.  L.  Collyer. — I  rise  in  reference  to  the.  motion.  Dr. 
Mabbott  has  carefully  gone  over  the  situation,  but  he  forgets  that 
something  must  be  done  at  once  in  regard  to  this  matter  of  mid- 
wifery. This  law  simply  enables  the  Board  of  Health  to  regulate 
midwives.  Whereas  to-day  we  have  no  control  at  all.  Anyone 
can  practice  midwifery  and  they  can  even  go  further  under  the 
guise  of  midwives.  But  if  we  indorse  this  bill  giving  the  Board 
of  Health  the  power  to  regulate  midwives,  it  will  give  that  board 
the  opportunity  to  stop  improper  practices.  The  city  law,  it  ap- 
pears, can  be  repealed  more  easily  if  we  find  that  it  is  not  good. 
This  is  simply  a  trial.  We  must  control  midwives  or  else  the 
community  is  injured.  Delay  is  dangerous  because  it  means  a 
failure  to  have  any  law  passed.  Therefore,  I  recommend  that  this 
Society  endorse  that  procedure. 

The  Society  then  passed  a  motion  endorsing  the  proposed  bill. 
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Stated  Meeting  Thursday,  December  6,  igo6,  at  8:30  p.m. 

Dr.  John  G.  Clark  in  the  Chair. 

Dr.  J.  Whitridge  Williams  of  Baltimore  made  an  address 
upon  the 

TOXEMIC  VOMITING  OF  PREGNANCY. 

and  based  his  remarks  upon  the  articles  upon  the  same  sub- 
ject which  appeared  in  the  Bulletin  of  the  Johns  Hopkins  Hos- 
pital and  the  American  Journal  of  Medical  Science  for  1906. 
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He  stated  that  as  the  result  of  his  experience  it  seems  permis- 
sible to  classify  cases  of  serious  vomiting  of  pregnancy  into  three 
groups:  I,  reflex;  2,  neurotic;  and  3,  toxemic.  In  the  first  the 
condition  is  apparently  associated  with  some  distinct  abnormality 
of  the  generative  tract,  such  as  the  existence  of  retroflexed  preg- 
nant uterus,  or  an  ovarian-  tumor.  Under  such  circumstances  the 
vomiting  ceases  upon  the  replacement  of  the  uterus  or  the  re- 
moval of  the  tumor.  In  the  neurotic  group,  the  vomiting  is  a 
manifestation  of  a  neurosis,  somewhat  allied  to  hysteria,  and  can 
be  cured  by  suggestion,  provided  it  is  properly  applied  by  one  who 
is  confident  of  his  premises. 

The  toxemic  variety,  on  the  other  hand,  is  the  most  serious  dis- 
ease, and  is  a  manifestation  of  a  profound  disturbance  of  metabol- 
ism. In  cases  which  go  to  autopsy  profound  lesions  of  the  liver 
are  noted,  analogous  to  those  observed  in  acute  yellow  atrophy. 
The  urine  also  presents  characteristic  changes,  in  that  there  is  a 
marked  increase  in  the  ammonia  coefficient.  By  this  is  meant 
the  percentage  of  the  total  nitrogen  of  the  urine  which  is  excreted 
in  the  form  of  ammonia.  Normally  this  varies  between  3  and  5 
per  cent.,  but  in  toxemic  vomiting  it  may  rise  10,  20,  30,  or  even  46 
per  cent.,  as  in  one  of  his  cases.  Albumen  and  casts  are  not  present 
except  in  the  terminal  stage  of  the  disease.  In  the  latter  part  of 
the  affection  the  patient  vomits  without  effort  large  quantities  of 
"coffee  ground"  material  and  dies  in  coma  while  still  well  nour- 
ished. 

In  neurotic  vomiting,  on  the  other  hand,  such  urinary  changes 
are  absent,  and  Dr.  Williams  believes  that  the  increase  in  the  am- 
monia coefficient  affords  a  most  valuable  means  to  diagnosticating 
between  the  former  and  the  toxic  variety.  He  then  exhibited  a 
number  of  charts  confirming  this  statement. 

Such  a  differentiation  is  most  necessary,  as  it  is  impossible  by 
the  ordinarily  clinical  methods  to  distinguish  between  the  two  con- 
ditions until  the  patient  is  too  far  gone  to  be  helped,  as  it  fre- 
quently happens  that  two  women  may  appear  equally  ill,  and  yet 
the  one  will  be  suffering  from  the  neurotic  and  the  other  from  the 
toxemic  variety  of  vomiting.  In  the  former  case  a  few  days  of 
suggestive  treatment  will  effect  a  cure,  while  in  the  other  prompt 
abortion  is  necessary  in  order  to  save  the  patient's  life,  and  even 
then  the  organic  changes  accompanying  the  condition  may  have 
progressed  to  such  an  extent  as  to  be  incompatible  with  life. 

Dr.  Williams  does  not  consider  that  the  liver  lesion  is  primary, 
but  holds  that  it  is  a  result  of  profound  disturbance  in  metabolism 
concerning  whose  origin  we  are  ignorant.  He  does  not  claim  that 
a  high  ammonia  coefficient  occurs  only  in  this  condition,  as  he 
knows  that  it  may  occur  in  other  instances,  but  in  the  present  state 
of  our  knowledge  he  believes  that  it  is  a  valuable  sign  of  impend- 
ing danger  in  pregnant  women  suffering  from  uncontrollable  vom- 
iting. 
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Dr.  Richard  C.  Norris  read  a  paper  on 

THE    TREATMENT    OF    PERNICIOUS    VOMITING    OF    PREGNANCY.* 

Dr.  David  L.  Edsall. — My  knowledge  of  the  subject  is 
limited  to  the  medical  clinician's  slight  knowledge  of  the  condition 
and  to  a  theoretical  consideration  of  some  of  Dr.  Williams'  work. 
I  have  been  particularly  impressed  with  the  lesions  that  Dr.  Will- 
iams describes  as  occurring  in  the  liver,  and  I  think  that  his 
observation  of  a  high  ammonia  excretion  is  of  much  interest  and 
importance  in  connection  with  this.  I  feel  skeptical,  however, 
as  to  the  reliance  to  be  placed  upon  the  ammonia  coefficient  as  an 
absolute  means  of  making  a  diagnosis  between  different  types  of 
vomiting,  and  I  feel  very  doubtful  about  the  wisdom  of  basing 
operative  procedures  purely  upon  that.  An  increase  of  the 
ammonia  coefficient  may  indicate  one  of  two  things,  disturbance 
in  the  function  of  the  liver  or  acid  intoxication.  While  it  is  prob- 
able that  at  times  the  liver  does  to  some  degree  lose  the  function 
of  forming  urea  from  ammonia  compounds,  and  thereby  lead  to  a 
high  ammonia  excretion,  this  is  certainly  not  usually  the  cause 
of  excessive  excretion  of  ammonia  in  the  urine.  The  latter  is  on 
the  contrary  usually  due  to  acid  intoxication,  even  when  liver 
disease  is  present. 

Acid  intoxication  occurs  in  a  number  of  different  groups  that 
mingle  with  each  other  somewhat,  but  are  to  a  certain  extent  dis- 
tinct, and  I  believe  Dr.  Williams'  results  indicate  that  these  cases 
belong  in  one  group  of  acid  intoxications.  '  The  cases  that  fall  in 
the  best  known  group  are  the  type  that  we  see  in  diabetes  or  in 
any  other  condition  in  which  there  is  such  a  distorted  diet  that  the 
carbohydrates  are  abnormally  decreased  and  the  fats  increased. 
Another  group  is  the  inanition  acid  intoxication  in  which  also  the 
carbohydrates,  together  with  the  other  foods,  are  reduced  and  the 
patient  lives  on  the  tissues,  particularly  the  fats,  of  his  body.  Be- 
cause of  the  existence  of  this  group,  I  feel  somewhat  skeptical 
concerning  the  diagnostic  and  prognostic  value  of  ammonia  nitro- 
gen determinations,  for  pernicious  vomiting  cases  are  certainly 
suffering  from  inanition,  as  well  as  from  a  probable  toxemia,  and 
it  seems  to  me  impossible  to  tell  in  any  case  whether  abnormally 
high  ammonia  values  are  due  to  starvation  or  toxemia.  I,  how- 
ever, believe  that  these  cases  probably  show  high  ammonia  excre- 
tion, not  simply  because  of  starvation,  but  because  of  a  toxemia, 
and  while  I  question  the  prognostic  value  of  the  results,  I  believe 
that  Dr.  Williams'  combined  observations  of  severe  hepatic  lesions 
and  high  ammonia  excretion  are  of  great  pathological  interest. 
Outside  of  diet  and  starvation  there  are  certainly  some  disturb- 
ances which  result  in  acid  intoxication. 

One  instance  which  I  am  quite  certain  is  a  definite  metabolic 
disturbance  is  the  acid  intoxication  that  occurs  in  the  recurring 
vomiting  of  children.    Here,  without  sufficient  explanation  in  the 

*See  original  article,  page  535. 
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diet,  there  are  the  evidences  of  marked  acid  intoxication.  Another 
type  which  is  almost  as  clear  is  that  following  chloroform  nar- 
cosis. 

The  pathological  findings  which  Dr.  Williams  has  shown  make 
it  seem  not  improbable  that  the  disturbance  that  produces  the 
lesions  in  the  liver  also  causes  the  high  ammonia  coefficient,  and 
that  pernicious  vomiting  may  be  brought  into  line  with  the  acid 
intoxication  seen  in  acute  yellow  atrophy  of  the  liver  and  after 
chloroform  narcosis.  It  has  been  shown  in  these  cases  that  the  le- 
sions in  the  liver  and  the  acid  intoxication  are  probably  the  prod- 
uct of  a  ferment  intoxication ;  that  is,  there  are  in  the  tissues 
ferments  which  under  ordinary  circumstances  cause  slow  break- 
down and  reconstruction  of  the  tissues,  and  which  under 
certain  circumstances,  acting  abnormally,  may  cause  severe 
necrotic  changes  in  the  tissues.  This  has  been 
shown  in  phosphorus  poisoning,  and  with  the  greatest 
certainty  probably  in  acute  yellow  atrophy  and  recently 
in  the  toxemia  following  chloroform  narcosis.  These  observa- 
tions make  me  feel  that  it  is  not  improbable  that  the  toxemia  of 
pregnancy  is  likewise  a  ferment  intoxication.  We  do  not  know 
what  causes  ferment  intoxication,  but  I  think  that  the  probability 
of  its  existence  brings  us  closer  to  an  understanding  of  the  sub- 
ject. 

I  have  been  much  interested  in  the  subject  of  rectal  alimentation 
mentioned  by  Dr.  Norris.  From  my  clinical  observations  I  was 
led  to  believe  that  patients  usually  emaciate  severely  when  fed 
solely  by  the  rectum.  I  have  made  a  number  of  observations 
chiefly  with  Dr.  Caspar  Miller,  in  which  we  determined  the  ab- 
sorption and  general  nitrogen  metabolism.  Put  in  a  simple  way, 
we  found  that  the  patient  at  best  is  likely  usually  to  absorb  the 
equivalent  of  about  one  glass  of  milk  in  twenty-four  hours.  Rectal 
alimentation  for  temporary  purposes  is  very  useful,  and  in  rare 
instances  patients  can  be  pretty  well  nourished  in  this  way,  but 
the  latter  are  only  occasional  cases,  and  the  measure  must  be 
looked  upon  as  being  ordinarily  only  a  little  better  than  actual 
starvation. 

Dr.  Charles  A.  Fife. — Dr.  Williams'  paper  has  added  some 
important  data  to  the  study  of  metabolism,  as  well  as  to  obstetrics. 
It  is  only  by  the  records  of  a  vast  number  of  observations  that  we 
can  obtain  any  idea  of  metabolic  processes.  But  it  seems  to  me 
that  because  of  the  complicated  processes  and  conditions  involved, 
we  should  hesitate  before  formulating  rules  of  practice  from  our 
at  present  meager  laboratory  data. 

Dr.  Edsall  has  so  thoroughly  reviewed  the  chemistry  of  the 
subject,  and  he  and  Dr.  Williams  have  so  clearly  explained  the 
various  theories,  that  I  shall  simply  give  a  brief  synopsis  of  my 
laboratorv  findings,  not  attempting  to  theorize  from  them.  In 
some  respects  my  obser\^ations  are  at  variance  with  Dr.  Williams', 
and  in  others  in  full  accord. 


OF    THE    COLLEGE    OF    PHYSICIANS    OF    PHILADELPHIA.         569 

I  have  made  analyses  of  urine  of  about  ten  cases  of  vomiting  of 
pregnancy,  in  seven  of  which  the  percentage  of  ammonium  nitro- 
gen to  total  nitrogen  was  below  lo,  ranging  between  4  and  8  per 
cent.  Clinically,  one  of  these  seven  cases  was  of  the  toxic  type  of 
vomiting,  although  the  ammonia  coefficient  w^as  only  7.  The 
other  six  were  either  of  the  reflex  or  the  neurotic  variety. 

In  the  remaining  three  cases  the  percentage  of  ammonium 
nitrogen  was  above  10,  and  in  these  we  have  various  diagnoses. 
For  one,  in  which  Dr.  Hirst  considered  the  vomiting  to  be  due  to 
a  reflex  cause,  an  analysis  before  the  delivery  of  the  child,  showed 
that  about  15  per  cent,  of  the  total  nitrogen  was  ammonium 
nitrogen.  Abortion  was  necessary  in  order  to  remove  the  cause 
of  the  reflex  disturbance;  vomiting  then  ceased,  and  the  ammonia 
coefficient  went  down  to  eight  within  five  days.  This  case  closely 
corresponds  from  a  laboratory  view  point  to  some  of  the  cases 
described  by  Dr.  Williams,  in  which  the  causes  of  vomiting  were 
thought  to  be  toxic  in  nature.  In  another  case  of  vomiting  which 
Dr.  Hirst  diagnosed  as  being  of  the  neurotic  type,  the  ammonia 
nitrogen  coefficient  was  1,109.  ^^  neither  of  these  two  cases  was 
there  any  albumin,  sugar,  acetone,  diacetic  acid,  or  phenol,  no 
excess  of  indican  nor  urobilin. 

The  last  case  of  my  series  was  that  already  referred  to  by  Dr. 
Norris,  in  which  the  total  amount  of  urinary  nitrogen  excreted  in 
twenty-four  hours  w-as  9.235  grams  and  the  ammonia  nitrogen 
3.405  grams,  or  36.89  per  cent,  of  the  total.  The  ammonia 
nitrogen  coefficient  continued  above  30  for  about  8  days,  in  which 
time  four  examinations  were  made ;  then  it  dropped  to  14,  con- 
tinued above  10  until  the  thirteenth  day,  then  dropped  to  9.03. 
There  was  no  acetone,  diacetic  acid,  or  phenol  found  in  these 
analyses,  and  only  a  slight  and  inconstant  excess  of  urobilin  and 
indican.  Leucine  and  tyrosine  crystals  w^ere  not  found  in  the 
microscopical  preparations,  but  unfortunately  chemical  tests  for 
these  substances  were  only  made  on  one  occasion  with  negative 
results. 

I  am  not  willing  to  claim  that  the  high  percentage  of  ammonia 
nitrogen  was  due  entirely  to  starvation  and  not  to  toxic  causes, 
but  the  vomiting  ceased  and  the  patient  was  delivered  at  term. 

In  all  of  the  analyses  the  urine  was  acid  in  reaction. 

Dr.  Barton  Cooke  Hirst. — We  are  indebted  to  Dr.  Williams 
for  his  paper  and  for  introducing  a  study  which  cannot  fail  to 
benefit  us,  whether  his  conclusions  are  correct  or  not. 

My  clinical  experience  has  not  borne  out  Dr.  Williams'  findings. 
I  can,  perhaps,  best  illustrate  what  I  mean  by  reference  to  three 
cases.  The  first  was  one  of  purely  reflex  vomiting  in  a  woman 
who  had  been  sterile,  though  married,  thirteen  years.  She  had 
fibroid  tumors,  for  which  I  operated,  bv  myomectomy,  removing 
five  separate  and  good-sized  tumors,  leaving  five  long,  deep  scars. 
Within   three  months  she  conceived,  showing  that  the  fibroids 
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had  caused  the  steriHty.  Directly  after  conception  vomiting  began 
and  soon  became  pernicious.  She  was  under  the  charge  of  a 
competent  general  practitioner,  who  failed  to  relieve  her.  She 
was  sent  to  me  to  the  Howard  Hospital  for  the  induction  of  abor- 
tion. Dr.  Fife  found  17  per  cent,  of  ammonium  nitrogen.  The 
ovum  was  crushed,  and  as  much  as  possible  of  it  removed.  She 
had  no  sooner  reached  her  room  after  the  operation  than  she 
demanded  the  full  hospital  dinner,  though  she  had  not  had  a  mor- 
sel of  food  nor  a  drop  of  liquid  by  the  mouth  for  two  weeks  pre- 
viously. To  my  mind  this  was  a  clear  case  of  reflex  vomiting. 
Although  she  had  the  high  am.monium  coefficient  which  Dr. 
Williams  claims  to  be  the  sign  of  toxemic  vomiting,  her  vomiting 
was  not  toxemic  but  reflex. 

Another  case  was  that  in  which  there  was  every  evidence  of 
toxemia  in  two  successive  pregnancies.  There  was  irritable  heart 
action,  bad  digestion,  recurrent  headaches  of  severe  type,  some 
disturbance  of  vision,  and  ^rom  time  to  time  albumen  and  casts  in 
the  urine.  The  woman  vomited  throughout  the  whole  of  her  ges- 
tation about  three  timcb  a  day.  An  examination  of  the  urine 
showed  three  to  five  per  cent,  of  ammonia  nitrogen.  Here  was  a 
low  percentage  of  ammonia  nitrogen  but  a  toxemic  vomiting.  In 
another  case  the  woman  had  a  bad  personal  and  family  neurotic 
history,  and  I  decided  the  case  was  one  of  neurotic  vomiting.  I 
wrote  a  prescription,  telling  her  that  it  was  a  specific  for  her 
vomiting,  and  that  after  she  had  taken  it  two  or  three  times  she 
would  not  vomit  again,  and  she  never  did,  showing  it  was  purely 
a  neurotic  condition.  In  her  case  the  ammonia  nitrogen  was  11 
per  cent.  While  I  think,  therefore,  that  Dr.  Williams'  study  has 
been  very  valuable  and  suggestive,  and  that  it  must  lead  to  good, 
whether  we  believe  it  conclusive  or  not,  personally  my  experience 
makes  it  impossible  for  me  to  agree  with  his  conclusions. 

Dr.  Edward  P.  Davis. — Two  cases  of  pernicious  nausea  in 
pregnancy  have  come  under  my  observation  which  illustrate  causes 
other  than  those  mentioned  in  this  discussion. 

The  first  was  one  of  the  two  cases  recorded  where  syncytioma 
malignum  was  present  without  leaving  any  trace  in  the  pelvic 
organs.  The  patient  was  a  multipara  several  months  advanced 
in  pregnancy,  suffering  from  pernicious  nausea.  Other  measures 
failing,  the  uterus  was  emptied.  No  improvement  followed,  and 
active  delirium  with  severe  pain  in  the  head  developed.  The  exam- 
ination after  death  showed  syncytioma  malignum  in  the  brain, 
liver,  kidneys,  spleen,  lungs,  and  glandular  tissue ;  the  uterus, 
tubes,  and  ovaries  were  normal.  Pernicious  nausea  was  the  sig- 
nificant symptom  in  the  early  stages  of  this  case. 

The  second  case  was  that  of  a  multipara  who  had  pernicious 
nausea  requiring  the  emptying  of  the  uterus ;  twin  ova  were 
found,  the  nausea  promptly  ceasing  when  the  uterus  was  emptied. 
On  a  former  occasion  this  patient  had  also  been  pregnant  with 
twins,  and  had  suffered  so  severely  from  pernicious  nausea  that 
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emptying  of  the  uterus  was  necessary.  On  three  other  occasions 
she  had  but  one  fetus  in  the  uterus  without  pernicious  nausea. 

Three  cases  have  recently  come  under  observation  in  which 
the  quantity  of  ammonia  nitrogen  was  studied. 

The  first  was  that  of  a  typical  neurotic  young  woman  with  a 
bad  neurotic  inheritance.  She  has  every  sign  and  symptom  of  the 
toxemia  of  pregnancy  in  not  a  very  severe  degree.  On  several 
occasions  she  has  had  very  severe  nausea  almost  becoming  perni- 
cious ;  her  ammonia  nitrogen  has  never  become  excessive. 

The  second  case  is  that  of  hysteromania  complicating  pregnancy 
and  the  puerperal  condition.  Just  before  delivery  the  patient  was 
exceedingly  violent,  when  ammonia  nitrogen  rose  very  consider- 
ably. After  delivery  the  patient  became  less  violent  and  the 
ammonia  nitrogen  fell.  Two  months  after  delivery  the  patient  is 
not  mentally  clear,  but  there  is  no  abnormality  in  the  ammonia 
nitrogen. 

The  third  case  is  that  of  the  wife  of  a  physician  who,  in  a  pre- 
vious pregnancy,  had  pernicious  nausea  terminating  in  spontane- 
ous abortion.  On  admission  to  the  Alaternity  she  was  in  an 
apparently  critical  condition ;  she  could  retain  nothing  in  the 
stomach,  the  pulse  was  120  and  above,  nausea  was  constant,  and 
vomiting  frequent.  The  ammonia  nitrogen  was  not  increased,  the 
patient  was  not  hysterical,  and  greatly  desired  to  retain  the  ovum. 
Copious  lavage  of  the  intestine  brought  away  large  masses  of 
undigested  food,  lavage  of  the  stomach  caused  the  vomiting  to 
gradually  cease.  Examination  of  the  blood  showed  an  absence  of 
pernicious  anemia.  The  patient  grew  gradually  better  and  left 
the  hospital  convalescent.  She  was  nourished  for  some  time  by 
rectal  injections,  and  her  condition  upon  admission  was,  from 
every  clinical  sign,  alarming.  The  decision  not  to  interrupt  preg- 
nancy was  based  in  this  case  upon  the  condition  of  the  blood,  the 
evident  cause  of  the  toxemia,  the  presence  of  undigested  food  in 
the  intestine,  and  the  success  of  the  treatment  employed.  The 
ammonia  nitrogen  was  not  increased,  and  was  of  no  value  in  mak- 
ing a  prognosis. 

In  studying  cases  of  pernicious  nausea  the  examination  of  the 
urine  is  but  one  of  many  factors.  The  condition  of  the  blood  is 
quite  as  important  as  that  of  the  urine ;  the  strength  of  the  heart 
muscle,  the  condition  of  the  nervous  system,  and  the  ability  of  the 
patient  to  take  nourishment  are  of  great  importance.  The  char- 
acter of  the  matter  vomited  or  passed  from  the  bowel  gives  val- 
uable information  concerning  the  state  of  the  blood.  I  could 
not  base  the  decision  to  empty  the  uterus  on  any  one  of  the  factors 
which  make  up  this  problem ;  the  evidence  must  all  be  in  before  a 
verdict  could  be  rendered.  We  must  not  lose  sight  of  the  fact 
that  while  the  urine  is  a  most  accessible  element  for  study,  that 
there  are  other  factors  quite  as  important. 

In  pregnancy  the  equilibrium  of  metabolism  is  very  easily  dis- 
turbed.    Within  two  weeks  two  fatal  cases  have  come  to  my 
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attention  in  consultation,  who  in  an  early  pregnancy  were  made 
fatally  ill  by  exposure  to  cold.  One  of  these  women  developed 
eclampsia,  the  other  had  an  overwhelming  toxemia  not  influenced 
by  emptying  the  uterus,  and  terminating  in  pulmonary  lesions. 
In  pregnant  women  the  principle  of  compensation  often  proves 
the  patient's  safety.  A  pregnant  woman  who  had  a  bad  inheri- 
tance with  sluggish  liver  and  gout,  lived  in  the  country,  and,  for- 
tunately, was  fond  of  outdoor  Hfe,  During  her  pregnancy  she 
was  constantly  in  the  open  air,  and  her  lungs  saved  her  liver  and 
kidneys. 

I  am  sure  we  all  welcome  Dr.  Williams'  contribution  to  the 
study  of  this  subject.  We  know  how  much  he  has  done  in  research 
work  along  these  lines.  I  am  not  willing,  however,  to  base  upon 
any  one  laboratory  research  or  any  one  microscopic  investigation 
my  decision  to  perform  a  therapeutic  abortion.  I  believe  that, 
while  laboratories  are  of  the  greatest  value,  they  are  the  servants 
of  the  physician,  and  not  his  masters.  Therefore,  I  would  decide 
whether  or  not  to  interrupt  pregnancy  only  upon  my  prolonged 
study  of  the  case,  taking  special  cognizance  of  the  blood  corpuscles 
and  the  general  state  of  the  patient. 


Stated  Meeting,  Thursday  Evening,  January  17,  1907. 
The  President,  John   G.  Clark,  M.D.,  in  the  Chair. 
The  following  papers  were  read  :'^ 

PATHOLOGICAL    CHANGES    CAUSED    BY    THE    GONOCOCCUS. 

DK.    B.    N.    ANSPACH. 

RELATIONSHIP  OF  GONORRHEA  TO   PREGNANCY. 

DR.   E.   P.   DAVIS. 

PROTECTION  OF  THE  INNOCENT. 

DR.   HOWARD  A.    KELLY, 

Baltimore. 

RESTORATION    OF   FUNCTION    IN   THE    INNOCENT. 

DR.    G.   E.  SHOEMAKER. 

SHALL    THE    OPERATIVE    TREATMENT    OF    GONORRHEAL    SALPINGO- 

OOPHORITIS   BE   CONSERVATIVE   OR   RADICAL? 

DR.    H.    II.    BOLDT, 

New  York  City. 

Dr.  Charles  P.  Noble. — A  discussion  upon  this  subject,  to  be 
of  much  value,  must  be  based  upon  definite  data.  One  point 
especially  interesting  to  me  is  that  of  infection  of  the  tubes  and 
the  blocking  of  the  tubes  as  a  cause  of  sterility.  The  subject  is  so 
familiar  to  us  all  now  that  we  are  apt  to  forget  that  twenty  years 
*See    original    articles,   pages   467,  474,  477,  481. 
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ago,  in  the  treatment  of  sterility,  the  subject  was  not  mentioned  at 
all  in  the  standard  text-books.  When  I  became  a  member  of  the 
American  Gynecological  Society,  I  thought  I  wrote  a  novel  paper 
when  I  wrote  on  salpingitis  as  a  cause  of  sterility.  Showing, 
however,  that  there  is  nothing  new  under  the  sun,  in  looking  over 
an  old  book  published  in  Amsterdam  in  1691  by  Ruyschius,  I  saw 
a  very  beautiful  picture  of  an  occluded  tube,  probably  from  gon- 
orrhea, and  his  discussion  on  the  relation  of  this  condition  to  steril- 
ity- 

The  question  arises  wdiether  we  shall  use  conservative  operative 

treatment  for  gonorrheal  salpingitis.  For  a  number  of  years 
when  we  have  had  to  deal  Avith  large  pus  collections  in  the  pelvis, 
I  have  made  use  of  vaginal  incision  and  drainage,  whether  the 
infection  is  gonorrheal  or-puerperal.  These  are  usuall}^  cases  not 
only  of  pyosalpinx  or  of  abscess  of  the  ovary,  but,  in  addition, 
intraperitoneal  abscess.  Without  doubt,  many  of  these  cases  are 
originally  gonorrheal,  and  in  a  large  percentage  the  patients  sub- 
sequently have  good  health.  Therefore,  there  is  no  doubt  that  it  is 
perfectly  possible  for  a  patient  who  has  a  gonorrheal  pus  tube  or 
gonorrheal  abscess  of  the  ovary,  or  gonorrheal  abscess  from  sup- 
purative peritonitis,  to  be  symptomatically  cured  by  vaginal 
incision  and  drainage.  The  worse  the  case  is  the  greater  is  the 
probability  of  permanent  cure  by  this  method.  Some  four  years 
ago,  in  a  study  of  cases  operated  upon  in  this  way,  it  was  found 
that  the  percentage  in  which  secondarv  operation  was  necessary 
w^as  very  small.  Of  the  cases  of  acute  gonorrheal  peritonitis,  I 
have  only  one  case  in  which  there  was  acute  gonorrheal  salpingitis 
with  intraperitoneal  abscess,  in  which  after  drainage  the  patient 
no  longer  had  symptoms  and  subsequently  became  pregnant. 

In  cases  of  pus  tubes  or  gonorrheal  salpingitis  which  are  not 
advanced,  my  feeling  about  operation  is  quite  the  contrary,  usually 
doing  a  radical  operation.  From  the  experience  that  in  trying  to 
do  conservative  operations  such  a  large  percentage  had  subse- 
quent trouble  requiring  radical  operation,  I  was  driven  to  the  posi- 
tion that  such  cases  if  operated  upon  at  all  should  be  operated  upon 
radically.  In  this  study  of  the  subject  there  was  a  mortality  of  6 
per  cent,  in  the  cases  operated  upon  conservatively,  from  Dr. 
Boldt's  standpoint,  that  is,  in  which  the  uterus  and  one  ovary  were 
left  in.  In  the  same  group  of  cases  the  mortality  was  only  2  per 
cent,  after  hysterectomy. 

I  never  do  the  radical  operation  when  one  side  is  healthy.  If 
the  patient  is  carefully  curetted  at  the  time  of  the  operation,  and 
the  disease  is  unilateral  in  a  large  percentage  of  cases,  there  is  no 
subsequent  trouble  on  the  other  side. 

Dr.  John  B.  Deaver. — I  have  been  much  interested  in  hearing 
these  papers,  and  especially  interested  in  the  paper  of  Dr.  Kelly, 
and  with  Dr.  Kellv  I  believe  that  the  responsibility  lies  at  home 
in  a  large  measure.  Parents  too  often  delegate  the  care  of  their 
children  to  outside  sources,  and  on  the  principle  that  "evil  com- 
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munications  corrupt  good  morals,"  unless  we  know  to  whom  our 
children  are  intrusted,  with  whom  they  are  associated,  unless  we 
are  familiar  with  their  instructors,  teachers,  and  professors,  and 
see  that  they  are  the  proper  persons  with  whom  to  have  your 
children,  we  are  not  going  to  solve  this  problem. 

I  agree  with  Dr.  Kelly  also  in  regard  to  law.  With  all  our  laws 
we  are  not  able  to  correct  the  filtration  condition  nor  find  anything 
wrong  in  the  matter  of  our  State  Capitol.  After  all,  the  question 
comes  back  to  the  morale  of  the  individual.  I,  therefore,  indorse 
Dr.  Kelly's  paper  most  heartily.  Being  a  father,  having  boys  and 
girls,  some  of  whom  are  now  going  out  and  others  who  will  later 
enter  society,  I  realize  the  importance  of  this  matter.  I  have  my 
opinion  of  the  ultra  fashionable  society  where  they  drink  cocktails, 
serve  champagne,  and  cigarettes  are  not  eschewed ;  the  "Caruso" 
cocktail  (the  feeler),  I  believe,  is  the  latest  innovation.  I  have 
been  often  astonished  to  find  that  cocktails  were  served  at  dinner 
where  ladies  were  present,  and  more  greatly  surprised  to  find 
that  the  ladies  drink  them  more  heartily  than  the  men.  I  am 
strongly  opposed  to  such  customs,  believing  that  they  are  the  root 
of  the  evil,  for  we  are  all  familiar  with  the  old  saying,  "Wine, 
woman,  and  song." 

I  was  much  interested  in  the  paper  of  Dr.  Shoemaker,  but  I 
do  not  think  his  point  is  very  strong  in  his  conservative  treatment 
of  the  case  he  reported,  nor  do  I  think  his  point  in  regard  to 
leucocytosis  is  very  strong.  When  this  subject  was  first  taken  up 
I  took  the  reverse  side,  but  if  to-day  we  are  not  open  to  conviction 
we  had  better  get  out  of  the  business.  I  am  glad  to  acknowledge 
that  I  have  been  converted  in  regard  to  this  subject.  I  believe 
in  leucocytosis  and  in  the  differential  count ;  not,  however,  to  the 
exclusion  of  clinical  symptoms,  but  associated  with  them,  particu- 
larly in  catarrhal  appendicitis,  or  in  the  early  stages  of  typhoid 
fever.  When  laboratory  methods  give  me  valuable  light,  I  am 
glad  to  make  use  of  them,  yet  I  do  not  believe  much  in  laboratory 
doctors,  especially  when  you  are  sick. 

In  regard  to  the  paper  of  Dr.  Boldt,  I  cannot  agree  with  him  in 
detail.  Personally,  I  do  not  think  much  of  conservative  surgery 
in  the  pelvis  in  the  case  of  chronic  salpingitis,  chronic  oophoritis, 
and  conditions  of  that  kind,  because  in  the  majority  of  instances 
they  are  due  to  gonorrheal  infection.  A  minority  of  cases  arc  due 
to  post-puerperal  infection,  and  likewise  a  minority  are  due  to 
water  closets,  soiled  linen,  etc.,  but  the  number  is  so  small  that 
they  are  not  worth  considering.  We  have  the  two  main  classes. 
The  only  regret  I  have  had  in  the  treatment  of  these  cases  has 
been  in  having  adopted  conservative  measures.  It  is  much  like 
the  questoin  of  appendicitis  and  pyonephrosis,  etc.  My  former 
practice  was  to  incise  the  kidnevs.  My  practice  now  is  to  take 
them  out.  I  can  save  them  by  cutting  them  out,  but  I  cannot  save 
them  by  cutting  them  open.  This  is  equally  true  of  the  pelvis. 
The  matter  of  sterility  and  childbearing  we  must  consider  sec- 
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ondarily.  The  first  consideration  of  the  surgeon  is  to  cure  his 
patient.  I  care  nothing  for  ovary  or  tube ;  if  they  are  infected  I 
take  them  out  every  time.  The  resection  of  tubes  and  ovaries,  and 
the  transplantation  of  ovaries  sounds  nice,  it  reads  nice,  but  in 
the  majority  of  instances  these  procedures  have  not  given  the 
patient  the  greatest  benefit. 

Vaginal  incision  will  relieve  the  patient,  so  far  as  symptoms 
are  concerned,  but  if  radical  surgery  is  to  be  attempted  the  abdom- 
inal route  is  preferable  to  the  vaginal. 

All  the  points  brought  out  in  the  papers  are  interesting,  but  I 
was  especially  interested  in  the  paper  of  Dr.  Kelly  from  a  moral 
standpoint. 

Dr.  Richard  C.  Norris. — The  important  relation  of  gonorrhea 
to  pregnancy  and  the  puerperal  period  is  of  special  interest  to  men 
doing  both  obstetrical  and  g}^necological  work.  The  two  practical 
points  from  the  standpoint  of  the  obstetrician  are  the  dangers 
to  the  child  of  ophthalmia  and  the  dangers  to  the  mother  of  puer- 
peral infection  following  repeated  examinations  or  operative 
manipulation  in  the  infected  vagina.  Throughout  a  period  of  six 
or  seven  years  I  routinely  used  a  2  per  cent,  solution  of  nitrate  of 
silver  as  the  prophylactic  treatment  of  gonorrheal  ophthalmia, 
and  in  that  time  there  were  five  cases  of  ophthalmia  in  some  fifteen 
hundred  deliveries.  I  was  then  induced  to  try  argyrol,  20  per 
cent,  solution,  and  in  less  than  six  weeks  there  occurred  six  cases 
of  gonorrheal  ophthalmia,  in  one  of  which  loss  of  vision  in  one 
eye  occurred,  although  the  child  was  under  the  care  of  a  skilled 
oculist  from  the  very  beginning.  Argyrol  was  then  abandoned 
for  nitrate  of  silver.  This  is  a  practical  observation  as  to  the  rela- 
tive value  of  argyrol  and  nitrate  of  silver  as  a  means  of  prophy- 
laxis. 

The  moral  aspect  of  this  subject  discussed  in  Dr.  Kelly's  paper, 
presents  a  problem  practically  incapable  of  solution.  We  all  agree 
that  laws  will  not  make  people  good,  that  education  will  not  always 
make  people  good.  When  the  parent  takes  his  child  at  an  early 
age,  and  tries  to  point  out  the  harmful  ways  into  which  he  may 
fall,  however  good  the  child's  intention,  how^ever  careful  the 
parent  may  be,  if  the  boy  or  girl  is  brought  face  to  face  with 
temptation,  it  is  a  question  of  strength  of  character  whether  or  not 
he  or  she  withstands  the  temptation.  Where  that  strength  of  char- 
acter is  to  come  from  is  difficult  to  decide,  whether  from  inheri- 
tance, environment  of  a  religious  life,  or  from  the  freedom  from 
temptation.  Personally,  I  believe  the  latter  is  the  most  important. 
The  powder  to  resist  sexual  temptation  is  a  quality  which  some 
inherently  possess  and  which  others  never  possess,  and  while  it  is 
a  wdse  thing  to  educate  our  children  as  to  matters  sexual  and  their 
dangers,  it  is  also  plainly  our  duty  to  have  a  knowledge  of  their 
daily  associations ;  and,  when  the  young  man  goes  to  college,  there 
should  be  a  more  intimate  relationship  between  the  boy  at  college 
and  his  father  at  home.    The  father  should  know  what  his  associa- 
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tions  are,  and  constantly  advise  him  of  the  dangerous  temptations 
that  will  come  to  him  in  the  guise  of  pleasure.  In  spite  of  educa- 
tion and  a  wholesome  fear  of  venereal  disease,  man's  sexual 
instinct  will  always  make  some  men  incontinent,  and  for  that  class 
medical  methods  of  prophylaxis  offer  the  only  hope. 

Regarding  the  surgical  treatment  of  these  cases,  there  are  few 
of  us  who  have  not  been  tempted  by  the  vagaries  of  conservative 
surgery.  Cases  that,  at  the  time  of  operation,  promise  the  most 
hopeful  results,  often  turn  out  the  worst.  Some,  as  Dr.  Noble  has 
said,  of  the  most  aggravated  cases  will  have  a  happy  result.  The 
only  way  to  study  this  subject,  as  Dr.  Boldt  has  said,  is  to  note 
the  after  histories  of  a  large  number  of  the  cases  as  the  years  go 
by.  It  is  my  conviction,  and  now  my  practise,  that  the  more  radi- 
cal the  surgery  employed  in  cases  due  to  gonorrhea,  the  better  is  it 
for  the  patient.  The  penalty  has  been  paid  by  the  woman  when 
the  disease  was  contracted.  It  is,  if  you  choose,  the  result  and 
penalty  of  infraction  of  a  Divine  moral  law.  She  has  received  her 
infection,  she  pays  the  price — an  innocent  sufferer  often.  To 
practice  conservative  surgery  with  scientific  precision,  it  would  be 
necessary  to  determine  in  the  individual  case,  and  at  the  time  of 
operation,  the  virulence  of  the  organism  and  the  local  resistance  of 
the  tissues,  neither  of  which  is  possible  with  our  present  knowl- 
edge. It  is,  therefore,  my  opinion  that,  as  a  rule,  the  more  radical 
the  surgery  the  better  will  be  our  results. 

Dr.  Boldt  closes. — I  formerly  took  the  same  standpoint  as  Dr. 
Deaver,  but  we  must  act  according  to  the  results  of  our  experi- 
ence. There  was  a  time  when  all  gynecologists  did  more  radical 
work.  From  the  patients  that  I  have  been  able  to  observe  of  those 
conservatively  operated  upon,  four  out  of  five  have  been  sympto- 
matically  cured. 

Dr.  George  Erety  Shoemaker  closes. — My  reference  to  leu- 
cocytosis  was  a  comment  upon  the  small  value  of  a  single  count 
in  any  one  case.  A  tendency  of  the  count  up  or  down  may  be 
valuable  if  there  is  time  to  make  several  observations.  The  low 
count  in  the  pus  case  indicated  absence  of  an  active  process  and 
good  incarceration  if  a  sac  were  diagnosed  by  other  methods.  The 
high  count  in  the  ruptured  extrauterine  case  would  have  been  mis- 
leading if  any  attention  had  been  paid  to  it,  as  there  was  no  sigij 
of  active  inflammation  on  opening  the  abdomen. 
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A'leeting  of  December  21,    igo6. 
The  President,   G.   N.  Acker,   M.D.,   /;/  the  Chair. 
Dr.   Fry   presented   a  gigli   saw  and   read  a  case  history  of 

TOXEMIA    OF    PREGNANCY. 

Mrs.  N.,  I-para;  age,  29;  last  menstruation,  April  15,  1906. 
She  consulted  Dr.  Fry  July  15,  end  of  third  month  of  gestation, 
and  received  usual  instructions  regarding  hygienic  care.  He 
ordered  a  weekly  dose  of  calomel,  followed  by  salines  and  regu- 
lation of  the  function  of  the  bowels.  On  July  i8th,  a  sample 
of  twenty-four  hours'  excretion  of  urine  gave  a  sp.  gr.  of  1025, 
urea  3  per  cent. ;  no  albumen  or  easts.  She  remained  in  good 
health  during  the  following  months,  but  the  sp.  gr.  and  urea 
percentage  declined  until  the  "danger  zone"  was  reached 
December  24th.  Analysis  at  that  time  gave  sp.  gr.  1005, 
and  urea  one-half  of  i  per  cent.  The  urinalyses  at  different 
periods  intervening  were  as  follows: 

July  i8th,  sp.  gr.   1025;    urea  16  gr.  to  oz.,  3  per  cent.  plus. 

Aug.  17th,  sp.  gr.  1 1 16;  urea  12  gr.  to  oz.,  2.5  percent,  minus. 

Sept.  iith.  sp.  gr.   1015;    urea  11  gr.  to  oz.,  2  per  cent.  plus. 

Oct.  4th,  sp.  gr.  1017;   urea  12  gr.  to  oz.,  2.5  per  cent,  minus. 

Oct.  24th,  sp.  gr.   1015;    urea  11  gr.  to  oz.,  2  per  cent.  plus. 

Nov.  27th,  sp.  gr.   1012;    urea  6  gr.  to  oz.,   i  per  cent.  plus. 

Dec.  14th,  sp.  gr.  1005:   urea  2  gr.  to  oz.,  0.5  per  cent,  minus. 

On  November  27th,  the  sp.  gr.  and  percentage  of  urea  were 
decidedly  low,  but  not  less  than  often  met  with  in  pregnancy. 
The  nitrogenous  waste  is  generally  altered  so  that  the  urea 
coefficient  is  diminished  and  the  other  coefficients,  ainmonia, 
etc.,  increased.  No  albumen  was  found  at  any  of  the  examina- 
tions, except  a  trace  on  November  27th.  Casts  not  found  at 
any  time.  The  next  examination,  December  14th,  showed 
trouble  was  threatened.  Patient  was  visited  on  December 
15th,  end  of  eighth  month,  and  investigation  showed  that  she 
had  suffered  slightly  for  two  weeks  witn  headaches,  indigestion 
and  sleeplessness 

Usual  examination  found  the  pelvic  diameters  normal,  ex- 
cept external  conjugate,  17.5  centimeters.  The  presentation 
was  breech,  R.S.P. 
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The  interest  in  this  case  is  in  the  insidious  development  of 
toxemia  with  deficient  excretory  function  of  the  kidney.  The 
relation  between  the  sp.  gr.  and  percentage  of  urea  excretion 
was  remarkably  uniform.      The  blood  pressure  was   126  mm. 

Dr.  Miller  said  that  a  few  years  ago  he  had  seen  a  case  where 
for  weeks  previous  to  confinement  the  urea  remained  very  low, 
from  one-third  to  one-fifth  the  normal  amount.  The  urine 
contained  no  albumen  nor  casts  at  any  time.  The  patient  had 
no  symptoms  which  indicated  uremia,  and  was  delivered  without 
incident.  At  the  time  he  looked  up  the  records  of  the  Columbia 
Hospital  and  found  that  it  was  not  uncommon  for  the  preg- 
nant woman  there  to  have  a  diminished  amount  of  urea. 

Dr.  Fry  said  that  when  the  urea  reached  one-half  of  i  per  cent., 
it  was  approaching  the  danger  zone,  what  is  called  the  pre- 
eclamptic stage. 

Dr.  J.  Wesley  Bovee  presented  a 

LAMINARIA   TENT   REMOVED   FROM   THE   CERVIX   OF  A   YOUNG 
MULTIPARA    A    FEW    DAYS    BEFORE. 

A  practicing  physician  had  introduced  it  for  some  purpose 
eleven  days  before,  and  being  unable  to  remove  it  had  brought 
the  patient  to  Dr.  Bovee's  office  to  have  the  tent  removed.  He 
found  the  thread  protruding  from  the  external  os,  but  the 
tent  was  not  discernible.  The  uterus  was  not  enlarged,  nor 
had  she  missed  any  periods.  He  had  not  learned  the  indica- 
tions for  introduction  of  the  tent.  It  was  found  to  be  high 
in  the  cervix,  with  the  lower  end  resting  on  a  shelf  formed 
by  the  posterior  lip.  It  was,  with  difficulty,  removed  with 
forceps,  in  two  pieces.  No  symptomatic  evidence  of  infection 
was  present. 

Dr.  Stone  had  once  been  called  in  a  case  of  sepsis  where  a 
doctor  had  introduced  a  tent  to  produce  an  abortion.  The 
tent  had  slipped  into  the  uterine  cavity  and  gotten  crosswise, 
and  the  doctor  who  introduced  it  had  abandoned  the  case. 
Fortunately,  he  had  been  able  to  remove  it,  and  the  case  re- 
covered. 

Dr.  Johnson  said  that  in  Kelly's  Operative  Gynecology  there 
is  pictured  a  tent  piercing  the  uterine  wall,  and  which  caused 
the  death  of  the  patient. 

Dr.  Kelley  had  reported  a  case  four  years  ago  where 
he  had  removed  a  large  tent  from  the  uterus.  The  woman 
claimed  to  have  inserted  it  herself. 

Dr.  Abbe  said  that  in  the  hospital  in  which  he  had  served 
in  New  York,  the  use  of  tents  was  quite  common  to  dilate 
the  cervix  previous  to  curetage.  The  chief  objection  to  their 
use  was  the  pain  they  caused.  They  were  left  in  the  cervix 
over  night,  as  a  rule. 

Dr.  Miller  said  that  during  his  stay  in  Leipzig  in  '96  and 
'97,  Sanger  made  frequent  use  of  tents  in  dilating  the  cervical 
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canal    in    cases    of    dysmenorrhea    and    sterility.     They    were, 
sterilized  in  an  etheral  solution  of  iodine. 

Dr.  C.  a.  White  read  the  essay  of  the  evening: 

TRAUMATISM    IN    GYNECOLOGY.* 

Dr.  Fry  congratulated  Dr.  White  upon  selecting  a  subject 
which  had  never  before  been  brought  before  the  Society.  He 
is  in  full  accord  with  all  the  views  of  the  essayist.  Injuries  to 
the  uterus  may  be  direct  and  indirect.  Direct  injuries  and  in- 
fection after  abortion  or  produced  by  some  foreign  body.  The 
essayist  has  confined  his  remarks  to  indirect  injuries.  Very 
few  cases  of  injuries  of  the  uterus  can  be  traced  to  such  causes. 
Shock  may  effect  menstruation,  or  produce  an  abortion.  He 
has  opportunities  of  examining  a  large  number  of  such  cases, 
and  can  recall  only  one  case  where  an  indirect  injury  caused 
pelvic  trouble.  This  case  fell  from  a  car,  had  some  hemorrhage, 
and  claimed  to  have  aborted.  Her  symptoms  caused  the  be- 
lief that  it  may  have  been  an  ectopic  pregnancy.  A  mass 
afterwards  developed  to  one  side  of  uterus.  She  claimed 
damages  from  the  street  railroad  company  and  brought  suit. 
Another  woman  who  wanted  damages  was  found  to  have  a  re- 
troverted  adherent  uterus,  lacerations  of  cervix  and  perineum, 
and  rectocele.  Acute  displacements,  except  those  following 
labor,  probably  never  occur  without  marked  symptoms.  The 
reproduction  of  an  old  displacement  is,  he  thinks,  the  only 
one  which  can  be  caused  by  indirect  violence.  One  case  had 
violent  shock,  pain  and  vesical  symptoms.  Hirst  is  the  only 
author  who  claims  that  exercise  such  as  basket  ball,  etc.,  can 
cause  acute  displacements.  The  kidney  is  more  often  dis- 
located than  the  uterus.  Most  of  the  cases  who  have  symp- 
toms referable  to  the  pelvic  organs  get  well  promptly  after 
receiving  the  damages  which  they  claim. 

Dr.  Miller  said  that  he  had  recently  seen  two  cases  when 
displacements  were  said  to  be  caused  by  a  fall.  The  first  one 
fell  from  a  car  and  claimed  damages.  She  said  that  the  fall 
caused  prolapse  and  incontinence  of  urine.  No  prolapse  was 
found  on  examination.  When  the  genitals  were  exposed,  she 
forcibly  expelled  the  urine  several  feet,  evidently  to  keep  up  the 
impression  that  she  could  not  retain  it.  Curiously  enough, 
the  urine,  when  examined,  contained  large  amounts  of  sugar. 
In  the  second  case  there  was  a  marked  retroversion,  with  back- 
ache and  vesical  symptoms.  Her  family  physician  claimed 
that  the  pelvic  organs  had  previously  been  normal,  so  that 
it  was  probable  that  the  fall  had  produced  the  acute  retro- 
flexion. 

Dr.   Stone  said  his  only  case  was  in  a  young  teacher  who 
got  a  fall  while  having  a  full  bladder.     She  suffered  with  pain 
and  inability  to  void  urine.     The  uterus  could  be  replaced  after 
*See  original  paper,  page  528. 


580   WASHINGTON"  OBSTETRICAL  AND  GYNECOLOGICAL  SOCIETY. 

empt3dng  the  bladder,  and  he  regarded  the  case  as  a  genuine 
one,  as  she  claimed  no  damages,  but  only  Avished  to  be  relieved 
of  her  pain   and   discomfort. 

Dr.  Morgan  said  that  every  one  has  seen  cases  where  the 
menstrual  function  has  been  disturbed  by  falls.  One  of  his 
patients,  a  young  girl  of  17  years,  got  a  fall  from  a  horse.  She 
missed  her  next  menstrual  period,  but  menstruated  normally 
at  the  following  one.  It  is  difficult  to  say  just  how-  much  harm 
can  be  done.  The  heart  may  be  disturbed  in  such  a  way  that 
the  menstrual  flow  may  be  abnormal. 

Dr.  Sprigg. — When  acute  retrodisplacements  occur,  they 
are  accompanied  by  acute  symptoms.  He  saw  a  case  in  a 
nurse  at  the  Garfield  Hospital,  who  fell  down  some  steps  while 
the  bladder  was  full.  There  was  a  spasmodic  contraction 
of  all  the  flexor  muscles.  This  disappeared  when  the  uterus 
was  replaced.  The  same  thing  occuiTed  twice  subsequently 
within  two  years.  In  another  case  where  ventral  suspension 
had  been  done,  followed  bj'  pregnancy,  the  ligament  had  pulled 
loose  and  an  acute  retroflexion  had  occurred,  causing  an  abor- 
tion. 

Dr.  Kelley  has  seen  several  cases  with  retroversion,  who 
claimed  damages,  and  wished  him  to  testify.  One,  with  a  lacer- 
ated cervix  and  prolapsus  of  many  years'  standing,  had  worn 
a  pessary  and  had  left  it  out  for  eight  years,  with  no  return  of 
the  trouble.  She  received  a  fall,  which  caused  some  bruises  and, 
as  she  claimed,  a  return  of  the  prolapse.  Her  suit  was  com- 
promised by  the  defendant.  He  cited  a  case  of  neurasthenia 
of  traumatic  origin,  who  consulted  Dr.  Osier,  who  expressed  an 
opinion  that  there  was  a  real  disease,  which  would  not  get 
well  until  damages  were  obtained. 

Dr.  Adams. — The  medicolegal  aspect  of  these  cases  is  very 
iinportant.  It  is  very  important  to  get  the  first  statement  of 
the  patient.  He  cited  a  case  in  a  young  man  who  said  he  had 
bloody  stools.  A  most  careful  examination  failed  to  reveal 
either  blood  in  stools  or  any  other  disease.  After  six  months 
he  was  no  better  and  then  it  came  out  that  his  horse  had  fallen 
in  a  bridge  and  he  claimed  damages  for  $10,000. 

Dr.  Abbe. — The  medicolegal  aspect  of  such  cases  is  very  in- 
teresting. The  attitude  of  the  physician  before  a  court  is 
very  different,  as  a  rule,  from  what  it  is  before  a  medical  society. 
When  crossexamined  by  a  lawyer,  the  doctor  will  frequently 
admit  things  to  be  possible  that  he  would  not  in  a  medical 
society.  Recently,  in  revising  a  medicolegal  book,  he  noticed 
a  large  number  of  antiquated  ideas  that  have  gotten  to  be 
standard.  There  is  need  of  a  scientific  investigation  by  a  board, 
of  these  books.  Lawyers  develop  in  patients  neurasthenic  at- 
titudes which  will  not  become  normal  until  the  strain  of  the 
suit  is  over.  We  should  strive,  in  testifying,  to  give  accurate 
data. 
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Dr.  Bovee. — Most  cases  of  retrodisplacements  give  ^  no 
symptoms,  and  the  acute  traumatic  ones  are  the  only  ones 
where  these  are  present.  Where  there  has  been  inflammatory 
disease  in  the  pelvis,  a  sudden  shaking  up  will  bring  out  symp- 
toms. There  are  many  malingerers,  but  all  should  not  be 
considered  in  this  case.  The  genital  organs  can  be  injured  as 
well  as  others.  Cases  of  complete  laceration  can  be  caused  by 
trauma.     Manj^  are  on  record. 

Dr.  White  said  he  referred,  in  his  paper,  only  to  injuries 
caused  by  indirect  violence.  Endometritis,  metritis,  etc.,  may 
possibly  be  caused,  but  are  certainly  very  rare,  as  shown  by  his 
cases. 
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Practice  of  Obstetrics.  In  Original  Contributions  by  Amer- 
ican Authors.  Edited  b}^  Reuben  Peterson,  A.B.,  M.D., 
Professor  of  Obstetrics  and  Gynecology  in  the  University  of 
Michigan,  Obstetrician  and  Gynecologist-in-Chief  to  the 
University  of  Michigan  Hospital.  Pp.1087.  Illustrated  with 
523  engravings  and  30  full-page  plates.  Lea  Brothers  &  Co., 
Philadelphia  and  New  York:  1907. 

This  volume  is  one  of  the  series  on  obstetrics,  gynecology  and 
pediatrics  known  as  The  Practitioner's  Library.  Its  contributors 
are  Charles  S.  Bacon,  Montgomery  A.  Crockett,  W.  A.  N.  Dor- 
land,  Hugo  Ehrenfest,  G.  C.  Huber,  Henry  F.  Lewis,  Walter  P. 
Manton,  John  F.  Moran,  Benjamin  R.  Schenck  and  Alfred  Scott 
Warthin.  The  work  has  been  carefully  and  systematically 
planned,  the  physiologic  aspects  of  each  condition  preceding  the 
pathologic.  A  common  disadvantage  in  books  by  many  authors 
is  the  conflict  of  opinion  expressed  and  the  repetition  of  subject 
matter.  Both  of  these  appear  to  have  been  minimized  in  the 
present  volume.  An  instance  of  such  difficulty  is  in  the  date 
assigned  to  the  phenomenon  of  lightening  in  pregnancy,  one 
author  stating  that  in  primiparae  it  occurs  at  the  thirty-sixth 
week,  while  another  fixes  it  at  fourteen  days  before  the  end  of 
pregnancy.  The  volume  is  well  illustrated.  It  opens  with 
chapters  on  the  physiology  and  development  of  the  ovum  and 
on  the  physiology  of  pregnancy,  the  last  including  the  diagnosis 
and  management  of  that  condition.  These  are  followed  by  a 
section  on  the  physiology  of  labor,  in  which  the  various  factors, 
mechanism  and  clinical  course  of  labor  are  described  and  also 
its  management.  Practice  by  midwives  among  the  poor  is 
urgently  decried,  and  the  writer  favors  the  appointment  by 
the  city  of  district  obstetricians  and  nurses  to  render  free  service 
to   the   needy  poor.     All  rectal   examinations  and  maneuvers 
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during  labor  are  condemned  unless  strictly  necessary.  In  the 
preparation  for  labor  the  author  advises  a  tub-bath  just  after 
labor  begins,  yet  he  issues  a  warning  that  water  which  is  not 
sterile  may  enter  the  vagina  and  cause  infection.  He  advises 
the  use  of  boiled  or  distilled  water,  sterile  wash-cloth,  etc.  It 
is  not  hard  to  calculate  how  long  this  sterile  water  would  remain 
so  after  the  patient's  body,  anus,  etc.,  had  been  immersed  in  it. 
In  this  connection  no  mention  is  made  of  the  use  of  the  shower- 
bath  instead  of  the  tub  in  order  to  avoid  this  danger.  Aside 
from  this  the  septic  and  antiseptic  technique  is  up  to  date. 
The  occasional  value  of  multiple  authors  is  evident  in  this  sit- 
uation, as  the  writer  upon  puerperal  infection  in  discussing  this 
same  point  avoids  any  such  error  of  omission.  No  vaginal 
douches  are  employed  except  in  cases  known  to  be  infected 
from  the  first  or  exposed  to  the  entrance  of  septic  germs.  In 
cases  of  gonorrheal  infection,  however,  active  measures  must  be 
employed  before,  during  and  after  labor,  active  vaginal  douching 
with  strong  antiseptic  solutions,  followed  by  introduction  of 
iodoform  vaginal  suppositories.  The  left  latero-abdominal 
position  is  spoken  of  as  that  most  commonly  assumed  during 
parturition,  though  the  writer  states  that  this  is  largely  a  matter 
of  individual  preference.  He  believes,  though,  that  the  patient 
should  lie  on  the  side  tow^ard  which  the  fetal  back  is  directed 
at  the  beginning  of  the  second  stage  in  order  to  aid  flexion  of  the 
head.  Personally,  he  favors  the  left  lateral  position  in  the 
second  stage.  The  conduct  of  labor  in  the  common  dorsal 
position  is  neither  described  nor  illustrated.  Spinal  anesthesia 
in  labor  is  condemned  as  being  dangerous  and  uncertain  in  action. 
The  writer  upon  the  physiology  of  the  puerperium  says  that  the 
length  of  confinement  to  bed  must  be  regulated  by  individual 
needs.  In  some  cases  the  woman  may  begin  to  sit  up  after 
two  or  three  days.  Sub-involution  is  caused,  not  by  getting  up 
too  soon,  but  by  chronic  infection  of  the  endometrium  and 
uterine  muscle.  The  diet  for  the  first  two  days  should  be  liquid ; 
after  that,  any  easily  digestible  food  proper  for  a  healthy  person 
may  be  given.  Massage  and  passive  movements  while  in  bed 
are  of  value  in  order  to  avoid  loss  of  muscular  strength.  It  is 
advised  that  the  knee-chest  position  be  assumed  for  a  few 
minutes  two  or  three  times  a  day,  beginning  on  the  third  or 
fourth  day,  and  that  this  should  be  continued  twice  a  day  for 
two  or  three  months.  This  is  done  to  afford  relief  from  pelvic 
congestion,  and  to  aid  involution.  The  writer  advises  the  use 
of  70  per  cent,  alcohol  to  wash  and  disinfect  the  nipples  after 
nursing,  on  the  ground  that  other  antiseptic  solutions  are  toxic. 
He  does  not  consider  the  hardening  effect  of  alcohol  upon  animal 
tissues  and  the  increased  liability  to  fissures.  The  pathology  of 
pregnancy  is  quite  extensively  treated.  Among  the  complications 
of  pregnancy  is  inoperable  carcinoma.  For  this  the  vaginal 
radical  operation,   with   paravaginal  incisions  is  favored,   pre- 
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ceded  by  Cesarean  section  if  there  is  any  chance  of  saving  the 
child.  For  fibromyoma  no  active  interference  is  advisable  until 
required  by  complications.  Then  conservative  myomectomy 
is  the  operation  of  choice.  For  ovarian  tumors  ovariotomy 
during  labor  or  pregnancy  is  best,  allowing  the  latter  to  ter- 
minate spontaneously.  The  pathology  of  the  placenta,  decidua, 
chorion,  amnion  and  umbilical  cord  and  of  the  fetus  is  presented 
much  more  completely  than  in  most  Vv^orks  on  obstetrics,  the 
author  of  this  section  being  a  pathologist.  The  chapter  on 
monstrosities  is  copiously  illustrated.  There  are  satisfactory 
chapters  on  premature  expulsion  of  the  ovum  and  on  extra- 
uterine pregnancy.  Of  pelvimetry  it  is  said  that  the  practical 
importance  of  an  exact  determination  of  the  size  of  a  pelvis  or 
of  the  length  of  certain  of  its  diameters  is  generally  overrated. 
In  both  external  and  internal  pelvimetry  measurements  are 
made  between  ill-defined  points  covered  with  compressible 
tissue.  Giving  such  measurements  in  millimeters  and  their 
fractions  is  hj'-pocrisy,  to  say  the  least,  and  writers  who  do  so 
are  partially  responsible  for  the  fact  that  pelvimetry  is  so  fre- 
quently neglected.  As  long  as  no  exact  method  of  measuring 
the  fetal  head  is  possessed,  the  practical  value  of  pelvimetry 
will  remain  limited.  The  most  practical  method  of  estimating 
the  relative  size  of  the  fetal  head  and  the  pelvis  is  to  grasp  the 
head  with  both  hands  and  force  it  down  into  the  pelvic  inlet 
while  an  assistant  ascertains  from  the  A^agina  how  far  the  un- 
molded  head  can  thus  be  pushed  into  the  pelvic  canal.  The 
writer  describes  the  methods  of  making  pelvic  measurements 
and  discusses  the  significance  and  limitations  of  each.  After 
describing  the  various  forms  of  contracted  pelvis  the  author 
discusses  the  treatment  of  such  cases,  showing  the  tendency  at 
present  toward  Cesarean  section  whenever  this  is  feasible,  with 
craniotomy  reserved  chiefly  for  infected  cases  on  dead  children. 
This  chapter  is  followed  by  those  on  dystocia  due  to  anomalies 
or  diseases  of  the  soft  parts,  of  fetal  presentations,  positions  or 
development,  to  multiple  pregnancy,  and  that  due  to  maternal 
disease.  These  subjects  are  carefully  handled  and  the  treatment 
indicated  is  well  chosen.  Under  injuries  to  the  genital  tract 
resulting  from  labor  it  is  advised  that  rupture  of  the  uterus  be 
treated  by  immediate  extraction  of  the  fetus  by  the  most  con- 
venient method.  The  question  whether  then  to  suture  the 
rupture  or  perform  supravaginal  amputation  or  hysterectomy 
will  depend  upon  the  condition  of  the  wound  and  that  of  the 
patient.  The  treatment  advised  for  the  various  forms  of  hemor- 
rhage is  conservative.  That  preferred  for  eclampsia  comprises 
sedation,  ehmination  and  prompt  evacuation  of  the  uterus. 
Croton  oil  or  elaterium  is  given  early,  chloroform  to  suppress 
convulsions,  and  morphine  or  chloral  or  both.  If  the  arterial 
tension  is  high  and  the  pulse  frequent  veratrum  viride  is  given 
to  bring  the  latter  down  to  or  below  60.      For  cyanosis,  stertorous 
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breathing  and  threatened  pulmonary  edema,  venesection.  The 
patient  should  be  wrapped  in  hot  wet  blankets.  Rapid  manual 
dilatation  of  the  cervix  and  delivery  by  forceps  or  version ;  if  the 
cervix  is  rigid  and  symptoms  threatening,  deep  cervical  in- 
cisions or  vaginal  Cesarean  section  ma}'  be  preferred.  Under 
the  heading  of  pathology  of  the  puerperium  is  a  most  excellent 
and  comprehensive  exposition  of  the  subject  of  puerperal  in- 
fection. In  the  section  on  obstetrical  operations  a  slight  error 
occurs  in  the  descriptive  matter  beneath  a  cut  on  page  894,  which 
states  that  both  ligatures  are  tied  around  the  canula,  whereas 
one  has  been  employed  to  close  the  vessel.  The  fact  that 
perusal  of  this  section  reveals  onl}^  such  a  slight  oversight  as 
this  speaks  well  for  the  clearness,  thoroughness  and  judgment 
with  which  the  subject  of  obstetrical  operations  is  presented. 
The  volume  closes  with  a  section  devoted  to  the  new-born,  its 
anatomy,  physiology,  care,  injuries  and  diseases.  Bibliographical 
references  are  omitted.  If  anything  else  of  value  has  been,  we 
fail  to  note  its  loss,  and  can  heartily  commend  the  work  to  all 
who  are  interested  in  the  practice  of  obstetrics.  h.  d. 

TiLMTE  DE  Gynecologie,  Clinique  et  Operatoire.  Par  G. 
Pozzi^  Professeur  de  Gynecologic  a  la  faculte  de  Medecine  de 
Paris ;  Chirurgien  de  I'hopital  Broca,  Membre  de  TAcademie  de 
Medecine.  Quatrieme  Edition ;  revue  et  augmentee  avec  la  col- 
laboration de  F.  Jayle ;  avec  figures  dans  le  texte.  Paris :  Mas- 
son  et  Cie,  editeurs ;  Libraires  de  1' Academic  de  Medecine,  120 
Boulevard,  Saint-Germain,  1905  et  1907. 

We  have  looked  forward  to  a  new  edition  of  Pozzi's  Gynecology 
with  more  than  passing  interest.  Ever  since  its  first  appearance 
in  1890,  this  work  has  been  regarded  as  one  of  the  standard  works 
on  the  subject,  comparable  to  those  of  Koenig  in  Surgery,  Ziegler 
in  Pathology,  and  Osier  in  General  Medicine.  An  indication  of 
the  high  esteem  in  whicli  this  work  is  held  is  shown  in  the  numer- 
ous translations  that  have  appeared  into  the  most  important 
tongues. 

We  may  say  at  the  outset  that  in  this  fourth  edition  the  author 
has  in  every  respect  maintained  the  high  character  of  the  previous 
editions,  and  we  see  no  reason  why  its  position  of  eminence  should 
not  continue.  The  work  of  recent  years  in  gynecology  has  been 
so  important,  especially  from  the  pathological  and  therapeutic 
viewpoints,  and  the  literature  has  attained  such  voluminous  di- 
mensions, that  the  author  has  not  only  been  forced  to  rewrite  a 
larger  part  of  the  book,  but  also  to  include  so  many  additions  to 
the  text  that  the  gynecology  at  present  attains  the  dignity  of  two 
formidable  volumes  of  about  750  pages  each.  In  the  revision  the 
author  pays  a  high  compliment  to  the  collaboration  of  Dr.  Jayle. 

The  first  volume  opens  with  a  cliapter  on  Asepsis  and  Antisep- 
sis in  gynecology.    This  is  treated  in  classical  style.     The  author 
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prefers  the  alcohol  sublimate  method  of  hand  disinfection  and  ad- 
vocates the  use  of  rubber  -loves.    This  is  followed  bv  chapters  on 
Anesthesia.  Hemostasis,  and  Gynecological  Examinations   includ- 
mg  a  description  of  the  various  postures.    The  next  chapter  is  one 
ot  126  pages,  entitled  "Metritis."     Under  this  heading  are  dis- 
cussed Endometritis,  acute  and  chronic;  Endocervicitis.  erosions 
and  lacerations  of  the  cervix.     We  cannot  see  the  advantage  of 
making  such  broad  classifications,  for  the  impression  after  read- 
ing this  chapter  is  one  of  confusion.    We  believe  the  subject  might 
have  been  much  better  discussed  in  the  more  conventional  method 
under  separate  headings.     The  treatment  of  Endometritis  is  dis- 
cussed in  great  detail.    Atmokausis  and  Zestokausis  are  described 
but  without  any  personal  criticism.    Fibroids  are  discussed  in  161 
pages.    The  various  palliative  and  radical  operations  are  described 
and  particular   emphasis   is   placed  on  the   bisection  method  of 
Howard  Kelly.    This  chapter  is  followed  bv  one  on  Adenomvoma 
of  the  L  terus.     In  the  important  section  on  cancer  of  the  uterus 
he  advocates  the  operation  of  Wertheim,  which  is  described  with 
much  detail.     Hydatidiform  mole  and  chorioepithelioma  are  dis- 
cussed very  fully,  with  due  attention  to  the  important  researches 
ot  Marchand,  Pick,  etc.     This  is  followed  bv  chapters  on  Devia- 
tions of  the  Uterus  and  Prolapse.     Pozzi  speaks  verv  favorablv  of 
the  Lawson  Tait  method  of  Perineorrhaphv.     The  first  volume 
concludes   with   chapters   on   Inversion   and   Deformities   of  the 
Cervix. 

The  second  volume  begins  with  a  section  on  Disorders  of  Men- 
struation. This  is  succeeded  bv  one  on  Inflammations  of  the 
Adnexa.  Here  the  author  makes  the  rather  arbitrarv  classification 
of  -'oophorosalpingitis  without  tumor"  and  "oophorosalpingitis 
cystica.  Under  the  latter  heading  he  discusses  such  diverse  sub- 
jects as  pyohydro-  and  hematosalpinx  torsion  of  the  tube,  luteal 
?^^\'r^?^"^'  ^^o°^>''  ^"d  purulent  cvsts  of  the  ovary,  and  cvsts  of 
the  W  olffian  and  Mullerian  remnants.  Excluding  the  propriety  of 
calling  torsion  of  the  tube  or  cysts  of  the  Wollffian  and  Mullerian 
remnants  inflammatory,  much  confusion  is  again  introduced  by 
this  broad  classification,  just  as  in  the  chapter  on  Metritis  A 
section  on  perimetrosalpingitis  follows,  in  which  the  same  criti- 
cism may  be  made.  Cysts  of  the  ovarv  are  discussed  verv  fullv 
especially  on  the  subject  of  pathologv.  This  is  followed  by  Solid 
lumors  of  the  Ovary,  Tumors  of  the  Tube.  Tuberculosis  and 
Hematocele.  In  the  section  on  Extrauterine  Pregnancv  we  be- 
lieve more  attention  might  have  been  paid  to  the  question  of  dififer- 
ential  diagnosis.  The  remaining  chapters  in  this  volume  are  dis- 
cussed along  well  recognized  lines.  Thev  include  the  various  in- 
flammations, tumors,  and  deformities  of  the  vulva  and  vagina. 

One,  if  not  the  main  reason  whv  Pozzi's  gynecology  has  always 
maintained  its  high  place,  is  the  broad  erudition  and'critical  abil- 
ity displayed  by  the  author.     This  is  again  amply  testified  in  the 
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volumes  before  us.  The  list  of  references  is  exceptionally  large, 
and  we  venture  to  state  that  gynecological  literature  has  been 
more  fully  and  better  summarized  in  these  volumes  than  in  any 
other  of  similar  character  with  which  we  are  acquainted.  What 
is  particularly  pleasing  to  note  is  the  cosmopolitan  character  of 
these  references.  Every  nation  is  largely  represented,  America 
particularly  so.  With  so  many  names  quoted,  the  number  of  mis- 
takes are  remarkably  few.  We  have  only  discovered  three :  Kel- 
ler should  be  Koller  on  page  'J2  ;  Ahlfed  should  be  Ahlfeld,  on  page 
258,  and  Hawen  should  be  Haven,  on  page  979.  We  do  not  in- 
tend to  imply  that  these  volumes  are  merely  compilations  of  liter- 
ature; the  author's  opinions  and  personality  are  represented  on 
almost  every  page. 

The  illustrations,  as  in  previous  editions,  are  a  feature,  es- 
pecially in  regard  to  copiousness.  In  character  they  are  of  unequal 
merit.  They  are  largely  wood  cuts,  with  very  few  half  tones  (and 
these  are  borrowed),  and  while  they  mostly  show  the  purposes  for 
which  they  are  intended,  are  not  of  the  high  class  of  such  as  we 
are  wont  to  see  in  our  modern  text-books.  As  a  whole,  these  vol- 
umes will  grace  any  shelves  in  which  they  are  found.  e.  m. 

Tumors,  Innocent  and  Malignant.  Their  Clinical  Characters 
and  Appropriate  Treatment.  By  J.  Bland-Sutton,  F.R.C.S., 
Surgeon  to  and  Member  of  the  Cancer  Investigation  Committee 
of  the  Middlesex  Hospital,  etc.  Fourth  Edition.  Pp.  675,  with 
355  engravings.  Chicago:  W.  T.  Keener  &  Co.,  1907. 
Unlike  most  works  dealing  with  tumors,  in  which  the  micro- 
scopic pathology  is  made  an  important  feature,  this  volume  treats 
almost  exclusively  of  neoplasms  from  the  standpoint  of  the  sur- 
geon. They  are  described  as  seen  clinically  and  with  reference  to 
the  important  aspects,  prognosis,  and  treatment.  For  this  reason 
a  large  number  of  illustrations  of  the  gross  appearances  of  tumors 
are  presented,  while  those  of  their  microscopic  structure  are  few 
and  crude.  On  account  of  the  difficulty  of  determining  the  prog- 
nosis in  the  borderland  cases  between  malignancy  and  benignity, 
the  writer  advises  the  extirpation  of  such  growths  whenever  prac- 
ticable at  the  earliest  possible  moment.  He  taps  no  ovarian  cysts 
during  their  removal  because  of  the  possibility  of  transplanting 
the  growth  to  the  peritoneum.  He  advocates  immediate  removal 
of  all  ovarian  cysts  and  tumors.  The  first  edition  of  this  work 
appeared  in  1903.  Since  the  last  edition  was  published  much  in- 
vestigation has  been  directed  to  the  neoplasms  of  the  ovary  and 
testicle.  This  study  is  recognized  in  the  present  edition.  In  the 
instance  of  cancer  the  writer  departs  from  the  general  scope  of 
his  work  to  include  a  sketch  of  the  various  theories  advanced  to 
account  for  its  origin.  The  volume  is  of  value  to  the  operating 
surgeon  if  studied  in  connection  with  standard  works  on  the 
microscopic  structure  of  neoplasms,  as  it  emphasizes  precisely  the 
points  to  which  these  refer  but  casually.  h.  d. 
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The  American  Practice  of  Surgery.     A  Complete  System  of 

the  Science  and  Art  of  Surgery,  by  Representative  Surgeons 

of  the   United  States  and   Canada.     Edited  by  Joseph   D. 

Bryant,  M.D.  and  Albert  M.  Buck,  M.D.,  of  New  York  City. 

Complete  in  eight  volumes.     Profusely  illustrated.  Volume  II. 

Pp.  778.     New  York:  Wm.  Wood  &  Co.,  1907. 

The  second  volume  of  this  magnificent  work  has  appeared 
promptly  and  seems  to  maintain  fully  the  high  standard  prom- 
ised by  the  first  issue.     It  is  made  up  of  five  parts. 

Part  VI,  by  James  Farquharson  Leys,  M.D.,  Surgeon  in  the 
United  States  Navy,  treats  of  diseases  which  belong  in  varying 
degrees  to  the  domain  of  surgery,  and  which  are  observed  in 
certain  parts  of  the  United  States  and  its  dependencies  and  in 
Canada.  They  include  Leprosy,  Plague,  Glanders,  Anthrax, 
Actinomycosis,  Mycetoma,  Rhinopharingitis  Mutilans,  and 
Scurvy,  all  of  which  are  treated  with  especial  reference  to  the 
diagnosis  and  the  surgical  treatment. 

Part  VII  includes  a  general  survey  of  tuberculosis  and  syphilis 
in  their  relations  to  surgical  work. 

Tuberculosis,  from  a  surgical  standpoint,  is  discussed  by 
Virgil  P.  Gibney,  M.D.,  LL.D.,  of  New  York  City.  Here  the 
author's  great  experience  in  orthopedics  leads  him  to  give  the 
prominence  to  affections  of  the  joints  and  bones.  He  does  not 
hesitate  to  recommend  the  removal  of  foci  in  the  neighborhood 
of  joints  at  as  early  a  date  as  possible  after  it  has  been  shown 
that  rest  and  protection,  combined  with  the  advantages  which 
cHmate  and  change  of  air  give,  cannot  arrest  the  disease. 

Edward  L.  Keyes,  Jr.,  M.D.,  Ph.D.,  New  York  City,  writes 
of  syphilis  from  a  surgical  standpoint.  He  says,  very  truly, 
that  this  protean  disease  simulates  very  closely  many  surgical 
disorders,  and  therefore  requires  often  a  surgeon's  diagnosis, 
but  rarely  a  surgeon's  treatment. 

Part  VIII,  including  more  than  half  of  the  volume,  treats  of 
surgical  diseases  of  various  widely  distributed  structures  of  the 
body.  Abscess  is  written  of  by  August  F.  Jonas,  M.D.,  of 
Omaha,  Nebraska;  Ulcer  and  Ulceration  by  Wm.  McDowell 
Martin,  M.D.,  of  Mobile,  Alabama;  Gangrene  and  Gangrenous 
Diseases  by  Alfred  C.  Wood,  M.D.,  of  Philadelphia;  Surgery  of 
Diseases  of  the  Skin,  by  Douglas  W.  Montgomery,  M.D.,  of 
San  Francisco ;  Surgical  Diseases  and  Wounds  of  Muscles,  Tendons 
and  Their  Sheaths,  Bursae,  Fasciae,  and  Connective  Tissue,  by 
J.  Clark  Stewart,  M.D.,  of  Minneapolis,  Minnesota;  Surgical 
Diseases  and  Wounds  of  Nerves,  by  De  Forest  Willard,  M.D., 
Philadelphia;  and  Surgical  Diseases  of  the  Lymphatics,  by 
Charles  N.  Dowd,  M.D.,  New  York  City. 

Parts  IX  and  X  include  surgical  diseases  caused  by  intense 
heat  and  intense  cold,  and  by  the  electric  current,  and  simple 
and  compHcated  wounds,  including  gunshot  wounds.  Burns 
and  the  effects  of  Electric  Currents  and  Lightning  are  written 
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of  by  Benjamin  F.  Tilton,  M.D.,  New  York  City;  Congelation  or 
Frost-bite,  by  Paul  Monroe  Pilcher,  M.D.,  of  Brooklyn,  New  York 
City ;  Wounds  of  Soft  Parts  by  Cutting  and  Piercing  Instruments, 
by  Captain  Carl  R.  Dornall,  M.D.,  Assistant  Surgeon,  U.S.  Army, 
Washington,  D.C. ;  and  Gunshot  Wounds,  by  Major  William  C. 
Borden,  M.D.,  Surgeon  U.  S.  A.,  Washington,  D.C. 

Transactions    of    the     Edinburgh    Obstetrical    Society. 

Vol.     XXXI.     Session     1905-1906.     Pp.      291.      Edinburgh: 

Oliver  and  Boyd,  1906. 

Among  the  papers  read  before  the  society  during  the  past  year 
is  the  record  by  B.  P.  Watson  of  a  series  of  experiments  on 
rabbits  on  withdrawal  of  the  liquor  amnii.  His  conclusions  are 
that  as  a  result  of  the  withdrawal  of  the  yolk  sac  fluid  and  the 
liquor  amnii  the  fetus  at  once  dies,  death  being  due  to  the 
arrest  of  the  vitelline  and  allantoic  circulations.  The  dead 
fetus  and  its  placenta  are  retained  in  utero,  and  the  former 
undergoes  degenerative  processes  and  becomes  flattened  out. 
The  fetal  part  of  the  retained  placenta  slowly  degenerates,  the 
mesoderm  becoming,  invaded  by  fibrin  and  the  cells  of  the  ecto- 
derm undergoing  granular  disintegration.  There  is  no  tendency 
to  proliferation  of  the  ectoderm  after  fetal  death.  The  changes 
in  the  maternal  placenta  do  not  differ  essentially  from  those 
that  occur  during  its  normal  development.  The  placenta 
becomes  detached  only  when  the  tissue  forming  the  zone  of 
separation  has  become  sufficiently  attenuated,  and  it  does  so 
in  the  same  manner  as  the  normal  placenta.  The  secretion  of 
liquor  amnii  ceases  on  the  death  of  the  fetus. 

Among  the  rarer  cases  reported  is  one  of  myxoma  of  the 
labium  majus  by  F.  Barbour  Simpson. 

J.  W.  Ballantyne  records  a  case  of  delivery  of  hydrocephalic 
monster  by  spinal  tapping.  This  was  the  second  monster  to 
which  the  woman  had  given  birth  in  four  labors,  the  other  being 
anencephalic.  The  paper  includes  an  interesting  discussion  of 
the  subject  of  recurrent  monstriparity,  of  which  other  instances 
are  cited.  The  tendency  to  produce  monsters  of  the  same  sex 
is  noted,  and  also  the  similarity  of  the  types  of  monstrosity  in 
the  offspring  of  a  particular  woman. 

Frederick  Porter  writes  on  pyuria  in  the  female  and  calls 
attention  to  the  fact  that  coincident  leucorrhea  points  to  the 
vagina  as  the  source  of  infection.  He  advises  examination  of 
the  urine  in  pregnancy  for  pus  as  urethral  infection  may  cause 
puerperal  fever. 

E.  S.  Carmichael  makes  a  plea  for  operative  interference  in 
intracranial  hemorrhages  in  the  new-born. 

A  successful  case  of  abdominal  hysterectomy  for  acute  puer- 
peral metritis  and  acute  salpingitis  is  put  on  record  by  J.  H. 
Ferguson  and  F.  W.  N.  Haultain  discusses  the  clinical  aspects 
of    ectopic    pregnancy.     Robert    Jardine    describes    a    ca.se    of 
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eclampsia  with  207  recorded  convulsions  during  and  after  labor, 
with  recovery.  E.  S.  Carmichael  contributes  a  paper  on  hernia 
of  the  uterine  adnexa.  A  report  by  J.  H.  Croon  of  a  case  of 
heteroplastic  ovarian  grafting  followed  by  pregnancy  and  a  living 
child  elicited  a  discussion  as  to  who  was  the  mother  of  the  child, 
the  married  woman  who  had  furnished  the  ovarian  tissue  or 
the  one  who  had  acted  simply  as  an  incubator,  and  whether 
taking  this  view  of  the  matter  the  child  was  not  a  bastard  and 
unable  to  inherit  property  unless  the  ovarian  tissue  had  become 
the  property,  by  purchase,  of  the  woman  who  gave  birth  to  it. 

H.  O.  Nicholson  brings  forward  evidence  to  support  the  view 
that  thyroid  insufficiency  in  pregnane}^  may  be  responsible 
for  certain  of  the  physiological  changes  that  occur  in  the  maternal 
organism,  and  attempts  to  show  that  there  is  probably  an  inti- 
mate relationship  between  inadequate  thyroid  function  and 
certain  pathological  conditions  which  develop  during  pregnancy, 
such  as  "pregnancy  kidney,"  albuminuria,  eclampsia,  chorea, 
and  other  nervous  diseases. 

Concerning  irregular  manifestations  of  puerperal  sepsis, 
William  Stephenson  says  that  the  condition  of  a  patient  is 
indicated  in  the  cHnical  chart  more  by  the  horizontal  than  the 
vertical  character.  Mischief  brewing  can  frequently  be  recog- 
nized before  a  febrile  rise  by  the  temperature  curve  lying  mainly 
on  a  high  level  between  98.4°  and  100°,  rarely,  if  ever,  crossing 
the  normal  line  from  above,  and  at  times  not  reaching  it.    h.  d. 

Diseases  of  Children-.  A  Manual  for  Students  and  Practi- 
tioners. By  George  M.  Tuttle,  M.D.,  Attending  Physician 
to  St.  Luke's  Hospital,  Martha  Parson's  Hospital  for  Children 
and  Bethesda  Foundling  Asylum;  Professor  of  Therapeutics, 
Medical  Department  of  Washington  University,  St.  Louis. 
Second  edition,  revised  and  enlarged.  Pp.  392.  Illustrated 
with  five  plates  in  colors  and  monochrome.  Lea  Brothers  & 
Co.,  Philadelphia  and  New  York:  1906. 

This  volume  is  one  of  a  series  which  are  on  a  slightly  larger 
scale  than  the  medical  epitome  series  of  the  same  publishers. 
Like  the  latter  it  condenses  the  subject  under  consideration  to 
the  greatest  possible  extent  without  destroying  its  practical 
value.  This  the  author  appears  to  have  done  very  successfully. 
The  fact  that  this  volume  has  not  been  revised  until  now  sinqe 
its  first  appearance  seven  years  ago  has  necessitated  a  number 
of  alterations.  While  covering  briefly  all  the  ordinary  affections 
of  children,  attention  has  been  given  chiefly  to  infant  feeding. 
Acute  rheumatism  is  still  classified  as  a  disorder  of  nutrition,  and 
lobar  pneumonia  and  pulmonary  tuberculosis  are  described 
under  diseases  of  the  respiratory  system  rather  than  among  the 
infectious  diseases.  Addison's  disease  is  classed  as  a  disease  of 
the   blood.  h.  d. 
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OBSTETRICS. 

Uterine  Sclerosis  in  Pregnancy,  Menstruation,  and  Ovulation. — 

Pankow  (Arch.  f.  Gyn.,  Bd.  80,  H.  2)  has  examined  fifty-five 
uteri  with  reference  to  the  sclerotic  changes  that  occur  in  physio- 
logical processes  in  the  uterus  and  ovaries.  These,  in  the  main, 
involve  the  smaller  arteries  of  the  meso-  and  endometrium. 
There  are  increase  and  change  in  the  elastic  fibers  of  the  vessel 
walls,  hand  in  hand  with  the  changes  in  the  elastic  fibers  of 
the  uterus  itself.  These  changes  are  seen  only  in  uteri  of  women 
who  have  borne  children.  Age  plays  no  part  in  them,  as  they 
are  found  in  young  women.  The  arteries  as  well  as  the  veins 
are  affected,  but  the  changes  are  not  the  same  in  the  different 
layers  of  the  uterine  wall.  The  large  vessels  near  the  serous 
coat  are  very  little  altered.  Those  of  the  inner  half  of  the 
uterine  wall  suffer  the  greatest  change.  Similar  changes  are 
found  in  less  amount  in  the  mucosa  of  uteri  of  virgins  after 
menstruation.  These  changes  occur  only  in  periodic  conditions, 
in  which  there  is  a  marked  congestion  of  the  organs,  followed 
by  a  hemorrhagic  process.  They  differ  from  those  of  senile  atro- 
phy, since,  in  the  latter,  the  changes  affect  the  larger  vessels 
especially. 

Effect  of  Narcotics  on  the  Uterine  Contractions. — E.  M. 
Kurdinowski  (Arch.  f.  Gyn.,  Bd.  80,  H.  2)  has  made  extensive 
experiments  on  animals  by  injecting  different  narcotic  drugs 
intravenously  during  labor.  He  finds  that  there  is  no  par- 
alyzing or  retarding  effect  on  the  uterine  contractions  from 
chloroform,  morphine,  scopolamin,  atropine  or  viburnum 
prunifolium,  but  that  in  some  cases  chloral  hydrate  diminishes 
the  uterine  contractions.  While  these  drugs  may  be  used  to  les- 
sen the  painful  character  of  the  contractions,  it  is  found  that  they 
will  not  in  any  way  retard  the  progress  of  labor. 

Embryonic  Blood  Mole. — Ch.  Maygrier  (Bull,  de  la  Soc. 
d'Obsi.  de  Paris,  Nov.  15,  1906)  describes  the  development  of 
blood  moles,  after  reviewing  a  case  presented  by  himself.  They 
occur  in  the  early  months  of  pregnancy,  generally  about  the 
seventh  to  the  eleventh  week.  The  embryo  dies  from  some 
unknown  cause,  but  abortion  does  not  at  once  take  place. 
The  ovum,  transformed  into  a  mole,  is  retained  for  a  variable 
time  in  the  uterus,  and  when  at  last  expelled  it  contains  no 
embryo.  Its  size  is  considerable  and  bears  no  relation  to  the 
size  of  the  embryo  at  that  period.  It  appears  wrinkled,  ir- 
regular, and  ovoid  in  shape.  The  amnion  is  pleated  in  ap- 
pearance, and  presents  a  number  of  small  sessile  tumors  of  a 
violet    color,    formed    of   blood    partially   coagulated.     In   rare 
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cases  It  becomes  hydatidiform.  The  hypothesis  that  best 
accounts  for  its  formation  is  that  the  ovum  is  attacked  by 
hydramnios  after  the  death  of  the  embryo.  The  ovum  ceases 
to  grow,  the  hydramnios  diminishes  and  Httle  by  Httle  dis- 
appears. Lessening  of  the  intraovular  pressure  allows  of  the 
formation  of  hemorrhages,  subchorioamniotic  hematomata, 
which  constitute  the  blood  tumors  found  in  the  mole. 

Amputation    of    the    Cervix    During    Pregnancy    for    Hyper- 
trophy of  the  Vaginal  Portion.— M.   Potocki   {Ann.  de  Gyn.  et 
d'Obst.,   Dec,    1906)    discusses  the  advisability  of  amputation 
of  the  hypertrophied  vaginal  portion  of  the  cervix,  even  during 
pregnancy  in  order  to  avoid  the  very  real  danger  to  the  patient 
at  the  time  of  delivery.     The  patient  observed  by  the  author 
had   been   advised   before   the   pregnancy  to   undergo   an   am- 
putation of  the  vaginal  portion  of  the  cervix,  but  had  declined. 
No  mterruption  of  pregnancy  took  place  as   a  result   of  the 
operation,   and  delivery  was  rapid  and  simple   at  term.      The 
only  complication  to  be  feared  as  a  result  of  the  operation  is 
the   occurrence   of  abortion,   but   the   author   contends   that    if 
there  is  no  dragging  on  the  uterus  at  the  operation  there  is  no 
real  danger  of  an  abortion  taking  place.     He  gives  the  history 
of  a  number  of  cases  recorded  in  literature  in  which  deHvery 
with  such  a  long  cervix  could  be  accomplished  onlv  by  deep  in- 
cisions of  the  cervix  and  the  use  of  forceps,  exposing  the  patient 
to  danger  of  septic  infection  of  the  uterus.     We  find  four  con- 
ditions that  cause  the  cervix  to  descend  in  the  vagina:    simple 
prolapsus,     hypertrophy     of    the  supravaginal   portion,    hyper- 
trophy of  the  portion  contained  in  the  vagina,    and  acute    cer- 
vical   edema    resulting     in     hypertrophy.       Simple     prolapsus 
reduces  itself  as    pregnancy    advances.      The  edema  of  preg- 
nancy may_  cause    a    hypertrophy    that    should    not   be  con- 
founded   with     that    existing    previous     to     pregnancy,     since 
the  prognosis  is  not  grave  in  the  acute  condition.     As    a   result 
of   permanent   hypertrophy   of   the   vaginal    portion,    accidents 
are  quite  common  enough  to  justify  interference  before  preg- 
nancy is  well  advanced,  as  the  cervix  will  not  soften  or  dilate 
at  the  time  of  labor  and  remains  a  severe  obstacle  to  the  de- 
scent  of  the  head.     A  resume   of  eight   cases   of  amputation 
published   by   various    authors   shows    that    abortion    did    not 
result  in  seven  cases;   six  accouchements  were  at  term,  one  was 
premature,  and  only  one  abortion  occurred.     Operations  dur- 
ing  pregnancy    are    regarded    as    justifiable    to    prevent    com- 
plications dangerous  to  the  life  of  the  mother,  to  prevent  abor- 
tion,  and   to   prevent   dystocia.     The   author  thinks   that   the 
prognosis  of  hypertrophy  is  grave  for  the  mother.     On  the  side 
of  the  child  the  obstacle  to  dilatation  makes  the  length  of  labor 
so  great  as  to  endanger  its  life,  especiallv  as  the  membranes 
rupture  prematurely.     When  dilatation  fails  to  occur  and  in- 
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cision  does  not  give  room  for  delivery  by  forceps,  it  is  necessary 
to  do  Cesarean  section  to  get  a  living  child.  The  amputation  is 
not  attended  with  danger  when  the  parts  are  so  coaptated  as 
to  secure  perfect  union  without  cicatrices.  A  supple,  easily 
dilatable  cervix  is  obtained.  The  operation  should  be  done 
in  the  fourth  month  of  pregnancy,  since  this  is  the  time  when 
operation  is  least  likely  to  produce  abortion.  Morphine  should 
be  used  after  the  operation  to  control  uterine  action.  The 
hemorrhage  at  the  operation  is  small,  since  the  cervix  is  not 
very  vascular.  The  author  concludes  that  there  are  good 
indications  for  amputation  of  the  vaginal  portion  of  a  hyper- 
trophied  cervix  during  pregnancy;  abortion  is  exceptional  if 
done  at  the  fourth  inonth  and  with  precautions  indicated,  there 
is  no  cicatricial  contraction  of  the  cervix  if  there  is  exact  coap- 
tation of  the  vaginal  and  intracervical  mucous  membranes,  and 
no  obstacle  to  dilatation  results.  Complications  at  time  of 
labor,  which  would  be  the  result  of  an  undilatable  cervix,  are 
avoided. 

Spontaneous  Delivery  in  Contracted  Pelvis  after  Subcutaneous 
Hebotomy. — Richard  Blumenthal  {Bull,  de  la  Soc.  Beige  de 
Gyn.  et  d'Obst.,  Vol.  XVII,  No.  3)  reviews  the  possibilities  of 
a  natural  delivery  in  contracted  pelves,  either  wuth  or  without 
operative  interference.  There  is  a  considerable  possibility  of  de- 
livery by  the  forces  of  nature  in  pelves  with  a  conjugata  vera 
of  9- II  cm.  The  obstacle  having  been  once  passed  by  the 
molding  of  the  head,  delivery  goes  on  quickly.  This  is  par- 
ticularly the  case  in  fiat  pelves.  Out  of  4,700  cases  observed 
by  Baisch,  spontaneous  delivery  occurred  in  88  per  cent,  of  the 
contracted  pelves,  taken  all  together,  and  in  94  per  cent,  of 
those  of  the  first  degree.  The  disproportion  between  the  size 
of  the  pelvis  and  the  head  is  the  important  factor.  This  can 
be  approximately  arrived  at  by  vaginal  touch,  ascertaining  the 
hardness  or  flexibility  of  the  bones  of  the  child's  head.  At  the 
same  time  it  is  difficult  to  predict  the  actual  results,  and  it  is 
necessary  to  be  prepared  for  operation  in  case  delivery  does  not 
occur.  Premature  artificial  labor  gives  an  infantile  mortality 
of  30  per  cent.,  a  maternal  of  only  i  per  cent.  Therefore,  rhis 
operation  favors  the  mother  most  of  all,  but  endangers  the  child, 
the  percentage  of  death  under  one  year  of  these  premature 
children  being  50.  Forceps  and  version  are  of  not  much  value, 
since  forceps  must  compress  the  head  in  order  to  deliver,  and 
version  gives  but  little  advantage,  unless  done  very  early. 
In  severe  contractions  the  Cesarean  section  is  the  operation 
of  choice  both  for  mother  and  child,  but  recovery  and  ability 
to  work  are  long  in  coming.  Symphyseotomy  gives  good  re- 
sults at  the  time  of  operation,  but  may  end  in  bad  union  of 
the  symphysis,  septic  infection,  or  tearing  of  the  soft  parts. 
The  operation  that  best  fits  the  case  seems  to  be  hebotomy. 
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which  gives  as  much  added  room,  as  symphseotomy  does  not 
predispose  to  infection  if  the  subcutaneous  method  is  used,  and 
ends  in  rapid  recovery,  the  patient  being  up  and  at  work  in 
three  weeks.  The  union  is  fibrous  and  there  is  a  permanent 
widening  of  the  pelvis.  Hemorrhages  are  small  and  the  op- 
eration is  easy. 

Treatment  of  Inversion  of  the  Uterus. — Karl  Holzapfel  {Zent. 
f.  Gyn.,  Dec.  22,  1906)  describes  the  technique  used  by  him 
in  replacing  an  inverted  uterus.  The  placenta  was  removed  by  a 
midwife  by  the  Crede  method,  and  blood  continued  to  flow 
from  the  uterus  after  its  removal.  Ergot  was  given  freely 
without  stopping  the  relaxation  of  the  uterus.  The  author 
saw  the  case  at  the  end  of  three  and  a  half  days,  pulse  iio, 
genitals  full  of  blood,  abdomen  tender  and  discharge  fetid. 
The  uterus  was  found  inverted  in  the  vagina.  The  operation 
of  replacement  is  quite  easy  in  a  fresh  case,  but  becomes  hard 
when  it  has  continued  for  some  time,  on  account  of  the  con- 
traction of  the  cervical  ring,  and  the  impossibility  of  using 
more  than  one  hand  in  the  vagina  to  dilate  it.  By  the  help  of  an 
assistant  to  hold  the  uterus  externally,  even  old  cases  may  be 
replaced.  The  author  and  his  assistant  each  placed  two  fingers 
of  one  hand  in  the  hollow  formed  by  the  inverted  uterus,  while 
the  hand  internally  was  used  to  push  the  fundus  back  through 
the  ring  of  the  cervix,  the  external  hands  being  used  to  hold  the 
organ  in  position.  Each  time  that  the  fundus  was  pushed 
upward  it  fell  back  as  soon  as  the  pressure  was  relieved.  The 
assistant  then  placed  his  fist  in  the  hollow,  and  the  author 
grasped  the  abdominal  walls  and  the  anterior  vaginal  wall  with 
the  outer  hand  and,  by  holding  the  portion  already  pushed  up, 
prevented  the  uterus  from  being  drawn  back.  The  cause  of 
inversion  is  atony  and  weakness  of  the  uterine  w^alls.  Slight 
pressure  on  the  abdominal  walls  will  cause  the  fundus  to  be 
pushed  down  into  the  vagina.  Therefore,  the  third  stage  of 
labor  should  be  carefully  watched  until  firm  contraction  of 
the  uterus  has  been  obtained.  In  some  cases  in  which  the 
inverted  uterus  has  become  septic  it  is  better  to  extirpate  it  than 
to  replace  it.  Inversion  is  more  common  in  primiparag  than 
in   multiparse. 

Ligature  of  the  Pelvic  Veins  in  Puerperal  Pyemia. — M.  A- 
Faix  {Bull,  de  la  Soc.  d'Obst.  de  Paris,  Nov.  15,  1906)  recom- 
mends operative  interference  in  those  rapid  cases  of  puerperal 
pyemia  in  which  the  process  has  not  become  generalized,  but 
is  located  in  the  pelvic  veins;  that  is,  when  there  is  a  local 
lesion  which  may  be  treated  by  local  measures.  The  process 
must  be  a  rapid  and  severe  one,  thrombophlebitis  having  oc- 
curred, especially  after  hemorrhages  or  intrauterine  maneuvers, 
and  when  the  infection  has  not  been  spread  abroad  but  is  still 
localized.  Ligation  of  the  pelvic  veins  then  places  a  barrier 
against    emboli,    prevents    the    transmission    of    the    infectious 
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products  by  way  of  the  veins,  and  treats  the  original  phlebitic 
process  locally.  The  authors  analyze  eighteen  cases  of  puer- 
peral thrombosis  seen  at  the  Maternity  of  Paris,  and  conclude 
that  immediate  operative  intervention  is  justifiable,  and  that 
this  must  be  done  early  in  the  disease,  after  two  or  three  chills 
have  taken  place.  The  indications  include  acuteness  of  in- 
fection, enfeebled  condition  after  loss  of  blood,  direct  carriage 
of  germs  by  intrauterine  maneuvers  in  delivery,  etc.  It  is 
necessary  to  be  sure  that  metastasis  has  not  occurred.  The 
operation  begins  with  median  laparotomy;  the  vascular  ped- 
icles are  then  explored  to  judge  the  extent  of  the  thrombi: 
the  peritoneum  is  incised  outside  of  the  limits  of  the  thrombus, 
and  all  four  veins  are  ligated  if  all  are  infected.  It  is  not 
necessary  to  fear  any  bad  results  other  than  edema  of  the 
legs,  since  the  free  anastomoses  soon  reestablish  the  circulation. 
The  venous  segments  are  excised  and  the  thrombi  removed. 
The  peritoneum  is  sutured  and  the  abdomen  closed  with  drain- 
age. In  spite  of  the  fact  that  the  mortality  has  included  thir- 
teen out  of  twenty  cases  operated  on,  even  this  is  a  great  gain 
where  the  woman  is  condemned  to  inevitable  death  without 
operation. 

Treatment  of  Abscess  of  the  Breast  by  Injections  of  Colloidal 
Silver. — J.  L.  Cherie  and  C.  David  (Bull,  de  la  Soc.  d'Obst.  de 
Paris,  Dec.  19,  1906)  says  that  the  method  of  treatment  of 
abscess  of  the  breast  by  aspiration  and  injection  of  electric 
colloidal  silver  in  isotonic  solution,  has  been  used  in  a  number 
of  cases  with  great  success,  the  patient  being  cured  in  a  short 
time,  without  any  cicatrix  and  with  a  breast  exactly  like  the 
healthy  one.  After  using  the  solution  in  a  few  cases  after 
incision  of  the  abscess,  the  authors  determined  to  try  injection 
without  incision.  The  treatment  is  not  given  until  an  abscess 
has  been  formed.  It  may  be  used  in  an  abscess  of  any  location 
and  produced  by  the  action  of  any  germ,  superficial  or  deep. 
The  colloidal  silver  is  produced  by  electricity  and  has  the  ad- 
vantage of  being  perfectly  pure.  It  is  reduced  to  an  isotonic 
solution  and  gives  no  pain  or  inconvenience  to  the  patient.  A 
trocar  is  inserted  into  the  abscess  cavity,  the  pus  is  drawn  off, 
a  solution  of  silver  is  injected  and  drawn  off  again  several 
times  to  wash  out  the  cavity,  and  then  more  is  forced  in  and 
allowed  to  stay  in  the  cavity.  The  trocar  is  furnished  with  a 
small  faucet  and  is  allowed  to  remain  in  the  cavity  for  use  at 
the  next  treatment.  The  injections  should  be  given  two  or  three 
times  per  day.  The  pus  immediately  becomes  less,  and  changes 
its  consistency,  becoming  yellow  and  more  fluid,  and  all  germs 
disappear  from  it.  The  injections  should  be  continued  several 
days  after  the  germs  disappear.  A  thin  brownish  liquid  flows 
out  for  some  days  until  the  cavity  is  filled  up. 

Prophylaxis  and  Therapeutics  of  Mastitis. — Sigmund  Stiassny 
{Gyn.  Rund.,  Jan.,    1907)   advocates  the  use  of  Bier's  suction 
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treatment  to  prevent  and  cure  mastitis,  whether  general  or 
localized  in  one  portion  of  the  gland.  This  is  most  apt  to 
occur  in  the  third  or  fourth  week  of  lactation.  There  are  two 
methods  of  infection,  by  the  milk  ducts,  and  by  erosions  or 
fissures  of  the  nipple.  The  common  form  is  that  in  which 
there  are  no  lesions  of  the  nipple,  but  a  general  intoxication  sets 
in  with  fever,  sw^elling  of  the  breast  and  redness,  followed 
by  affections  of  the  ducts.  There  are  pain  in  the  breast,  head- 
ache and  prostration.  The  second  form  is  an  infection  which 
comes  by  way  of  the  lymphatics,  localized  in  certain  portions 
of  the  breast.  Although  fissures  are  very  common  in  nursing 
women,  this  form  of  inflammation  of  the  breast  is  rare.  Some 
physicians  await  resolutions  or  abscess  formation,  using  pal- 
liative treatment,  while  others  make  radiating  incisions  at  once. 
When  suction  is  used  by  Bier's  method  bandages  are  useless, 
but  the  suction  is  made  through  glass  cups,  placed  over  the 
breast.  Each  patient  has  her  own  cup,  which  is  sterilized 
before  and  after  use,  being  carefully  washed  with  antiseptics 
after  use.  Suction  is  made  for  from  twenty  to  thirty  minutes, 
air  being  let  out  and  renewed  every  four  or  five  minutes.  The 
index  of  sufficient  suction  is  the  occurrence  of  pain  in  the  area 
treated.  The  effect  of  the  treatment  is  to  relieve  the  pain  and 
hyperemia  of  the  breast,  to  remove  all  milk  and  to  gradually 
produce  softening  of  the  gland  and  a  return  to  a  normal  con- 
dition. The  cosmetic  effect  of  this  treatment  is  good,  there 
being  no  cicatrices  left,  and  the  child  is  able  to  nurse  from  the 
breast  after  it  is  well.  If  pain  returns  after  treatment  it  shows 
that  the  suction  has  not  been  sufficient.  It  lessens  pain  so 
that  the  patient  is  able  to  sleep  after  w^akeful  nights,  and  her 
general  condition  soon  improves. 

Treatment  of  Asphyxia  in  the  New-Born  by  Oxygen  Infusion. — 
Offergeld  {Zent.  f.  Gyn.,  Dec.  29,  1906)  describes  the  use  of  in- 
fusion of  oxygen  into  the  umbilical  vein  of  the  new-born  in 
cases  of  asphyxia.  It  is  to  be  used  in  that  form  of  asphyxia 
that  occurs  after  prolonged  efforts  at  delivery,  in  which  there 
is  complete  relaxation,  a  white  skin,  and  absence  of  response 
to  the  usual  reflex  stimuli.  If  crying  can  be  excited,  the  con- 
dition vanishes  with  the  first  full  inspirations.  The  usual  hot 
and  cold  baths,  skin  irritations,  and  even  the  swinging  method 
of  Schultze  often  fail  of  any  response.  It  is  doubtful  whether 
the  last  mentioned  method  is  entirely  devoid  of  danger.  Some- 
times a  quick  cold  plunge  will  cause  respiration,  or  after  ar- 
tificial respiration  carried  out  for  even  as  long  as  an  hour  res- 
piration will  begin.  In  order  to  find  other  more  certain  methods 
of  combating  the  condition  it  has  been  recommended  to  in- 
ject oxygen  into  the  veins.  The  author  has  used  this  method 
in  twelve  asphyxiated  infants,  not  waiting  until  after  all  other 
means  had  failed;  but  after  trying  hot  and  cold  effusions  and 
the  swinging  for  a  few  moments,  the  injections  have  been  used. 
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From  an  oxygen  cylinder,  by  means  of  a  small  opening  of  the 
faucet,  a  hypodermic  syringe  of  metal  is  filled  with  from  ten 
to  fifteen  centimeters  of  oxygen.  Such  a  syringe,  filled  with 
oxygen,  the  author  keeps  ready  at  all  times.  A  sterilized  needle 
is  attached  and  after  loosening  the  navel  string  the  end  of  the 
syringe  is  inserted  into  the  central  umbilical  vein  and  the  oxygen 
is  very  slowly  injected.  If  injected  too  rapidl}^  an  acute  dila- 
tation of  the  heart  takes  place  and  death  follows  immediately. 
Of  the  twelve  infants  treated,  only  three  were  resuscitated. 
In  two,  the  injection  was  made  while  strong  heart  beats  were 
still  to  be  heard,  which  immediately  stopped.  Autopsy  showed 
a  marked  dilatation  of  the  heart,  although  only  a  few  centi- 
meters of  the  gas  had  been  injected.  The  author  concludes 
that  this  method  is  worth  trying,  with  the  greatest  precau- 
tions against  producing  heart  dilatation,  but  that  it  is  not 
infallible. 

GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Relations  of  Gynecological  Diseases  to  Neuroses. — H.  Sutter 
{Monat.  f.  Gehnrts.  it.  Gyn.,  Jan.,  1907)  bases  his  observations 
on  315  cases  of  gynecological  diseases  seen  by  him.  After 
operations  all  the  specimens  were  examined  microscopically,  and 
the  history  and  examination  carefully  recorded.  The  author 
believes  that  the  social  status  of  the  patient  has  great  influence 
on  the  occurrence  of  nervous  symptoms;  the  lower  in  the 
scale  of  life  the  patient  is,  the  less  liable  is  she  to  neuroses. 
The  longer  the  observer  has  known  the  patient  the  better  is  he 
able  to  find  the  etiological  relations  of  the  case.  He  divides 
the  neuroses  into  four  classes:  simple  nervousness,  neurasthenia, 
hysteria,  and  psychoses.  Under  nervousness  he  classes  all 
patients  in  whom  there  is  no  appearance  of  illness,  but  quick, 
nervous  speech,  combined  with  palpitation,  flushings,  and  other 
simple  S3'mptoms.  Neurasthenia  is  of  more  severe  type  if 
there  are  easy  fatigue,  weakness,  pain,  headache,  loss  of  sleep, 
sexual  weakness.  The  whole  appearance  of  the  patient  is  that 
of  a  sick  person  and  she  is  often  melancholy,  listless  and  has 
mental  symptoms.  This  state  is  more  frequent  in  men  than 
in  women,  in  whom  hysteria  is  more  likely  to  occur.  In  hysteria 
there  are  disturbances  of  sensibility,  changes  in  the  reflexes, 
hysterical  zones,  ovarian  pain,  femoralgia  and  coxalgia.  Psy- 
choses are  characterized  by  mental  symptoms,  hypochondria, 
hypochondriac  melancholia,  and  mania.  These  groups  are 
not  sharply  separated  from  one  another.  They  belong  to- 
gether and  are  all  psychic  disturbances.  The  cause  of  all 
the  symptoms  is  psychic,  and  psychic  phenomena  accompany 
the  functional  affections.  Of  the  315  patients  observed  there 
were  72.1  per  cent,  normal  in  nervous  system,  27.9  per  cent, 
psychically  abnormal.  In  the  better  class  of  patients  there 
was    a    much    greater   proportion    of   nervous    symptoms.     Ac- 
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cident  and  other  causes  outside  of  the  genital  system  are  now 
recognized  as  frequent  causes  of  these  symptoms,  and  the 
number  of  neuroses  referred  to  genital  diseases  is  diminish- 
ing in  statistics.  It  is  especially  noticeable  that  the  more  severe 
gynecological  diseases,  such  as  carcinoma,  are  less  frequently 
the  cause  of  nervous  symptoms.  The  severity  of  the  disease 
and  its  consequent  sufferings  seem  to  shut  out  all  other  symp- 
toms. Those  diseases  in  which  there  is  accompanying  metritis, 
endometritis,  and  parametritis  are  prolific  causes  of  nervous 
symptoms.  Retroflexion  is  another  of  the  chief  causes,  and 
so  is  myoma  with  metritis. 

Experimental  Studies  of  the  Remote  Results  of  Spinal  Anes- 
thesia.— Anselm  Falkner  (Zent.  f.  Gyn.,  Jan.  19,  1907)  enu- 
merates the  immediate  bad  effects  of  spinal  anesthesia  thus: 
Pallor,  small  pulse,  bad  respiration  and  cyanosis  during  the 
operation;  after  it,  severe  headache,  vomiting,  rise  of  tem- 
perature and  anxiety.  Some  authors  have  published  reports 
of  cases  in  which  there  were,  some  two  weeks  after  the  operation, 
paralyses  of  various  muscles,  especially  the  abducens,  and 
even  death.  There  was,  in  some  cases,  a  later  difficulty  in 
breathing  from  partial  paralysis  of  the  muscles  of  respiration. 
These  effects  have  appeared  after  the  use  of  all  of  the  drugs  used 
in  spinal  anesthesia,  although  they  act  in  different  ways,  co- 
caine on  the  sensory  nerves  and  stovain  on  the  reflex  mechan- 
ism. There  has  been  some  doubt  as  to  whether  the  bad  effects 
were  due  to  poisoning  from  the  drugs  or  to  lesions  of  the  spinal 
cord  produced  by  the  puncture  and  injection.  The  author  has 
made  experiments  on  eight  dogs,  puncturing  the  lumbar  region 
and  injecting  tropococain  in  the  usual  way.  The  dogs  were 
then  kept  for  some  months  under  good  conditions,  and  were 
then  killed  and  examined.  The  most  careful  examination  of 
the  spinal  cords  showed  no  changes  in  them,  all  being  entirely 
normal.  Although  the  experiments  involved  only  a  small 
number  of  animals,  they  go  to  show  that  the  bad  effects  of  the 
method  are  not  due  to  the  puncture,  but  rather  to  drug  poison- 
ing. 

Serum  and  Laparotomy. — S.  Fredericq  (Bull,  de  la  Soc. 
Beige  de  Gyn.  et  d'Obst.,  Vol.  XVII,  No.  3)  sums  up  a  series  of 
one  hundred  laparotomies  preceded  by  preventive  injections 
of  antistreptococcic  serum,  with  only  one  death,  of  hypostatic 
pneumonia  in  a  person  82  years  of  age.  Of  these  there  were 
35  cases  of  double  ovariotomy,  30  ventrofixations,  10  fibro- 
myomata,  9  ovarian  cysts,  5  salpingoovariotomies,  4  extra- 
uterine pregnancies  and  7  miscellaneotis  operations.  The 
author  proposes  to  carry  through  another  series  of  100  lap- 
arotomies without  serum  and  then  compare  the  results. 

Function  of  the  Ovaries  after  Total  Extirpation  of  the  Uterus. — 
Ernst  Holzbach  (Arch.  f.  Gyn.,  Bd.  80,  H.  2)  endeavors  to  make 
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the  clinical  symptoms  and  the  anatomical  findings  in  four  cases 
of  total  extirpation  of  the  uterus  with  ovaries  left  in  place 
correspond  with  the  anatomical  conditions  found  after  death. 
One  of  the  cases  was  observed  by  himself.  The  difficulty  of 
determining  whether  the  ovaries  go  on  functioning  after  re- 
moval of  the  uterus  has  been  made  greater  by  the  paucity  of 
autopsies  on  such  cases.  The  author  found  only  three  re- 
corded in  literature.  Examinations  and  experiments  on  an- 
imals have  shown  that  the  function  of  the  ovaries  continues, 
corpora  lutea  being  found  some  time  after  removal  of  the  uterus, 
as  well  as  primordial  follicles.  These  facts  have  been  con- 
firmed in  the  human  race.  After  a  careful  examination  of  the 
clinical  symptoms  and  anatomical  findings  in  the  four  cases 
collected  by  him,  the  author  concludes  that  in  total  extir- 
pation we  should  be  as  conservative  as  possible,  leaving  the 
adnexa  in  place  when  not  distinctly  diseased.  Unfavorable 
symptoms  may  be  due  to  the  shock  of  so  severe  an  operation, 
the  removal  of  an  important  organ,  the  psychical  effect  of  the 
impossibility  of  childbearing,  and  other  sympathetic  nervous 
troubles  due  to  the  effect  on  the  general  nervous  system. 

Method  of  Diffusion  of  Uterine  Cancer. — Romolo  Costa  (Ann. 
di  Ostet.  e  Gin.,  Dec,  1906)  follows  out  the  methods  of  dif- 
fusion of  uterine  cancer.  The  main  way  is  by  the  lymphatics. 
The  cancer  cells  pass  along  the  musculocutaneous  trabeculas 
to  the  lymphatic  spaces,  following  the  direction  of  least  re- 
sistance. They  pass  more  rapidly  through  loose  than  through 
compact  tissues.  From  the  lymph  spaces  they  reach  into  the 
smallest  lymphatic  canals,  which  pass  in  a  transverse  direction 
in  the  uterus;  they  then  enter  the  perivascular  lymphatics, 
between  the  middle  and  external  layers  of  the  uterus,  which 
anastomose  freely  between  the  cervix  and  the  fundus,  pass  into 
the  lymph  vessels  of  the  broad  ligaments,  and  to  the  neighbor- 
ing glands.  The  cells  may  pass  as  emboli  in  the  lymphatics 
without  affecting  the  vessels  themselves,  and  lodge  in  the 
glands.  The  lymphatics  of  the  cervix  lead  principally  to  the 
hypogastric  glands,  and  those  of  the  body  to  the  lumbar  glands. 
Epithelioma  of  the  neck  in  the  vaginal  portion  is  of  composed 
pavement  epithelium;  that  of  the  cervical  canal  is  cylindrical; 
that  of  the  fundus  cylindrical.  The  cells  from  the  vaginal  por- 
tion of  the  cervix  pass  mainly  to  the  broad  ligament  and  cel- 
lular tissue  at  its  base,  and  hence  the  first  metastases  take  place 
in  the  broad  ligament,  and  occur  early  in  the  disease.  Next 
the  hypogastric  glands  become  involved,  the  external  iliac, 
and  lumbar.  When  the  thoracic  duct  is  reached,  metastases 
may  occur  into  the  mesentery  and  the  mediastinum,  due  to 
retrograde  embolism,  or  into  the  clavicular  and  axillary  re- 
gions. When  they  reach  the  sacral  glands  it  is  due  to  the 
anastomoses    between    the    vessels    of   the    cervix    and    fundus 
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from  below  upward.  These  vessels  anastomose  also  with 
those  along  the  round  ligament  and  pass  to  the  inguinal  glands. 
From  the  cervical  canal  the  cells  pass  very  rapidly  in  the  same 
channels  as  those  of  the  vaginal  portion.  From  the  cervix 
to  the  fundus  they  diffuse  much  more  slowly  and  less  frequently. 
Metritis  due  to  cancer  is  very  common.  The  cells  pass  mainly 
to  the  lumbar  glands,  but  secondarily  to  the  hypogastric.  From 
the  body  of  the  uterus  the  cells,  which  are  cylindrical  in  form, 
pass  only  after  a  considerable  interval  to  the  glands  already 
described,  involving  slowly  the  broad  ligaments  and  the  glands. 
Infiltration  of  distant  glands  is  rare.  If  the  lymphatics  are 
obstructed  there  may  be  rapid  diffusion  in  other  ways.  The 
number  of  glands  involved  is  no  index  of  the  severity,  but  an 
expression  of  the  ease  or  difficulty  of  the  passage  through  the 
lymphatic  circulation.  Diffusion  into  the  parametrium  may 
be  by  continuity  or  by  metastases  through  the  lymphatics 
and  veins.  Glands  that  are  involved  in  the  carcinoma  can 
be  recognized  surely  only  by  microscopic  examination,  since 
they  may  not  be  much  enlarged,  or  other  causes  may  have  pro- 
duced enlargement.  Cancer  may  diffuse  also  along  the  veins 
as  in  other  organs.  The  walls  of  the  capillaries  and  veins  are 
resistant  to  penetration  of  cancer,  while  the  arteries  are  never 
penetrated.  There  is  often  thrombophlebitis  of  veins,  but  no 
true  involvement  of  the  walls  of  the  veins.  The  author  has 
made  a  special  study  of  diffusion  along  the  nerves.  Here 
there  takes  place  a  true  destruction  of  the  nerves,  the  fibers 
are  separated,  the  axis-cylinders  destroyed,  and  the  trunk 
of  the  nerve  is  surrounded  by  a  cancerous  mass.  This  de- 
struction with  its  pressure  on  the  nerves,  and  with  that  from 
muscular  contraction  excited  by  the  growth,  account  for  the 
intense  pain  experienced  by  the  patient.  The  process  diffuses 
along  the  nerve  through  the  connective  tissue,  the  cancerous 
elements  invading  the  nerve.  The  sacral  nerves  are  first  af- 
fected. Propagation  by  the  nerves  is  frequent.  The  germs  may 
also  be  spread  by  inoculation  by  means  of  the  fluids  of  the 
lining  membrane,  by  gravity,  by  movements  of  the  patient,  and 
by  contact.  Thus,  they  spread  to  the  vagina  and  the  fornices 
rapidly.  Later  they  reach  the  bladder  and  rectum,  or  the 
intestine  by  ulcerating  through  at  points  of  contact  with  the 
uterus.  Surgical  treatment  tends  more  and  more  to  the  re- 
moval of  all  the  glands  of  the  pelvis,  and  of  all  the  tissues  with- 
in it  by  way  of  the  vagina. 

Stenosis  and  Atresia  of  the  Cervix. — F.  Jayle  {La  Presse  Med., 
Jan.  9,  1907)  says  that  the  cervix  may  become  stenosed  after 
one  or  more  accouchements,  or  complete  atresia  may  take 
place,  either  soon  after  labor  or  many  years  following  it,  at  the 
time  of  the  menopause.  Following  immediately  after  labor 
this  condition  is  exceedingly  rare.  In  some  cases  the  stenosis 
is  the  only  lesion,  the  cervix  looking  normal  with  the  exception 


6oO  BRIEF    OF    CURRENT    LITERATURE. 

of  the  absence  of  a  normal  os,  the  orifice  being  entirely  obliterated. 
In  most  cases  there  has  been  a  very  large  laceration  and  the  os 
is  hidden  in  a  mass  of  cicatricial  tissue,  so  that  the  os  and  even 
the  cervix  itself  is  unrecognizable.  The  contraction  or  ob- 
literation may  occur  only  at  the  menopause.  There  are  al- 
most no  functional  symptoms  of  this  condition  if  it  occurs 
at  this  period.  Earlier  in  life  there  may  be  as  a  result  pyo- 
metra,  or  hematometra,  or  the  cervical  obstruction  may  not 
be  able  to  resist  the  pressure  of  the  menstrual  flow  and  men- 
strual pain  may  be  followed  by  the  appearance  of  the  flow. 
It  is  generally  accompanied  by  metritis,  especially  of  the  cer- 
vix, with  dysmenorrhea.  Sterility  is  the  rule,  but  is  not  in- 
variably present.  When  the  cervix  is  neither  torn  nor  de- 
formed it  is  indurated,  conical,  and  has  only  a  small  depression 
for  the  OS.  When  it  is  deformed  touch  may  not  give  at  all  the 
ordinary  impressions  of  a  uterus.  The  pathogenesis  of  this 
condition  is  that  of  infected  wounds  of  the  cervix  and  is  easily 
explained.  When  there  has  not  been  any  infection  it  is  difficult 
of  explanation.  It  is  necessary  that  the  mucosa  should  have 
been  destroyed  in  some  manner,  as  by  caustics  applied  to  the 
uterus,  or  amputation  of  the  cervix.  In  some  cases  there 
exists  an  individual  predisposition  and  this  is  the  case,  espe- 
cially in  women  with  uteroovarian  diseases.  It  occurs  also  in 
kraurosis  vulvae.  After  the  menopause  it  is  favored  by  the 
normal  atrophy  of  the  uterus.  Treatment  is  by  dilatation, 
electrolysis  or  plastic  operation. 

Tertiary  Syphilitic  Metrorrhagia. — E.  Ozenne  {Jour,  de  Med. 
de  Paris,  Jan.  13,  1906),  as  the  result  of  the  observation  of 
five  cases  of  metrorrhagia  due  to  syphiHs  in  the  tertiary  stage, 
cured  by  mercurial  inunctions  with  iodide  of  potash  internally, 
after  all  other  means  of  treatment  had  failed,  gives  it  as  his 
opinion  that  there  is  a  definite  form  of  syphiHtic  infection  of 
tertiary  nature  that  results  in  obstinate  metrorrhagia.  This 
is  due  to  late  sclerotic  changes  in  the  arteries.  There  may  be 
syphilitic  ulceration  of  the  cervix,  leukoplasia  of  the  cervix, 
total  or  partial  uterine  sclerosis  with  either  atrophy  or  hyper- 
trophy, gumma  of  the  uterine  body,  intrauterine  fungosities, 
or,  as  in  the  case  reported  by  the  author,  a  simple  arterial 
degeneration  of  the  uterus  resulting  in  hemorrhage  without 
any  inflammation  of  the  endometrium.  The  author's  latest 
case  occurred  in  a  woman  who  had  manifested  syphilitic  in- 
fection and  had  a  syphilitic  child  fifteen  years  before  the  hem- 
orrhages occurred.  She  had  been  carefully  treated  with  mer- 
curials and  had  for  more  than  ten  years  been  in  perfect  health. 
There  were  no  signs  of  local  uterine  inflammation  or  gumma, 
but  profuse  menstruation  and  hemorrhages  between  the  periods, 
which  were  entirelv  recovered  from  under  mercurial  treatment. 


BRIEF    OF    CURRENT    LITERATURE.  6oi 

DISEASES  OF   CHILDREN. 

Complications  of  Scarlet  Fever. — Robt.  P.  Beatty  (Dublin 
Jour.  Med.  Sci.,  Jan.,  1907)  says  that  scarlatinal  albuminuria 
may  be  transient  or  permanent,  but  is  most  frequently  tran- 
sient. Febrile  albuminuria  in  scarlet  fever  is  quite  distinct  in 
nature  and  origin  from  the  albuminuria  of  convalescence.  Those 
who  suffer  from  septic  inflammation  of  the  fauces  and  lym- 
phatic glands  are  more  likely  to  develop  renal  compUcations  than 
those  who  do  not.  Complete  recovery  from  albuminuria  and 
nephritis  in  scarlet  fever  is  of  frequent  occurrence  under  suitable 
treatment  and  in  favorable  surroundings.  Scarlatinal  infection, 
occurring  as  a  complication  of  surgical  lesions,  appears  to  be 
often  of  a  mild  character. 

Diphtheria  Bacillus  in  Cerebrospinal  Fluid. — Joseph  Morrell 
and  Herman  E.  Wolf  (Jour.  Amer.  Med.  Assn.,  Dec.  29,  1906) 
record  a  fatal  case  of  meningitis  in  which  lumbar  puncture 
yielded  a  fluid  containing  what  appeared  to  be  diphtheria  bacilH. 
Cultures  from  the  throat  contained  the  same  bacillus,  although 
no  membrane  was  found.  The  bacillus  in  question  resembled 
the  diphtheria  morphologically,  in  culture  characteristics,  and 
in  its  power  of  fermenting  certain  sugars,  and  when  inoculated 
in  guinea  pigs  caused  death  with  a  local  lesion  which  yielded  the 
bacilli,  while  cultures  of  the  blood  and  internal  organs  remained 
sterile. 

Early  Signs  of  Tuberculous  Meningitis. — The  following  symp- 
toms and  signs  are  said  by  W.  H.  Summons  (Inter col.  Med. 
Jour.,  Nov.  20,  1906)  to  be  the  first  to  develop  in  tuberculous 
meningitis:  Change  in  disposition,  drowsiness,  wanting  to  be 
left  alone,  irritability,  frowning,  altered  expression  of  the  eyes, 
a  far-away  look,  often  first  noticed  by  the  mother,  severe  head- 
ache, vomiting,  slight  irregularity  of  pupil  and  pulse  (both  of 
which  may  be  within  physiological  limits  in  young  children), 
wasting,  constipation,  Kernig's  sign,  and,  finally,  a  convulsion, 
after  which  the  more  gross  signs  and  symptoms  develop  or 
become  intensified. 

Tuberculous  Glands  of  the  Neck. — According  to  S.  L.  Feldstein 
(N.  Y.  Med.  Jour.,  Jan.  5,  1907)  tuberculous  glands  of  the  neck 
should  be  treated  by  the  rJc-ray  when  no  softening  or  caseation 
has  taken  place.  Softened  or  caseous  glands  should  be  referred 
to  the  surgeon,  and  ought  not  to  have  x-ra.Y  treatment.  Post- 
operative .r-ray  treatment  is  important  if  there  is  any  doubt 
of  remaining  glands  which  might  be  infected.  The  size  of  the 
gland  or  glands  does  not  influence  the  successful  result  of  the 
treatment. 

Influenzal  Meningitis. — J.  S.  C.  Douglas  (Lancet,  Jan.  12, 
1907)  reports  a  fatal  cases  of  meningitis  in  which  Pfeifter's 
bacillus  was  obtained  from  the  cerebrospinal  fluid  during  life 
and  from  the  meningeal  exudate  after  death. 
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Opsonic  Content  of  the  Blood  of  Infants. — Samuel  Amberg 
{Jour.  Amer.  Med.  Assn.,  Jan.  26,  1907)  finds  that  the  opsonic 
content  of  the  infant's  blood  does  not  seem  to  follow  the  rules 
laid  down  by  Moro  for  the  bactericidal  power  of  the  blood.  The 
average  values  for  the  opsonic  content  of  the  infant's  blood 
exceed  those  laid  down  by  Simon  for  normal  adults.  A  distinct 
advantage  seems  to  exist  in  favor  of  the  breast-fed  infant.  This 
advantage  does  not  seem  to  be  dependent  as  much  on  the  breast 
feeding  as  such,  but  it  seems  to  be  dependent  to  some  extent 
on  the  state  of  the  nutrition  of  the  infant  and  perhaps  on  the 
constitution. 

Relapses  in  Typhoid  Fever  of  Children. — Henry  Koplik  and 
Henry  Heiman  (Arch,  of  Ped.,  Jan.,  1907)  analyze  24  relapses 
occurring  in  160  cases  of  typhoid  in  children.  They  find  that 
relapses  in  typhoid  fever  are  more  common  in  children  than 
in  adults — about  15  per  cent,  in  the  former.  The  mortality  is 
exceedingly  low.  The  usual  duration  of  a  relapse  in  a  child  is 
from  one  to  two  weeks.  As  a  rule  the  temperature  is  continu- 
ously high  between  a  rapid  rise  at  the  onset  and  a  rapid  fall 
to  normal  at  the  termination  of  the  relapse.  A  constant  symp- 
tom in  addition  to  the  prolonged  temperature  elevation  is 
enlargement  of  the  spleen;  roseola  is  present  in  about  75  per  cent., 
leukopenia  in  about  60  per  cent.,  and  mild  abdominal  symptoms 
in  about  50  per  cent,  of  relapses  in  children.  Complications  in 
these  cases  are  mild  and  infrequent.  For  the  prediction  of  a 
relapse  no  reliable  signs  are  furnished  by  the  character  of  the 
interpyrexial  period  nor  by  the  course,  duration  and  severity 
of  the  original  attack.  Persistent  enlargement  of  the  spleen 
after  defervescence  occurs  in  a  fair  proportion  of  relapse  cases; 
and  a  relapse  following  a  mild  primary  illness  is  not  as  likely 
to  be  repeated  as  one  occurring  after  a  severe  original  attack. 

Gastric  Ulcer  in  Childhood. — Harry  Adler  (Amer.  Jour.  Med. 
Sci.,  Jan.,  1907)  says  that  in  those  cases  in  early  infancy  in  which 
the  first  symptoms  are  profuse  hemorrhage  or  collapse  from  per- 
foration, early  recognition  is  obviously  impossible.  In  older 
children  the  symptoms  are  usually  so  Httle  distinctive,  and  the 
disease  of  such  uncommon  occurrence,  that  the  diagnosis  must 
depend  largely  on  the  finding  of  blood  in  the  vomitus  and  stool. 
And  here  care  must  be  taken  to  eliminate  the  many  other 
causes  of  hematemesis  and  melena.  In  infants  the  blood  may 
come  from  the  gums,  nose,  throat,  or  lungs,  and  be  swallowed, 
followed  by  vomiting.  Blood  may  be  sucked  from  the  breasts 
of  the  mother,  or  have  been  swallowed  during  parturition. 
True  hematemesis  arises  from  a  number  of  causes  other  than 
ulcer..  It  has  been  observed  in  purpura,  hemophilia,  scurvy,  and 
similar  diseases  in  which  there  is  a  tendency  to  bleeding  from 
any  of  the  tracts.  Cirrhosis  of  the  liver,  a  not  very  uncommon 
condition  in  children,  may  give  rise  to  it.     In  malignant  forms 
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of  the  exanthemata,  notably  measles  and  variola,  it  is  likely 
to  occur.  Other  causes  are :  corrosive  poisoning,  severe  retching 
(as  may  occur  in  pertussis) ,  and  traumatism  as  due  to  swallowing 
of  foreign  bodies.  In  cases  of  melena  the  elimination  of  other 
causes  presents  difficulties.  It  is  present  in  practically  all  cases 
of  hematemesis,  either  as  visible  or  occult  hemorrhage.  The 
importance  of  its  recognition  lies  in  the  possibility  of  it  com- 
pletely replacing  the  vomiting  of  blood.  In  addition  to  the 
causes  already  mentioned  as  producing  hematemesis,  the 
possibility  of  intestinal  origin  must  be  considered.  These  are 
ulceration  of  the  bowel  due  to  catarrhal  enteritis  or  colitis, 
tuberculosis,  and  typhoid  fever;  further,  intussusception, 
thrombosis  of  the  mesenteric  artery,  intestinal  parasites,  rectal 
polyps,  hemorrhoids,  and  straining  at  stool.  In  the  new-born 
melena  frequently  occurs  without  discoverable  cause. 

Use  of  "  Lactated  Milk  "  in  Infantile  Diarrhea. — Frederick  E. 
Batten  {Clinical  Journal,  Dec.  19,  1906)  discusses  the  use  of 
so-called  lactated  milk,  or  milk  in  which  lactic  acid  fermenta- 
tion has  been  induced  by  the  addition  of  a  culture  of  lactic  acid 
bacilli.  He  believes  that  lactated  milk  has  a  marked  effect 
in  improving  the  condition  of  the  stools  in  certain  forms  of 
diarrhea.  He  does  not  think  that  it  is  a  remedy  which  has  any 
effect  in  the  acutest  stage  of  acute  infective  diarrhea  of  infants, 
but  believes  it  is  of  use  in  the  treatment  of  the  catarrhal  con- 
dition which  so  frequently  follows  those  acute  attacks.  In  the 
more  chronic  forms  of  diarrhea  and  in  cases  of  colitis  it  is  a 
remedy  of  considerable  value,  and  should  be  given  an  extensive 
trial  in  the  treatment  of  the  offensive  diarrhea,  which  occurs  in 
rickety  children.  No  bad  effect  can  be  attributed  to  its  admin- 
istration ;  the  cases  in  which  severe  collapse  occurred  after  vomit- 
ing would  in  all  probability  have  resulted  after  any  other  form 
of  milk.  With  regard  to  stomatitis,  he  does  not  think  it  can 
be  shown  that  such  was  due  to  the  lactated  milk,  although  two 
children  who  were  taking  the  milk  were  affected  with  the  dis- 
ease within  a  week  of  one  another.  The  percentage  of  failures 
has  not  been  higher  than  with  other  forms  of  treatment.  Young 
children  take  the  milk  quite  readily  when  diluted  and  with  the 
addition  of  a  little  sugar.  Some  of  the  older  children — i.e., 
those  between  twelve  and  eighteen  months — resent  it,  and  in 
some  of  these  cases  it  has  been  given  by  the  nasal  tube.  Al- 
though in  individual  cases  there  may  be  difficulty  in  admin- 
istering it,  in  most  cases  it  is  readily  taken.  When  first  starting, 
two  parts  of  water  to  one  part  of  lactated  milk  should  be  given ; 
gradually  increasing  the  strength  so  that  after  the  third  day 
two  parts  of  milk  are  taken  and  one  part  of  water.  Pure  lactated 
milk  sometimes  causes  vomiting.  In  some  cases  the  writer 
continued  the  use  of  lactated  milk  for  three  weeks,  but  the 
motions  assumed  a  curious  slimy  consistency,  and  he  is  of  the 
opinion  that  five  to  six  days  is  about  the  right  time  for  the  con- 
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tinuance  of  the  lactated  milk.  Sometimes  the  good  effect  on 
the  motions  is  very  rapid,  and  in  these  cases  the  lactated  milk 
can  be  replaced  by  ordinary  diluted  milk  after  forty-eight  hours. 
No  good  results  from  the  prolonged  use  of  lactated  milk.  In 
cases  in  which  dirty  brown,  offensive  stools  with  mucus  are 
being  passed  they  lose  the  offensive  odor,  become  yellow  and 
formed,  and  much  less  frequent.  It  is  but  seldom  that  any  curd 
can  be  recognized.  On  exposure  to  light  these  stools  turn  a 
green-gray  yellow;  simple  exposure  to  air  will  not  produce 
this  change  of  color  or,  at  any  rate,  will  not  produce  it  in  the 
two  or  three  hours  which  are  necessary  to  change  the  color  of 
the  stools  by  light.  Collapse  has  occurred  after  the  vomiting 
produced  by  lactated  milk.  In  three  cases,  stomatitis  occurred. 
The  history  of  these  attacks  is  as  follows:  A  child  was  admitted 
to  the  ward  with  a  severe  stomatitis.  A  week  later  one  of  the 
children  on  lactated  milk  developed  an  aphthous  stomatitis 
which  gradually  spread,  invaded  the  fauces,  back  of  the  tongue, 
and,  as  shown  by  post-mortem  examination,  the  whole  of  the 
esophagus.  Three  days  later  a  second  child  developed  it. 
This  rapidly  cleared  up  under  treatment  and  was  attended  by  no 
constitutional  disturbance.  Four  days  later  a  third  child 
developed  the  disease,  which  rapidly  spread  from  the  tongue 
to  the  fauces.  The  nature  of  this  affection  must  remain  doubt- 
ful; the  bacteriological  examination  negatived  diphtheria.  It 
seemed  possible  that  the  lactated  milk,  though  not  the  direct 
carrier  of  the  infection,  might  give  rise  to  a  soil  suitable  for  the 
growth  of  certain  organisms. 

Infantile  Scurvy. — Eug.  Frankel  {Munch,  med.  Woch.,  Nov.  6 
and  13,  1906)  has  observed  about  twenty  cases  of  infantile 
scurvy  or  Moller-Barlow's  disease.  Most  of  the  cases  appeared 
in  the  spring  of  the  year  and  continued  during  the  warm  months. 
Two-thirds  of  the  cases  were  under  one  year  of  age,  while  the 
rest  occurred  in  the  second  year.  They  were  among  the  poorer 
classes  of  society.  The  typical  symptoms  of  hemorrhages, 
especially  about  the  gums,  pain  on  movement,  and  swelling  of  the 
joints  are  not  always  present,  one  or  more  of  them  failing  to 
appear  in  many  cases.  Hemorrhages  about  the  teeth  occur 
only  in  children  who  already  have  teeth.  Hemorrhages  may 
occur  on  any  of  the  mucous  membranes,  or  on  any  portion  of  the 
skin.  They  are  common  on  the  eyelids  and  the  conjunctiva. 
The  author  has  seen  them  on  the  mucous  membrane  of  the  in- 
testine. Bloody  urine  is  common,  indicating  hemorrhages  of 
the  kidneys.  Pallor  of  the  skin,  lack  of  appetite,  disinclination 
to  active  or  passive  motion,  and  transitory  rise  of  temperature 
are  the  symptoms  commonly  observed  in  these  cases.  The 
alterations  in  the  bones  are  characteristic  of  the  disease,  espe- 
cially those  of  the  ribs  and  extremities.  The  alterations  are  in 
the  cartilage  at  the  ends  of  the  bones,  where  there  forms  a  homo- 
geneous ground  substance  rich  in  cellular  elements  of  spindle 
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or  Star  shape.  The  growth  of  young  bone  is  delayed  and  the 
bone  is  much  weakened  by  thinning  of  the  outer  shell  of  bone 
and  poor  formation  of  bony  trabeculae.  There  results  a  bone 
that  is  fractured  by  the  slightest  traumatism,  or  even  by  the 
normal  muscular  action.  The  ribs  are  frequently  the  seat  of 
bending  or  fractures,  and  the  sternum  may  either  sink  in  or 
be  pushed  out,  giving  a  typical  deformity  of  the  chest.  Such 
fractures  result  in  subperiosteal  hemorrhages  which  may  give 
a  sensation  of  fluctuation  when  the  bone  is  palpated.  Small 
hemorrhages,  which  are  not  easily  recognized,  are  much  more 
common.  These  are  noted  later  as  spindle-shaped  or  nodular 
swellings  on  the  ribs  or  long  bones,  which  resemble  the  deform- 
ities of  rachitis.  Next  to  the  ribs  the  diaphyses  of  the  long  bones 
of  the  extremities  are  most  often  altered.  According  to  some 
authors  the  hemorrhages  are  the  result  of  a  hemorrhagic  dia- 
thesis accompanying  the  disease.  The  author  has  found  that  the 
changes  in  the  bones  occur  even  where  the  inicroscope  shows 
no  traces  of  hemorrhage  in  the  bone.  He  believes  that  the 
hemorrhage  is  rather  the  result  of  the  poor  state  of  nutrition 
of  the  bones  resulting  from  the  disease.  The  changes  in  the 
bones  are  never  of  a  diffuse  character,  but  occur  only  in  certain 
locations.  The  author  believes  that  this  disease  is  a  distinct 
morbid  entity,  not  the  result  of  a  hemorrhagic  diathesis,  and 
produces  a  distinct  type  of  malnutrition.  Combined  with  it  may 
be  a  catarrh  of  the  intestine  that  is  a  predisposing  cause.  The 
Rontgen  rays  are  of  great  value  in  recognizing  the  characteristic 
bone  changes  of  the  disease.  There  is  a  broader  shadow  in  the 
Af-ray  picture  than  in  the  normal  bone.  Under  appropriate 
dietic  treatment  there  is  a  resorption  of  the  abnormal  tissue  and 
new  production  of  bone,  and  the  deformities  are  reduced  and 
disappear  without  surgical  interference.  The  disease  is  not  the 
direct  cause  of  death,  but  the  patient  dies,  when  death  occurs, 
as  a  result  of  some  intercurrent  disease. 

Antidysenteric  Serotherapy  in  Infants. — B.  Auche  and  R. 
Campana  (Rev.  Mens,  des  Mai  de  VEnj.,  June  and  July,  1906) 
used,  during  the  summer  of  1905,  two  different  antidysenteric 
serums,  one  produced  by  Depter,  one  by  Blumenthal.  Both 
were  prepared  with  the  bacillus  of  Shiga.  Some  patients  were 
treated  in  the  hospital  and  some  at  their  homes.  The  hospital 
patients  w'ere  the  better  observed  and  gave  the  better  results. 
The  cases  showxd  bacilli  of  the  type  described  by  Flexner,  that 
of  Shiga,  and  of  Strong,  and  many  cases  showed  no  specific 
germs,  on  account  of  failure  to  obtain  the  stools  fresh.  After 
giving  a  resume  of  nineteen  cases  the  author  tells  us  that  the 
age  of  the  patients  was  from  three  wrecks  to  three  years.  There 
were  severe  and  light  forms,  with  and  without  sanguinolent  and 
mucoid  stools,  which  showed  different  germs.  The  quantity 
of  serum  injected  varied  from  ten  to  twenty  cubic  centimeters, 
according  to  the  age  of  the  patient  and  severity  of  the  disease. 
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and  was  repeated  several  times.  Eighteen  cases  were  cured,  and 
the  nineteenth  died  of  an  intercurrent  bronchopneumonia.  There 
was  a  modification  of  symptoms  in  every  case  in  from  twenty-four 
to  forty-eight  hours  after  treatment  was  begun.  The  stools 
diminished  in  number  and  became  more  feculent,  losing  the 
mucus  and  blood  constituents.  Abdominal  pains  lessened  at 
once  and  the  general  condition  improved  in  the  course  of  a  few 
days.  The  course  of  the  disease  was  shortened.  The  serum 
was  a  little  less  active  in  the  cases  in  which  the  bacillus  of 
Flexner  were  found  than  in  the  Shiga  infections.  There  were 
no  bad  effects  from  the  serum  and  only  a  few  rashes  appeared. 

Congenital  Myxedema  and  the  Changes  in  the  Bones. — P.  Ar- 
guitnsky  {Berl.  klin.  Woch.,  Sept.  lo  and  17,  1906)  describes  at 
length  a  case  of  congenital  myxedema  observed  by  him  in 
which  there  was  a  marked  slowness  of  development,  flattened 
nose,  peculiar  shaped  head,  lack  of  hair,  anhydrosis,  cyanosis 
of  the  extremities,  subnormal  temperature,  slow  pulse,  anemia, 
pendulous  abdomen  and  obstinate  constipation.  The  child  was 
eight  years  old  at  the  time  of  observation.  By  Rontgen  ra3^s 
one  may  observe  the  condition  of  ossification  of  the  bones, 
especially  those  of  the  wrist.  In  congenital  myxedema  this  is 
much  delayed  and  one  does  not  find  the  normal  centers  of 
ossification  in  the  condyles  of  the  femur  or  the  head  of  the 
radius.  There  are  alterations  in  the  ribs,  the  long  bones  of  the 
extremities,  the  epiphyses  of  the  long  bones  of  the  upper  and 
lower  extremities,  and  the  short  bones  of  the  wrist. 

Syphilis  of  the  Internal  Organs  in  New  Born  Infants  and  Their 
Relation  with  Spirochaeta  Pallida. — V.  Babes  and  Th.  Alironescu 
(Berl.  klin.  Woch.,  August  20,  1906)  says  that  the  early  signs  of 
syphilis  in  the  liver  are  swelling,  icterus  and  parenchymatous 
changes.  As  this  condition  is  not  fatal  these  appearances  are 
not  seen  at  the  autopsy  table.  The  authors  have  found  nodules 
of  syphilitic  tissue  in  the  internal  organs  of  new-born  syphilitic 
children  when  the  diffuse  lesions  w^ere  absent.  They  found 
three  forms  of  syphilitic  changes:  i.  Diffuse,  involving  one  or 
more  organs.  2.  A  form  in  which  there  was  swelling  and  nodular 
formation  in  one  or  more  organs.  3.  A  mixed  form.  In  the 
nodules  the  authors  have  found  undoubted  spirochaeta  pallida, 
and  there  can  be  no  doubt  that  the  nodular  form  is  to  be  found 
in  the  congenital  as  well  as  in  the  acquired  forms  of  svphilis. 
Spirochetes  are  not  found  in  the  organs  that  are  not  diseased 
and  the  number  found  in  any  organ  is  not  parallel  with  the 
severity  of  the  involvement.  They  have  also  found  spirochetes 
in  the  blood  in  one  case  described. 

Epidemic  Cerebrospinal  Meningitis. — M.  Westenhoeffer  (Berl. 
klin.  Woch.,  Sept.  24  and  Oct.  i,  1906)  discusses  the  point  at 
which  our  knowledge  of  epidemic  cerebrospinal  meningitis  has 
arrived  at  the  present  time.  The  disease  is  in  general  caused 
by  the   intracelluar  diplococcus  of  Weichselbaum,  but  may  also 
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result  from  the  presence  of  the  pneumococcus  of  Frankel.  The 
pneumococcus  cases  are  generally  sporadic  and  occur  when 
pneumonia  is  prevalent.  The  toxines  of  the  meningococcus 
act  by  destroying  the  bactericidal  power  of  the  tissues.  The 
port  of  entrance  of  the  infection  is  now  believed  to  be  the  naso- 
pharyngeal mucous  membrane,  and  the  author  lays  great  stress 
on  the  throat  as  a  source  of  infection.  The  meningococcus 
may  be  found  in  the  throats  of  normal  individuals  when  cases 
of  the  disease  are  present  in  the  house,  and  at  no  other  time. 
A  catarrhal  condition  of  the  nasopharyngeal  membrane  w411 
act  as  a  predisposing  cause  in  the  presence  of  the  bacteria. 
The  infection  is  propagated  from  the  nose  to  the  cavity  of  the 
skull  through  the  lymph  channels.  In  the  author's  autopsies 
he  found  in  all  cases  an  acute  inflammation  of  the  tonsils.  In 
cases  of  some  duration  this  inflammation  disappears,  so  that 
the  meningococcus  is  not  found  in  the  secretion;  therefore  it  is 
necessary  to  examine  the  secretions  in  the  early  stages  of  the 
disease  in  order  to  find  them  present.  The  author  has  found 
the  meningococcus  in  the  secretion  of  the  middle  ear  in  a  case 
in  which  it  was  present  in  the  cerebrospinal  fluid.  The  diplococcus 
crassus  is  a  frequent  companion  of  the  meningococcus.  The 
cause  for  the  spread  of  the  disease  lies  in  the  habits  of  life  of  the 
working  classes,  with  insufficient  light  and  air  and  lack  of  clean- 
liness. It  seldom  appears  in  more  than  one  or  two  members 
of  a  family.  It  is  carried  by  one  member  of  a  family  from  a  work- 
shop to  the  home  and  in  this  way  becomes  spread  abroad.  High 
temperature  is  favorable  to  its  growth.  The  meningococcus 
is  spread  by  the  breath  from  the  throat  or  by  drop  infection. 
The  germ  may  infect  the  heart  muscle,  forming  milliary  abscesses 
in  it  as  well  as  in  the  kidneys.  Ninety  per  cent,  of  the  patients 
are  children.  Children  are  subject  to  affections  of  the  tonsils, 
and  the  cases  of  death  from  the  disease  in  adults  all  showed 
swollen  tonsils,  the  childish  condition.  Those  cases  that  died 
within  twenty-four  hours  of  the  beginning  of  the  disease  always 
showed  the  meningococcus  pharyngitis.  Hot  baths  and  lumbar 
puncture  are  the  only  methods  of  treatment  that  gave  the  author 
any  good  results.  The  objects  to  be  attained  are  destruction 
of  the  cocci  and  their  poisons,  removal  of  pus  from  the  brain 
and  its  cavities,  and  '  prevention  of  chronic  hydrocephalus. 
Lumbar  puncture  carries  out  the  first  two  indications.  Agglu- 
tinins appear  in  the  blood  in  the  latter  part  of  the  first  week. 
The  author  advocates  puncture  of  the  lower  horn  of  the  ven- 
tricle and  emptying  of  pus  to  prevent  hydrocephalus. 

Lumbar  Puncture  in  Children. — Stewart  J.  Ferguson  (Intercol. 
Med.  Jour.,  Australasia,  Nov.  20,  1906)  has  performed  lumbar 
puncture  in  seventy-five  children.  In  tuberculous  meningitis 
he  finds  that  it  alleviates  symptoms  and  tends  to  prolong  the 
course  of  the  disease.  When  the  disease  has  reached  an  advanced 
stage  lumbar  puncture  seems  to  have  no  effect.     One  case  which 
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he  reports  under  this  class  of  cases,  because  the  spinal  fluid  was 
said  to  contain  no  bacteria,  recovered.  In  pneumococcal  menin- 
gitis, either  primary  or  secondary  to  pulmonary  infection,  the 
results  are  variable,  the  mortality  being  high,  especially  in  acute 
primary  cases.  There  is  no  question,  however,  but  that  the 
lumbar  puncture  gives  temporary  improvement  and  relief  of 
symptoms.  In  nearly  every  case  the  fluid  was  distinctly  turbid, 
while  in  the  tuberculous  cases  it  was  nearly  always  clear  and 
opalescent  and  showed  tubercle  baccilli  in  only  five  out  of  thirty- 
three  cases.  In  most  of  the  pneumococcal  cases  there  was  a 
leukocytosis,  rarely  a  lymphocytosis.  Pneumococci  were  found 
in  the  fluid  in  every  case.  In  a  few  cases  the  fluid  was  quite  clear, 
while  post  mortem  a  most  extensive  yellowish  green  purulent 
exudate  was  present.  In  the  author's  series  cases  of  strep- 
tococcus meningitis  were  invariably  fatal  and  lumbar  puncture 
was  of  no  value.  In  many  cases  of  mild  meningitis,  possibly 
due  to  the  diplococcus  intracellularis  or  to  the  pneumococcus, 
and  usually  with  a  lymphocytosis,  lumbar  puncture  gave  most 
favorable  results,  one  operation  often  altering  the  entire  appear- 
ance of  the  case.  In  many  cases  of  pneumonia  and  typhoid  the 
toxins  cause  cerebral  symptoms  suggesting  meningitis.  In  these 
cases  lumbar  puncture  is  exceptionally  valuable.  The  amount 
of  fluid  removed  may  reach  two  or  three  ounces;  it  is  perfectly 
clear  and  shows  no  bacteria,  and  usually  no  cellular  elements. 
The  good  effects  are  immediate.  The  head  retraction,  rigidity 
and  irritability  lessen,  the  mental  condition  and  pulse  improve, 
respiration  becomes  slower  and  easier  and  nourishment  is  better 
taken.  As  a  diagnostic  agent  in  cases  of  doubtful  fracture  of  the 
base  of  the  skull,  the  writer  says  that  if  the  fluid  is  uniformly 
stained  with  blood  it  is  good  evidence  that  a  fracture  exists, 
but  this  must  be  distinguished  from  puncture  of  a  vein,  in  which 
case  blood  flows  freely  at  first  and  the  fluid  later  becomes  clear. 
In  cases  of  doubtful  fracture  the  fluid  is  sometimes  clear,  so  that 
test  is  of  positive,  not  of  negative  value. 


^ 


THE    A.MEEIOA.N 

JOURNAL  OF  OBSTETRICS 


AND 


DISEASES  OF  WOMEN  AM)  CHILDREN. 


VOL.  LV.  MAY,    1907.  NO.  5 


ORIGINAL   COMMUNICATIONS. 


THE   PROPHYLAXIS    AND    TREATMENT    OF    POST- 
OPERATIVE PHLEBITIS.* 


ABRAM  BROTHERS,  B.S.,  M.D  . 

Adjunct-Professor    of    Gynecology,    New    York    Post-Graduate    School     and    Hospital 
Visiting  Gynecologist  Beth  Israel  Hospital. 


In  order  to  properly  study  the  prophylaxis  of  post-operative 
phlebitis— the  portion  of  to-night's  symposium  assigned  to  me— 
it  is  essential  that  we  briefly  review  its  pathology  and  etiology. 

Strictly  speaking,  we  cannot  dissociate  phlebitis  and  venous 
thrombosis.  Both  together  constitute  the  clinical  entity  which  we 
ordinarily  understand  as  post-operative  phlebitis.  An  injury  to 
a  vein  is  the  most  frequent  direct  cause  of  phlebitis ;  whereas  the 
absorption  of  septic  fluids  from  contiguous  structures  that  are 
septic  is  the  common  indirect  cause.      (Hallo way.) 

Thrombi,  according  to  almost  universal  acceptation,  result 
from  alteration  of  the  endothelium  of  the  vein  in  the  vast  majority 
of  cases.  Conditions  which  tend  to  induce  blood-coagulation  may 
be  regarded  as  accessory  causes.  These  include  the  presence  of 
microorganisms  and  their  products  in  the  blood  :  clots  carried  from 
some  other  point  in  the  circulation  and  acting  as  foreign  bodies; 
necrosis,  gangrene ;  inflammatory  and  degenerative  processes 
occurring  in  and  about  the  vessel  walls.  Roswell  Park,  from 
*Read  before  the  New  York  Obstetrical  Society.  AFarch  12,  1907. 


6lO  BROTHERS  :     POST-OPERATIVE   PHLEBITIS. 

whose  textbook  on  Surgery  the  above  is  extracted,  denies  that 
mere  slowing  of  the  blood-stream  without  some  such  mechanical 
irritation  is  sufficient  to  induce  coagulation. 

Thrombo-phlebitis  is  regarded  as  the  manifestation  of  a  septic 
state  and  consists  of  an  inflammation  of  one  or  more  veins 
brought  about  by  the  presence  therein  of  infected  thrombi. 

At  the  outset  we  are  confronted  with  the  following  question : 
Is  phlebitis  dependent  on  thrombosis  or  is  thrombosis  dependent 
on  phlebitis  ?  In  the  eighteenth  century  John  Hunter  promul- 
gated the  theory  that  phlebitis  was  the  primary  and  that  throm- 
bosis was  an  associated  or  secondary  condition.  This  explana- 
tion was  accepted  by  Cruveilhier  and  others.  It  prevailed  undis- 
puted down  to  the  middle  of  the  nineteenth  century. 

In  the  year  1856  Virchow  began  to  teach  the  opposite — namely, 
that  blood-coagulation  and  thrombosis  preceded  the  changes  in 
the  vessel-wall.  He  regarded  retardation  of  the  blood-current 
as  the  primary  and  main  factor  in  the  causation  of  phlebitis. 

Thirty  years  later  (1885)  we  find  that  Billroth,  while  con- 
ceding that  certain  forms  of  phlebitis  were  independent  of  pri- 
mary thrombosis,  still  taught  that,  in  the  majority  of  cases,  a 
sluggish  circulation  was  responsible  for  clot  formation.  He  de- 
scribed thrombosis  as  being  caused  by  compression  of  the  wall 
of  a  vein ;  by  rapid  dilatation  of  a  blood-vessel,  as  in  aneurysm 
and  varices,  which  resulted  in  retardation  of  the  blood-current, 
and  by  marasmic  conditions  in  which  a  similar  result  was  ex- 
])lained  by  insufficient  contraction  of  the  heart  and  arteries,  as 
occurs  in  persons  debilitated  by  age  or  severe,  exhausting  dis- 
ease. 

About  this  time  Birch-Hirschfeld,  after  a  scholarly  presenra- 
tion  of  the  subject  based  on  personal  observations  and  extensive 
reading,  concluded  that  retardation  of  the  blood-ciirrcnt  is  the 
chief  condition  which  leads  to  the  formation  of  thrombi.  While 
recognizing  that  pathological  changes  in  the  intima  of  vessels 
favored  adhesion  of  blood-plates  and  white  blood-cells,  he  re- 
garded the  blood-separation  and  coagulation  as  caused  primarily 
by  the  retardation  of  the  blood-current  and  to  a  lesser  degree  by 
hypcrinosis  or  conditions  tending  to  increase  fibrin  and  fibrin- 
ferment. 

A  dozen  years  later  (1897)  in  the  excellent  and  voluminous 
work  on  Surgery  by  Duplay  and  Reclus,  we  find  that  Quenu  as- 
cribes phlebitis  to  a  microbic  agency,  acting  on  the  endothelium 
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of  a  vein  with  the  clot  formation  as  a  secondary  process.  He 
admits,  however,  the  possibiHty  of  blood  retardation  as  entering 
to  a  limited  degree  in  the  etiology  of  the  pathological  condition. 

Probably  most  surgeons  to-day  accept  this  interpretation. 
Thus  Brewer  (1903)  teaches  that  phlebitis  in  the  majority  of 
cases  is  due  to  the  action  of  pathogenic  microorganisms,  the  viru- 
lence of  which  is  not  sufficient  to  excite  the  ordinary  evidences 
of  inflammation.  The  intima  of  the  vein  becomes  thickened  or 
eroded,  and  a  thrombus  forms  at  the  site  of  the  lesion. 

The  impression  left  in  the  work  on  Surgery  by  the  late  Dr. 
Fowler,  and  published  last  year  (1906),  is  that  this  author 
strongly  favored  the  possibility  and  frequency  of  thrombus* 
formation  irrespective  and  independent  of  pathological  changes  in 
the  vein  itself.  Indeed,  he  describes  one  distinct  variety  under 
the  name  of  "stagnation  thrombi,"  which  he  defines  as  due  to  a: 
retardation  of  the  current  of  blood  in  the  veins  and  resulting  in 
thrombosis.  Secord,  Murphy,  Richardson,  Gerster,  and  the 
Mayos  believe  that  inaction  due  to  prolonged  rest  in  bed,  com- 
bined with  low  blood  pressure,  plays  a  very  important  role  in  the 
etiolog}'  of  post-operative  phlebitis. 

From  all  this  we  are  justified  in  assuming  (i)  that,  in  certain 
cases  at  least,  blood  retardation  leads  on  to  coagulation,  throm- 
bosis, and  phlebitis;  (2)  that,  in  a  larger  proportion  of  cases,  an 
injury  to  the  intima  of  a  vessel  or  the  accumulation  of  micro- 
organisms on  its  wall  results  in  phlebitis  with  secondary  clot 
formation  and  thrombosis. 

Clark,  furthermore,  has  recently  assumed  that,  independent  of 
microorganisms,  and  in  perfectly  aseptic  laparotomies,  a  post- 
operative femoral  phlebitis  may  result  from  backward  extension 
from  the  deep  epigastric  vein  of  a  clot  resulting  from  violent 
traction  of  the  w^ound  edges  in  the  course  of  operation.  Coe  also 
has  called  attention  to  the  occurrence  of  post-operative  phlebitis 
in  the  course  of  aseptic  abdominal  surgery,  and  I  hope  to-night 
to  learn  the  explanation  from  the  lips  of  our  distinguished  col- 
league. Grant  believes  in  some  general  condition  affecting  the 
composition  of  the  blood  which  is  an  essential  factor  in  the  cause 
of  thrombophlebitis  in  these  cases. 

Excluding  direct  injury  to  a  vein  or  its  involvement  as  a  result 
of  cellulitis  in  its  vicinity  we  ordinarily  must  face  two  conditions 
in  the  study  of  the  prophylaxis  of  post-operative  phlebitis,  sepsis, 
and  blood  retardation. 
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Regarding  the  frequency  and  importance  of  sepsis  I  think 
there  can  be  no  doubt.  During  the  past  fourteen  months,  in 
about  400  operations — nearly  all  laparotomies — we  met  at  Beth 
Israel  Hospital  six  cases  of  post-operative  phlebitis.  Four  of 
these  cases  occurred  in  connection  with  suppurative  conditions  of 
the  appendix  and  Fallopian  tubes.  The  fifth  case  occurred  in  a 
woman  with  a  mitral  murmur,  who  underwent  the  Alexander 
operation  of  shortening  of  the  round  ligaments.  One  of  the 
incisions  failed  to  heal  by  primary  intention,  although  the  wound 
disturbance  was  trivial.  The  sixth  case  occurred  in  a  woman 
with  a  bicornate  uterus,  in  whom  it  was  necessary  to  remove  the 
products  of  conception  for  an  incomplete  abortion.  All  of  these 
cases  were  kept  strictly  confined  to  bed,  and  in  none  of  them  can 
the  possibility  of  sepsis  be  excluded — although  most  of  them  were 
really  only  very  mild  cases.  Five  of  the  cases  showed  involve- 
ment of  the  veins  of  the  left  lower  limb;  the  sixth  case  occurred 
on  the  right  side.  All  recovered.  The  phlebitis  developed  in  this 
series  of  cases  between  the  seventh  and  the  twenty-seventh  day 
after  operation. 

The  overwhelming  importance  of  sepsis  in  the  production  of 
post-operative  phlebitis  is  conceded  by  everybody,  and  it  is  hardly 
necessary  to  state  that  the  first  rule  of  prophylaxis  is  the  rigid 
enforcement  of  asepsis  and  antisepsis — whether  we  are  dealing 
with  clean  or  suppurating  conditions.  This  is  neither  the  time 
nor  the  place  to  enter  on  a  long  description  of  how  to  proceed  to 
accomplish  this  end.  The  surgeon  must  never  relax  his  own 
watchfulness  nor  permit  those  about  him  to  become  careless. 
Indeed,  it  is  wise  every  now  and  then  to  revise  every  item  and 
leview  every  detail.  The  dust  of  the  operating  room  (if  any  is 
present),  the  dressings,  the  ligature  material,  the  surgeon's  and 
a.^sistants'  hands,  rubber,  tubing  or  hose,  scrubl)rushes — in 
short,  everything  should  be  subjected  to  occasional  bacteriological 
examination. 

Next  to  asepsis — on  which  all  surgeons  to-day  are  agreed — 
comes  the  question  of  the  importance  of  rest  in  the  prophylaxis 
of  post-operative  phlebitis.  Given  a  case  of  suppurative  appendi- 
citis or  adnexitis  with  a  drained  wound,  we  are  again  nearly 
unanimous  in  advising  rest  in  bed.  For  we  know  that  most  cases 
of  phlebitis  after  operation  occur  just  in  these  patients.  Beyond 
this  point  we  reach  the  "parting  of  the  ways." 

If  after  an  aseptic  operation  which  permits  of  complete  closure 
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of  the  abdominal  incision  without  drainage  the  surgeon  is  con- 
vinced that  phlebitis  always  precedes  and  induces  thrombosis, 
whether  through  injury  of  some  sort  to  the  vein  or  mild  infection, 
the  only  safe  rule  for  him  to  follow  is  to  insist  on  the  time- 
honored  practice  of  keeping  his  patient  in  bed  during  the  period 
of  time  at  which  this  complication  is  known  to  regularly  occur — 
namely  two  to  three  weeks,  or  longer.  He  will  thus  avoid  taking 
the  chance  of  injuring  a  vein  or  its  perivascular  structures,  and 
give  his  patient  a  sort  of  guarantee  against  possible  damage  from 
a  congregation  of  bacteria  clinging  to  some  point  along  the 
interior  wall  of  a  vein. 

If,  on  the  other  hand,  one  feels  that,  in  this  class  of  cases, 
retardation  of  the  blood  current  does  play  an  important  role  as 
one  of  the  chief  factors  in  producing  first  coagulation  and  later 
thrombosis  with  phlebitis,  and  questions  the  possibility  of  infec- 
tion after  aseptic  work,  then  must  his  prophylactic  measures  pro- 
ceed in  the  opposite  direction.  In  such  event,  instead  of  absolute 
and  prolonged  rest  in  bed,  the  logical  indications  will  be  early 
movement  and  early  removal  from  the  bed.  It  is  almost  super- 
fluous to  remind  this  audience  that  the  heart  action  and  circulation 
are  distinctly  accelerated  by  sitting  a  patient  up  in  bed  or  permit- 
ting her  to  turn  from  side  to  side  at  will,  and  still  more  so  by 
getting  the  patient  out  of  bed  and  permitting  her  at  a  very  early 
period  to  make  a  few  steps.  Besides  this,  liberal  nourishment, 
frictions  and  massage  assist  in  quickening  an  otherwise  sluggish 
circulation.  ■ 

From  the  theoretical  point  of  view,  or  even  as  the  result  of 
numerous  laboratory  experiments,  this  question  has  not  yet  been 
definitely  settled.  Nor  is  this  necessar>'.  The  problem  has  been 
attacked  and  settled  to  the  satisfaction  of  many  from  a  purely 
practical  and  empirical  method  of  procedure. 

It  is  true  that  some  operators  have  done  a  large  number  of 
aseptic  operations,  keeping  their  patients  in  bed  during  the 
usually  prescribed  period  of  time,  without  meeting  a  single  case 
of  post-operative  phlebitis.  Thus  our  distinguished  fellow- 
member,  William  M.  Polk,  has  done  one  hundred  consecutive 
hysterectomies  at  Bellevue  Hospital  without  a  single  instance  of 
this  complication  being  in  the  records.  On  the  other  hand, 
according  to  Grant,  Cordier  has  collected  166  cases  of  post- 
operative phlebitis  after  hysterectomy  for  uterine  fibroids.  In 
1,000  operations  for  appendicitis  in  Sonneburg's  clinic,  14  cases 
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of  thrombosis  occurred  in  "internal"  cases.  Schenck  refers  to 
25  cases  of  thrombosis  after  hysterectomy  and  9  after  ovariotomy 
in  a  series  of  7,130  gynecological  operations.  In  1,140  laparoto- 
mies, 26  cases  of  thrombosis,  according  to  Albans,  occurred  after 
"clean"  operations. 

The  experience  of  those  who  allow  their  patients  to  move  about 
early  after  intraperitoneal  operations  is  that  post-operative  phle 
bitis  or  thrombosis  very  seldom  occurs.  Thus,  in  more  than  1,000 
cages  of  abdominal  section  done  by  Ries,  Boldt,  Chanler,  and 
myself,  we  can  record  only  two  or  possibly  three  cases  of  this 
complication,  and  they  were  of  a  very  mild  character. 

The  movement  of  early  mobilization  after  abdominal  section 
was  started  by  Ries  of  Chicago  and  Boldt  of  New  York,  and  is 
spreading  rapidly  throughout  this  country  and  Europe.  Moyna- 
han,  in  his  recently  published  work  on  abdominal  surgery, 
strongly  advocates  early  feeding  and  early  mobilization.  Hertog 
has  just  published  a  report  from  Landau's  clinic  in  Berlin,  in 
which  39  patients  were  permitted  to  leave  their  beds  in  periods 
of  time  ranging  between  one  and  nine  days.  Kronig  and 
Doderlein  are  enthusiastic  supporters  of  this  movement.  My 
own  personal  experience  during  the  past  eighteen  months  with 
t\\e  method  embraces  between  50  and  60  cases,  and,  although  I 
haye  met  instances  of  phlebitis  during  this  time,  the  complication 
did  not  involve  any  of  the  patients  who  were  got  out  of  bed  at 
an  early  period  after  operation. 

It  is  true  that  post-operative  phlebitis,  even  after  aseptic  opera- 
tions, may  occur  as  late  as  the  end  of  tlie  second  or  third  week. 
This  is  used  as  the  strongest  argument  in  favor  of  prolonged 
rest  in  bed.  With  the  greatest  respect  for  the  opinions  of  my 
colleagues,  I  regard  this  as  the  weakest  argument  of  all.  From 
my  view-point  prolonged  rest  in  bed  tends  to  increase  debility,  and 
certainly  does  not  tend  to  improve  blood  circulation.  If  thrombus 
formation  is  favored  by  a  sluggish  circulation,  then  I  must  insist 
that  one  of  the  best  means  of  prophylaxis  is  early  mobilization  of 
the  patient. 

No  rule  should  be  too  sweeping,  and  every  rule  should  carefully 
note  exceptions.  Personally,  I  have  put  myself  on  record  as  being 
opposed  to  the  extreme  position  taken  by  Ries  and  my  respected 
friend,  Dr.  Boldt,  by  which  patients  are  urged  to  leave  the  bed 
in  twelve  to  twenty-four  hours  after  operation.  On  the  other 
hand,  I  consider  it  absurd  to  keep  patients  in  bed  for  two  or  three 
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weeks  after  a  simple,  aseptic  abdominal  section.  I  again  repeat 
that  the  likelihood  of  the  occurrence  of  a  post-operative  phlebitis 
in  clean  abdominal  work  is  more  probable  when  this  latter  plan 
is  followed  than  when  the  patients  are  permitted  to  move  about 
early.  It  is  my  firm  conviction  that  80  per  cent,  or  more  of  all 
abdominal  sections  will  in  the  near  future  be  ordered  out  of  bed 
at  the  end  of  the  first  week.  That  it  is  perfectly  safe  for  many  of 
these  cases  to  sit  in  a  chair  after  two  to  four  days  has  been 
proven  to  my  complete  satisfaction  in  my  own  work. 

The  exceptions,  however,  should  be  borne  in  mind.  The  mag- 
nitude of  an  operation  is  in  itself  no  contraindication  to  early 
mobilization.  Pus  cases  which  require  drainage  through  the 
abdomen  should  be  kept  in  bed ;  in  these  cases  we  know  that  post- 
operative phlebitis  is  most  apt  to  occur  as  a  result  of  septic 
absorption.  The  same  is  true  of  all  cases  showing  febrile  dis- 
turbances and  for  the  same  reason.  Senile  and  exsanguinated 
patients  require  the  lesser  degrees  of  motion,  friction,  or  mas- 
sage, although  it  is  surprising  at  times  to  note  how  quickly  con- 
valescence proceeds  even  in  these  patients  when  put  in  a  cliair 
before  the  end  of  the  first  week.  In  the  presence  of  organic  dis- 
ease— cardiac,  pulmonary,  or  renal — early  removal  from  bed  is 
contraindicated.  The  danger  of  embolism  is  great  in  many  of 
these  patients.  The  surgeon  must  always  be  more  or  less  of  the 
physician.  He  should  be  guided  by  associated  conditions,  and 
should  be  always  ready  to  make  exceptions. 

Without  attempting  to  be  dogmatic.  I  respectfully  ask  for  a 
fair  hearing,  and  beg  you  to  put  all  preconceived  notions  to  one 
side  and  to  ignore  all  theoretical  considerations.  I  ask  you  to 
select  your  cases  and  then  give  this  method  of  early  mobilization 
an  unbiased  and  impartial  trial.  Only  by  collective  experiences 
will  the  prophylactic  value  of  early  mobilization  as  a  preventive 
of  post-operative  phlebitis  be  determined. 

The  prophylactic  treatment,  then,  may  be  summarized  in  two 
paragraphs : 

I.  Careful  attention  to  every  aseptic  and  antiseptic  detail  in 
every  operation.  Adequate  drainage  in  purulent  or  infected 
conditions.  In  gynecological  abdominal  surgery,  this  implies  the 
use  of  the  vagina  or  lower  portion  of  the  abdominal  incision,  or 
even  the  removal  of  the  uterus  for  purposes  of  efficient  drainage. 
The  Fowler  elevation  of  the  bed  is  a  useful  post-operative 
adjunct  to  carry  out  this  end.     Some  operators,  even  in  this  class 
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of  cases,  will  urge  their  patients  early  out  of  bed  with  a  view 
of  preventing  post-operative  phlebitis. 

2.  In  aseptic,  nonpurulent  intraabdominal  conditions  which  are 
submitted  to  other  than  fixation  operations  the  occurrence  of 
post-operative  phlebitis  will  be  reduced  in  frequency  by  getting 
such  patients  out  of  bed  before  the  end  of  the  first  week. 

In  regard  to  the  treatment  of  phlebitis  when  actually  present 
all  surgeons  are  agreed.  Rest  of  the  most  absolute  character, 
with  elevation  of  the  affected  limb,  is  the  prime  indication.  It  is 
customary  to  wrap  the  extremity  in  cotton  and  keep  it  in  place  by 
means  of  a  loose  bandage.  An  ice-bag  over  the  most  tender  area 
will  give  comfort  and  relieve  signs  of  inflammation.  Frictions 
and  massage  are  advised  by  some  authors,  but  I  believe  that  the 
best  interests  of  the  patient — particularly  in  avoiding  the  danger 
of  breaking  the  clot  prematurely  and  distributing  emboli  through- 
out the  circulation — are  subserved  by  omitting  these  measures. 

112  East  Sixty-first  Street. 
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Wound  entirely  h'l'd 
by     time     phlebitis 
had  run  its   lo-day 
course. 

A  febrile  course  until 
phlebitis  set  in.  Pa- 
tient had  a  marked 
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POST-OPERATIVE  THROMBO-PHLEBITIS.* 


BY 

HENRY  C.  COE,  M.D., 
New  York. 


A  REVIEW  of  the  literature  of  this  subject  shows  that  it  has 
attracted  widespread  interest  since  the  pubHcation  of  the  writer's 
paper  six  years  ago  {Medical  News,  July  i,  1899),  He  has  been 
led  to  modify  the  views  expressed  at  that  time,  especially  with 
reference  to  the  septic  origin  of  the  affection,  which  were  then 
held  by  such,  an  eminent  authority  as  Prof.  William  H.  Welch. 
It  must  be  confessed,  however,  that  but  little  new  light  has  been 
thrown  upon  the  etiology,  though  some  advance  has  been  made 
in  the  direction  of  prophylaxis. 

It  is  assumed  that  we  are  dealing  almost  exclusively  with  the 
question  of  crural  thrombo-phlebitis  following  pelvic  operations 
other  varieties  belonging  more  properly  to  general  surgery. 

The  introductory  paper  in  this  discussion  has  been  assigned 
to  the  writer,  so  that  he  will  simply  review  briefly  the  whole  field 
without  encroaching  upon  the  special  topics  to  be  presented  by 
the  other  speakers.  From  a  survey  of  recent  literature  and  ar 
inspection  of  hospital  records  it  is  evident  that  there  is  no  apparent 
diminution  in  the  number  of  cases  of  post-operative  thrombo- 
phlebitis, or  of  deaths  from  thrombosis,  in  spite  of  the  marked 
improvement  in  aseptic  technique  and  the  resulting  low  mortality 
from  sepsis.  Hence  the  inference,  already  forced  upon  us  after 
wider  clinical  experience,  that  infection  is  not  to  be  regarded  as 
the  sole  cause  of  phlebitis.  Moreover,  no  one  will  be  inclined  to 
doubt  that  this  complication  is  most  common  in  cotmcction  with 
the  local  circulatory  disturbances  accompanying  uterine  fibroids. 

The  prevailing  view  is  thus  epitomized  by  Da  Costa  {Modern 
Surgery,  1907,  p.  185)  :  "The  essential  cause  is  damage  of  the 
endothelial  coat  of  bacteria,  hence  most  cases  seen  by  surgeons 
are  infectious."  Slowing  of  the  blood  current  alone,  he  believes, 
<loes  not  cause  thrombosis.     "A  thrombus,"'  he  adds,  "can   form 

*Rfad  before  the  New  Yrrk  Obstetrical  Society,  March  12,  1907. 
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only  where  fibrin  ferment  is  set  free,  and  fibrin  ferment  can  I: 
set  free  only  when  white  corpuscles  disintegrate." 

Frasier  (Keen's  Surgery,  Vol.  I,  1906)  believes  that  infection 
is  the  chief  factor  in  the  majority  of  cases,  rejects  the  theory  of 
chemical  changes  in  the  blood,  and  holds  that  slowing  of  the  cir- 
culation is  only  a  contributory  factor  when  there  is  a  lesion  of  the 
vessel- walls. 

Cordier  {Jour.  Am.  Med.  Association,  December  5,  1905)  col- 
lected 2T^2  cases  of  thrombo-phlebitis  following  abdominal  and  pel- 
vic operations,  the  left  saphenous  or  femoral  vein  being  afifected 
in  213.  In  69  cases  the  complication  followed  aseptic  hystero- 
myomectomy,  in  16  oophorectomy,  in  27  aseptic  appendectomv  • 
3  were  after  Alexander's  operation,  7  in  hydrosalpinx,  8  after 
vaginal  section,  7  after  ventrosuspension,  9  after  vaginal  hysterec- 
tomy for  cancer,  and  65  after  "undescribed"  pelvic  and  abdominal 
operations.  166  were  "clean"  cases.  In  the  majority  the  symp- 
toms appeared  between  the  loth  and  15th  days,  and  in  only  3  did 
sudden  death  occur,  though  lung  complications  were  noted  in  6 

The  writer  concludes  that  thrombo-phlebitis  occurs  in  2  per 
cent,  of  all  abdominal  operations,  being  rare  after  vaginal,  and 
most  frequent  in  anemic  patients  with  bleeding  fibroids.  He 
infers  that  although  this  condition  is  present  most  often  afte- 
aseptic  operations,  where  no  drainage  is  employed,  it  is  due  to  a 
"mild  type  of  infection."  though  he  admits  in  conclusion  that 
there  is  "no  satisfactory  anatomical  explanation." 

Schenck  {Ncoj  York  Medical  Journal,  September  6,  1902), 
from  a  study  of  forty-eight  cases  of  post-operative  crural 
thrombosis,  concludes  that  this  is  a  rare  complication  except 
after  intropelvic  procedures,  that  it  is  infrequent  after  septic 
operations,  that  anemia  in  connection  with  neoplasms  is  an  etio- 
logical factor,  and  that  traumatism  during  operation  (especially 
the  use  of  large  retractors)  may  be  a  contributing  cause  (yet, 
how  common  is  the  use  of  retractors,  especially  by  general  sur- 
gery!). 

Albanus  {Brunn's  Beitrlige  cur  klin.  Chirurgic,  Vol.  40,  1903, 
p.  311)  notes  4.64  per  cent,  of  cases  of  thrombosis  in  1,140  lapa- 
rotomies, in  2  per  cent,  of  which  pulmonary  embolism  occurred. 
He  does  not  refer  to  infection  at  all,  mentioning  as  etiological 
factors  the  prolonged  recumbent  position,  retardation  of  the 
blood  current,  changes  in  the  heart  (especially  from  narcosis)  and 
in  the  blood,  traumatism  and  obstinate  constipation. 
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Clark  {Univ.  Penn.  Med.  Bull.,  1902,  p.  154),  in  a  paper  which 
smacks  somewhat  of  the  study  (in  spite  of  the  approval  of  such 
high  authorities  as  Meek  and  Recklinghausen),  opposes  the  septic 
origin  of  post-operative  thrombo-phlebitis  for  the  following  rea- 
sons :  ( I )  The  temperature  is  seldom  elevated  before  the  de- 
velopment of  the  condition,  and  neither  pulse  nor  temperature 
indicates  a  septic  process;  (2)  It  usually  follows  clean  cases; 
(3)  Even  in  infected  cases  there  is  no  coincidence  between  the 
time  of  the  infection  and  the  appearance  of  the  phlebitis ;  (4) 
It  usually  dvelops  after  the  eighth  day,  most  often  after  the  fif- 
teenth; (5)  If  it  were  due  to  infection  there  should  be  a  consider- 
able mortality. 

The  writer  advances  what  would  seem  to  be  a  somewhat  fanci- 
ful theory  to  explain  the  affection,  which  he  claims  (in  opposition 
to  statistics)  is  most  common  after  ventrosuspension,  viz.,  trau- 
matism and  thrombosis  of  the  deep  epigastric  veins  from  the  use 
of  retractors,  and  extension  of  the  thrombi  to  tlie  femorals.  He 
believes  that  such  thrombi  doubtless  often  form  in  the  epigastrics, 
but  on  account  of  the  free  anastomosis  of  the  opposite  veins,  this 
extension  is  exceptional.  He  appends  a  report  of  forty-one 
cases  from  the  Johns  Hopkins  Hospital  records,  the  majority  fol- 
lowing fibroid  operations,  with  no  mortality. 

I  need  not  call  attention  to  the  many  papers  and  discussions 
on  uterine  fibroids  (several  by  Noble),  in  which  stress  is  laid  on 
the  greater  frequency  of  phlebitis  after  hysteromyomectomy.  The 
most  recent  contributions  to  the  literature  of  this  subject  will  be 
found  in  the  Trans.  Am.  Gyn.  Society  (Vol.  31,  1906),  to  which 
Drs.  Johnson  and  Boise  contribute  papers  which — with  the  ac- 
companying discussion — are  interesting,  but,  like  the  others 
quoted,  add  no  definite  information  to  our  present  knowledge  of 
the  etiology  and  prophylaxis,  since  in  nearly  every  instance  the 
writer,  or  speaker,  simply  expresses  his  personal  opinion,  or 
quotes  that  of  another  authority. 

The  point  of  especial  interest  to  the  surgeon  is :  How 
far  is  post-operative  thrombo-phlebitis  preventable  ?  Noble,  in 
discussing  the  cardiovascular  changes  associated  with  uterine 
fibroids,  says:  "If  patients  were  operated  upon  early,  and  if 
when  referred  for  operation  late,  they  were  well  prepared  before 
operation,  the  mortality  from  cardiovascular  changes  would  be 
much   diminished.      There   is   no   doulu   that  the   occurrence  of 
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thrombosis,  phlebitis,  and  emboHsm  is  favored  by  the  anemia  and 
cardiovascular  degenerations  resulting  from  fibroid  tumors,  and 
thus  add  to  the  morbidity  of  operations."  What  this  preparatory 
treatment  includes  is  by  no  means  clear.  Boise  {Trans.  Am. 
Gyn.  Soc,  Vol.  31,  1906,  p.  yz)  suggests  that  we  may  attempt  to 
diminish  the  coagulability  of  the  blood  by  administering  citrate 
of  soda.  He  quotes  Prof.  Wright  to  the  effect  that  the  same  result 
is  attained  by  the  ingestion  of  alcohol  and  large  quantities  of 
water.  As  a  matter  of  fact,  during  the  eleven  years  in  which 
the  writer  has  been  connected  with  Bellevue  Hospital  he  has 
rarely  administered  alcohol  (either  before  or  after  operation), 
relying  entirely  upon  strychnine  and  water.  It  is  a  singular  fact 
that  only  three  cases  of  post-operative  phlebitis  have  occurred 
during  this  period,  even  in  bad  septic  cases,  when  in  private  prac- 
tice and  at  the  Memorial  Hospital  he  has  sometimes  had  as  many 
cases  in  a  single  year.  This  difference  cannot  be  explained  by 
any  theory  of  difference  in  the  preparatory  or  after-treatment  of 
patients.  Can  it  be  due  to  the  fact  that  the  Bellevue  patients 
are  allowed  more  latitude  in  the  matter  of  moving  about,  sitting 
up,  etc.,  or  that  they  are  permitted  to  leave  their  beds  earlier? 
This  brings  us  to  the  radical  change  in  the  after-treatment  of 
laparotomy  patients,  of  which  our  esteemed  Fellow,  Dr.  Boldt,  is 
such  a  consistent  and  successful  advocate.  His  recent  paper 
{Nezu  York  Medical  Journal,  January  26,  1907),  based  upon 
1,000  cases  by  Ries  of  Chicago  and  .himself,  claims  our  serious 
consideration,  and  will  undoubtedly  exert  a  marked  influence 
upon  the  routine  methods  of  abdominal  surgeons.  The  writer 
does  not  intend  to  discuss,  or  to  criticise,  this  treatment,  as  it  will 
form  the  basis  of  a  paper  by  one  of  the  other  readers,  but  he  is 
prepared  to  admit  that  he  does  not  maintain  his  former  antago- 
nistic attitude,  but  has  already  begun  to  shorten  the  period  during 
which  he  keeps  his  patients  in  bed.  From  the  standpoint  of  the 
prevention  of  post-operative  thrombophlebitis  due  to  slowing  of 
the  blood  current,  there  is  much  to  be  commended  in  Dr.  Boldt's 
method.  But  it  would  seem  that  some  judgment  must  be  exer- 
cised in  the  treatment  of  different  cases.  Certainly  after  the 
removal  of  large  fibroids  few  would  have  the  courage  to  allow 
patients  to  leave  their  beds,  at  least  until  the  end  of  the  week. 
The  novel  and  apparently  heroic  nature  of  the  treatment 
ought  not  to  prejudice  us  against  it  before  it  has  had  a  fair  trial. 
The  fact  that  in  these  i.ooo  cases  not  a  single  case  of  embolism 
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has  occurred  is  itself  a  proof  that  we  must  modify  our  views  as  to 
the  etiology  of  this  accident.  It  is  only  fair  that  the  members  of 
this  Society  should  be  able  to  speak  from  practical  experience 
before  they  can  pretend  to  criticise  intelligently. 

It  must  be  confessed  that  little  has  been  added  to  our  knowledge 
of  the  diagnosis  and  treatment  of  crural  thrombosis  during  the 
past  decade.  It  is  easy  enough  to  recognize  this  condition,  even 
at  its  inception  and  before  any  elevation  of  temperature  has  oc- 
curred, when  local  pain  and  tenderness  develop  in  the  thigh, 
popliteal  space,  or  groin,  though  edema  may  be  entirely  absent.  It 
is  more  difficult  to  detect  intropelvic  thrombosis,  which  is  often 
impalpable.  It  has  doubtless  happened  to  us  all  to  meet  with 
puzzling  cases,  both  puerperal  and  post-operative,  where  the 
most  careful  examination  fails  to  account  for  the  late  elevation 
of  temperature,  and  when  sepsis  can  apparently  be  positively 
excluded.  In  a  few  instances  the  writer  has  been  able  to  diagnose 
thrombophlebitis  of  the  veins  of  the  broad  ligaments,  but  more 
often  the  condition  has  merely  been  inferred,  the  diagnosis  being 
subsequently  confirmed  by  the  evidence  of  extension  to  the 
saphenous  or  femoral  vein. 

The  prognosis  as  regards  recovery  is  favorable,  although  it 
must  be  confessed  that  one  or  two  years  may  elapse  before  the 
leg  is  restored  to  its  full  usefulness,  a  most  annoying  sequela  of 
an  otherwise  successful  operation.  Few,  if  any,  will  agree  with 
the  gloomy  view  expressed  by  Albanus.  who  notes  2  per  cent, 
of  cases  of  embolism  resulting  from  phlegmasia.  The  writer  has 
lost  two  cases  from  embolism  on  the  sixth  and  tenth  days  after 
aseptic  hysterectomy,  but  never  in  connection  with  crural  throm- 
bo-])hlcibtis.  and,  so  far  as  his  study  and  observation  go,  the  danger 
from  detachment  of  the  thrombus  has  been  greatly  exaggerated. 
Like  other  traditions  in  medicine,  this  has  been  handed  down 
through  succeeding  generations  of  writers.  Several  cases  have 
iudeed  been  reported  (see  the  writer's  paper,  before  al- 
luded to),  but  these  are  really  insignificant  in  number 
when  compared  with  the  up  Iirdlu  cmfwyp  vbgkqj  xzfiflffffi  tao 
operations  annually  performed. 

As  regards  treatment,  it  cannot  be  said  that  any  advance  has 
been  made.  Certainly  no  medication,  internal  or  external,  has 
ever  seemed  to  hasten  the  absorption  of  the  thrombus  or  to  restore 
the  circulation.  Time  alone  will  effect  that  result.  Whatever 
position  is  most  comfortable  to  the  patient  is  safe.    Some  prefer  to 
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have  the  limb  elevated ;  other  to  move  it  freely.  Bandaging 
usually  relieves  when  there  is  much  swelling,  and  of  course  is  ad- 
visable when  the  patient  leaves  her  bed,  the  light  elastic  webbing 
being  preferable.  Nothing  is  gained  by  allowing  her  to  bear  her 
weight  on  her  leg  early — in  fact,  many  a  discouraging  relapse  has 
followed  when  the  surgeon  yields  to  her  impatience,  against  his 
better  judgment. 


MESOSIGMOIDITIS    AND    ITS   RELATION    TO    GYNE- 
COLOGICAL AFFECTIONS. 


BY 

EMIL  RIES,  M.D.. 
Chicago. 


Meso.sigmoiditis^  in  the  sense  in  which  it  has  been  brought 
prominently  before  the  profession  by  recent  investigations,  is  a 
condition  of  chronic  inflammation  of  the  connective  tissue,  as  well 
as  the  peritoneal  covering  of  the  mesentery  of  the  sigmoid  flexure. 
This  chronic  inflammation  leads  to  shrinking  of  this  mesentery 
and,  in  consequence  thereof,  to  a  shortening  of  the  base  of  the 
mesosigmoid.  Instead  of  the  normal  delicate,  transparent  struc- 
ture a  mesosigmoid,  which  has  undergone  this  pathological  change, 
presents  white  bands  of  cicatricial  tissue  and  has  lost  its  elastic- 
ity to  a  greater  or  less  degree.  The  sigmoid  is  thereby  hindered 
in  its  normal  free  excursions  and  becomes  a  fertile  source  of 
grave  and  sudden  danger. 

Of  the  causes  of  these  chronic  inflammatory  changes  we  know 
two  which  are  firmly  established  in  the  etiology,  one  the  so-called 
Graser's  diverticula  in  the  sigmoid,  the  other  chronic  inflam- 
matory conditions  extending  from  the  neighboring  structures,  par- 
ticularly the  rectum  and  the  female  sexual  organs. 

Graser  was  the  first  to  give  a  complete  description  of  the 
diverticula  named  after  him  (MitcncJiciier  mcd.  IVoch.,  1899.  No. 
22).  These  diverticula  are  true  or  false,  in  the  beginning  usually 
false.  They  follow  especially  the  pathway  of  the  blood-vessels  on 
their  routes  through  the  muscular  coats  of  the  bowel.  Fecal  mat- 
ter entering  these  diverticula  stagnates  there  and  may,  and  fre- 
quently does,   lead   to  inflammation,   ulceration,   sometimes   even 
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perforation  of  these  diverticula.  The  consequence  of  the  absorp- 
tion of  septic  material  from  these  diverticula  is  the  cause  of  the 
chronic  inflammation  of  the  mesosigmoid. 

The  production  of  mesosigmoiditis  by  extension  of  inflamma- 
tory conditions  of  neighboring  structures  was  known  to  Virchow, 
and  has  been  given  a  very  full  description  in  one  of  his  masterful 
papers  (Virchow's  Archives,  Vol.  V.).  Any  chronic  inflamma- 
tion of  the  rectum  due  to  proctitis,  stricture,  and  ulceration  (see 
description  of  such  a  case  in  my  paper  in  Annals  of  Surgery, 
1905),  or  ulceration  alone  may  invade  the  mesosigmoid.  Inflam- 
matory conditions  of  the  female  sexual  tract  also  may  form  the 
basis  of  a  mesosigmoiditis.  The  parametritis  chronica  atrophicans 
as  described  by  Freund  (Gyn.  Clinic,  1885)  was  known  to  this 
author  to  be  frequently  associated  with  a  mesosigmoiditis,  the 
conditions  in  the  broad  ligament  closely  resembling  those  in  the 
mesosigmoid.  Freund's  description  unfortunately  has  been  paid 
too  little  attention  among  gynecologists.  Chronic  inflammation 
of  the  left  appendages,  or  of  the  tumors  of  the  latter  is  well  knov/n 
to  lead  often  to  adhesions  of  these  organs  to  the  mesosigmoid, 
but  the  changes  in  the  mesosigmoid  have  not  found  frequent 
mention  in  the  literature. 

Byron  Robinson  (Abdominal  Brain,  1907)  has  repeatedly  and 
urgently  insisted  that  these  adhesions  as  well  as  similar  ones  in 
other  regions  of  the  abdominal  cavity  are  due  to  muscular  trauma. 
Although  the  fact  that  the  psoas  muscle  lies  underneath  the  sig- 
moid on  one  side,  and  under  the  cecum  and  appendix  on  the  other, 
is  not  denied,  this  anatomic  relation  alone  is  not  sufficient  evi- 
dence of  the  causal  relation  between  the  adhesions  and  the  muscu- 
lar activity.  Besides  the  anatomic  relation,  no  further  evidence 
of  the  connection  between  muscle  and  the  mesosigmoiditis  has 
been  adduced. 

In  view  of  the  comparative  frequency  of  the  inflammatory 
lesions  of  the  female  sexual  tract,  and  in  view  of  the  comparative 
rarity  of  the  diverticula,  it  is  rather  surprising  to  find  that  so  many 
cases  of  volvulus  of  the  sigmoid,  due  to  mesosigmoiditis,  have 
been  described  in  men.  while  the  number  described  in  women  is 
rather  small.  Treves  (Intestinal  Obstruction,  1900)  reports  the 
proportion  of  volvulus  of  the  sigmoid  in  man  to  volvulus  of  the 
sigmoid  in  women  as  four  to  one.  Recent  papers  seem  to  make 
the  relation  even  more  disproportionate,  more  like  ten  to  one. 

Of  course  it  is  evident  that  mild  cases  of  mesosigmoiditis  need 
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not  lead  to  volvulus,  and  that  volvulus  may  be  due  to  causes  other 
than  mesosigmoiditis.  Nevertheless,  in  the  absence  of  statistics 
of  mesosigmoiditis,  the  reports  of  volvulus  due  to  mesosigmoiditis 
may  be  accepted  as  suggestive. 

The  symptoms  of  chronic  mesosigmoiditis  are  not,  as  a  rule, 
very  marked.  They  consist  mainly  in  constipation,  flatulency,  and 
more  or  less  pain  in  the  region  of  the  sigmoid.  Now  and  then 
the  patients  report  a  feeling  of  stiffening  in  the  bowel,  localized 
bloating,  with  acute  sharp  pains  in  this  locality.  But,  as  a  rule, 
the  symptoms  are  not  sufficient  for  a  reliable  diagnosis,  and  the 
patients  usually  drag  along  with  a  diagnosis  of  intestinal  fer- 
mentation, chronic  constipation,  or  some  such  indefinite  diagnosis 
until  some  day,  particularly  after  an  indiscretion  in  diet,  the 
symptoms  of  an  intestinal  blockade  become  manifest.  These  may 
disappear  again  with  or  without  treatment,  and  may  repeat  them- 
selves at  various  intervals,  or  they  may  go  on  to  the  development 
of  typical  ileus,  due  to  volvulus  of  the  sigmoid,  to  which  the  meso- 
sigmoiditis has  given  the  predisposition.  Then,  if  an  operation 
for  the  relief  of  the  ileus  is  undertaken  in  time,  that  is  to  say, 
before  peritonitis  has  set  in  and  has  covered  the  mesosigmoid 
with  exudate,  the  mesosigmoiditis  is  recognized  and  the  patient's 
entire  previous  history  becomes  illuminated  by  the  pathological 
condition  found  in  the  operation. 

A  case  came  under  my  observation  some  time  ago  which  illus- 
trates the  importance  of  a  pre-existing  mesosigmoiditis  in  a  very 
remarkable  and  exceptional  way,  and  which  I  therefore  venture 
to  submit  to  you. 

Mrs.  E,  F.,  22  years :  Excepting  an  attack  of  pneumonia  in 
November,  1905,  which  lasted  only  one  week,  patient  has  never 
been  sick.  She  menstruated  first  at  the  age  of  12  years,  then 
more  or  less  irregularly  until  the  birth  of  her  child,  usually  four 
or  five  days.  Since  the  birth  of  her  child,  menstruation  has  been 
regular,  but  more  protracted,  lasting  usually  two  weeks.  The 
menstruation  is  more  copious  now  than  it  was  before  the  partus. 
Menstruation  was  painful  before  the  birth  of  the  child,  but  is 
painless  since  then.  Leucorrhea  exists  since  the  pregnancy  com- 
menced, and  is  worse  since  the  baby  was  born.  Patient  was  con- 
fined September  29.  1905.  Labor  was  natural,  but  was  followed 
by  symptoms  of  infection,  which  became  most  pronounced  three 
weeks  after  the  labor,  and  kept  the  patient  in  bed  for  some  time. 
She  nursed  three  weeks ;  the  babv  is  healthv.     Since  the  birth 


626  RIES:    MESOSIGMOIDITIS. 

of  the  child,  the  patient  has  been  unable  to  work.  She  complains 
of  pain  in  the  left  side  of  the  abdomen,  which  extends  down  to 
the  left  knee,  pain  in  her  back,  discharge,  considerable  constipa- 
tion.    She  had  her  last  menstruation  on  the  20th  of  March, 

Examination  reveals  a  well-built,  fairly  strong  body,  with  the 
organs,  except  the  pelvic  organs,  in  normal  condition.  Tem- 
perature, 100;  pulse,  88;  urine  normal.  Purulent  discharge  from 
the  uterus.  Uterus  retroverted,  adherent  posteriorly,  left  ap- 
pendages considerably  enlarged  (to  the  size  of  a  fist),  and  tube 
thickened,  right  appendages  less  enlarged.  Sigmoid  flexure  sensi- 
tive, hard  on  palpation. 

April  II,  1906,  patient  was  operated  on  under  scopolamine- 
morphine  anesthesia,  with  the  addition  of  two  drachms  of  chloro- 
form, the  operation  lasting  sixty  minutes. 

The  uterus  was  dilated,  irrigated,  curetted.  The  curette  brought 
copious  masses  of  thickened  mucosa.  Anterior  incision,  the  blad- 
der was  detached,  peritoneum  opened.  Uterus  was  adherent  pos- 
teriorly and  the  left  enlarged  appendages  made  it  difficult  to  dis- 
place the  uterus  into  the  vagina.  The  right  appendages  were 
first  brought  down.  The  tube  was  found  thickened  and  closed. 
It  was  removed  and  the  ligament  sutured.  The  right  ovary  was 
normal  and  was  left  behind.  The  tumor  of  the  left  appendages 
reached  high  up  along  the  rectum  and  sigmoid,  and  it  was  some- 
what difficult  to  detach  it  and  bring  it  into  the  vagina.  When 
delivered  it  was  found  to  consist  of  a  much  thickened  and  closed 
tube  and  an  ovarian  cyst,  the  whole  mass  being  about  the  size 
of  a  fist.  The  tumor  was  removed  with  the  tube,  and  the  tube 
excised  in  wedge-shape  from  the  uterine  horn,  as  had  been  done 
on  the  right  side  also.  The  wounds  were  closed  with  catgut. 
The  patient  had  stood  the  operation  well.  The  examination 
showed  both  tubes  containing  a  small  amount  of  pus,  and  their 
walls  thickened  and  of  a  homogeneous  aspect.  The  ovarian  cyst 
was  an  ordinary  serous  cyst. 

The  patient  made  a  good  recovery  from  this  operation,  and 
went  home  two  weeks  after. 

Her  condition  after  the  operation  was  satisfactory.  The  pa- 
tient was  able  to  attend  to  her  housework.  She  still  suffered 
some  from  constipation  and  flatulency. 

On  the  22(1  of  October,  1906,  over  six  months  after  the  opera- 
tion, the  patient  was  constipated  and  took  some  laxative.  On  the 
23d  she  began  to  have  pain  in  the  abdomen,  which  soon  became 
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worse.  The  bowels  did  not  move.  In  the  afternoon  patient  be- 
gan to  vomit.  In  the  evening  two  bowel  movements  were  had, 
but  the  pain  and  vomiting  continued.  The  physician  was  called, 
and  advised  the  patient  to  refrain  from  all  food  and  gave  her  a 
small  amount  of  morphine  and,  during  the  night,  atropine  every 
four  hours.  The  atropine  did  not  relieve  the  pain.  The  tem- 
perature on  that  day  was  99.  On  the  24th  and  25th  her  condi- 
tion was  unchanged.  The  temperature  rose  to  100°,  with  the  pulse 
remaining  at  between  100  and  108.  Mouth-feeding  had  been 
prohibited,  but  the  patient  continued  to  have  pain  and  vomited, 
and  no  evacuation  of  the  bow-el  took  place.  On  the  26th  of 
October,  that  is  to  say  on  the  5th  day  of  her  intestinal  obstruc- 
tion, the  patient  was  brought  to  the  hospital.  She  looked  ex- 
hausted ;  her  mouth  was  dry,  the  abdomen  was  distended,  patient 
belched  and  vomited  constantly,  and  complained  of  pain  in  the 
abdomen.  Temperature,  99.6°  ;  pulse,  96.  At  7  o'clock  in  the  even- 
ing, under  gas  and  ether,  laparotomy  was  performed,  which  lasted 
2.2  minutes. 

Incision  in  the  median  line.  As  soon  as  the  peritoneum  was 
opened,  a  considerable  amount  of  clear  serous  fluid  escaped.  The 
abdominal  walls  are  raised  up,  aiid  on  inspection  the  boundary 
between  dilated  and  collapsed  bowel  is  seen  readily  at  the  height 
of  the  umbilicus.  At  this  place  a  band  of  adhesions  is  found, 
which  looks  reddish  and  is  rather  delicate.  It  extends  from  the 
antimesenteric  surface  of  the  bowel  of  one  coil  to  that  of  another 
coil,  and  produces  a  sharp  kink  of  the  bowel.  This  band  is  sev- 
ered easily  at  its  bases,  and  the  bases  are  sutured  over.  Imme- 
diately, the  bowel  below  this  point  is  seen  to  fill.  Now  the  uterus 
and  its  surroundings  are  investigated,  as  the  obstructing  band 
has  shown  no  connection  with  the  seat  of  the  former  operation. 
The  right  broad  ligament  and  the  uterus  are  found  perfectly  free, 
without  adhesions.  The  right  ovary  is  a  little  adherent  in  the 
depth,  and  contains  a  corpus  luteum.  Two  appendices  epiploicas 
are  found  adherent  in  the  cul-de-sac.  The  adhesions  are  of  very 
slight  extent  and  are  easily  broken  up.  The  abdomen  is  closed 
in  layers,  and  the  patient  returned  to  bed. 

Soon  after  the  operation  the  patient  passed  a  considerable 
amount  of  gas,  and  felt  relieved,  but  after  a  few  hours  there  was 
sudden  pain  in  the  abdomen,  the  patient  began  to  belch  again ; 
she  vomited,  felt  sick,  and  spent  a  bad  night.  On  the  following 
morning  an  enema  was  given,  but  brought  no  results.     The  pa- 
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tient  vomited  green  bile  by  afternoon.  Repeated  injections  arc 
useless.  Temperature,  100.3°;  pulse,  100.  On  the  afternoon  of 
this  day,  that  is  to  say,  less  than  24  hours  after  her  first  laparot- 
omy, we  therefore  performed  the  second  laparotomy.  The  opera- 
tion was  done  under  gas  and  ether,  and  lasted  26  minutes.  After 
the  stitches  inserted  the  day  before  had  been  removed,  the  ab- 
domen was  opened  by  mere  pressure  on  the  line  of  suture.  There 
were  no  adhesions  of  the  intestines  to  the  abdominal  incision. 
There  was  a  little  bloody  fluid  escaping  from  the  abdominal  cav- 
ity. The  small  intestine  was  well  distended  everywhere,  and 
showed  no  discoloration.  Nothing  abnormal  about  the  site  of  the 
band  removed  the  day  before.  There  presented  in  the  field  a  part 
of  the  bowel  which  was  distended  to  the  circumference  of  a  man's 
arm.  This  bowel  was  perfectly  transparent,  and  very  mucli 
thinned.  It  was  recognized  as  the  cecum,  and  as  this  distension 
of  the  cecum  is  well  known  to  indicate  obstruction  in  the  sig- 
moid, the  cecum  was  not  handled  in  any  way,  but  the  left  ab- 
dominal wall  retracted  so  as  to  expose  the  sigmoid.  This  was 
found  very  much  distended,  transparent,  thinned,  twisted  180  de- 
grees, and  the  base  of  the  mesosigmoid  very  much  narrowed  by 
fibrous  stripes,  which  extended  all  along  the  mesosigmoid.  The 
volvulus  was  untwisted.  A  rectal  tube  was  introduced  through 
the  rectum  with  the  guidance  of  the  hand  in  the  abdomen,  and  a 
large  amount  of  gas  escaped  and  the  bowel  collapsed.  The  rectal 
tube  was  left  in  the  bowel  temporarily,  and  the  abdomen  sewed 
up  again. 

It  was  noticed  in  the  course  of  the  operation  that  there  were  a 
number  of  bloody  suffusions  in  the  distended  ascending  colon, 
and  a  number  of  enlarged,  hard  glands  in  the  mesentery  of  the 
small  intestine,  which  the  day  before  had  not  been  present. 

In  the  evening  the  patient's  temperature  was  99°.  her  pulse  126. 
Patient  vomited  once  after  the  ether,  had  some  belching.  About 
midnight  the  bowels  began  to  move,  and  the  escaping  fecal  mat- 
ter was  covered  with  mucus  and  some  blood.  Patient  slept  off 
and  on  during  the  night.  She  received  physostigmin  1-100  gr. 
twice  during  the  night.  The  following  day  the  bowels  moved 
rei)eatedly  and  copiously.  Patient  did  not  vomit  any  more,  had 
no  more  pain.  She  desired  food  and  kept  it  well.  Highest  tem- 
perature was  100.8°,  pulse  106.  In  the  evening  her  temperature 
had  gone  down  to  99.4°,  and  the  pulse  to  94.  From  that  time  on 
her  recoverv  was  uneventful,  her  bowels  moved  verv  freelv  with- 
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out  any  help.  Patient  sat  up  three  days  after  her  operation, 
walked  around  on  the  fourth  day,  the  wound  healed  by  primary 
union,  and  12  days  after  the  second  laparotomy  the  patient  was 
discharged  from  the  hospital  in  ven,^  good  condition. 

I  have  reports  from  her  since,  and  understand  that  she  is  feel- 
ing perfectly  well,  gained  over  eight  pounds  the  first  month,  and 
has  had  no  further  trouble. 

In  looking  over  this  history  we  may  speak  of  the  following 
salient  features :  A  young  woman  who  has  previously  been  in 
good  health,  is  infected  in  the  course  of  a  labor  and  suffers  for 
six  months  from  a  chronic  inflammatory  condition  of  her  left 
appendages.  A  vaginal  operation  is  performed  at  the  end  of  six 
months,  and  a  cyst  of  the  left  ovary  and  the  chronically  inflamed 
left  and  right  tubes  are  removed.  The  patient  enjoys  good  health 
after  recovering  from  this  operation,  excepting  some  constipa- 
tion. Six  months  later  she  presents  the  symptoms  of  an  intestinal 
obstruction,  for  which  a  laparotomy  is  performed.  The  cause  of 
the  obstruction  is  found  in  a  band  which  is  located  high  up  in 
the  abdominal  cavity  and  has  no  connection  with  the  sexual  tract 
at  this  time,  though,  of  course,  it  is  practically  certain  that  it  owes 
its  existence  to  the  preceding  pelvic  inflammation.  After  the  band 
is  severed  the  accumulated  gas  and  feces  are  precipitated  into 
the  lower  bowel,  and  after  a  small  quantity  has  passed,  there  is 
suddenly  a  repeated  blockade.  For  this  a  second  laparotomy  is 
performed  within  24  hours,  which  reveals  the  first  obstruction 
completely  relieved,  but  a  new  obstruction  in  a  different  locality 
and  of  a  diflferent  type  presents  itself,  a  volvulus  of  the  sigmoid, 
due  to  mesosigmoiditis.  After  this  volvulus  has  been  untwisted, 
complete  relief  results,  and  the  patient  recovers  and  regains  rap- 
idly her  previous  health. 

As  far  as  I  have  been  able  to  investigate  the  literature  of  this 
subject,  and  I  have  reviewed  over  one  thousand  reported  cases  of 
intestinal  obstruction,  there  is  no  similar  case  of  two  different 
intestinal  obstructions  occurring  and  being  operated  on  succes- 
sively within  twenty-four  hours,  and  the  case  therefore  appears 
unique.  Intestinal  obstruction  following  some  abdominal  opera- 
tions for  conditions  other  than  intestinal  obstruction  are  not  at  all 
rare,  nor  are  cases  rare  where  after  the  relief  of  intestinal  ob- 
struction, due  to  bands  or  other  conditions,  intestinal  obstruction 
of  the  dynamic  type,  due  to  peritonitis,  has  occurred.  Our  case  is 
particularly  interesting  because  the  sequence  of  events  is  so  trans- 
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parent.  The  infection  after  labor  led  to  a  more  or  less  extensive 
peritonitis.  After  this  had  subsided,  not  without  leaving  a  band 
between  two  coils  of  small  intestines,  a  chronic  inflammatory  con- 
dition of  the  left  appendages  remained  behind,  and  led  to  meso- 
sigmoiditis  in  consequence  of  adhesion  of  the  inflamed  left  ap- 
pendages to  the  mesosigmoid.  The  band  for  months  caused  no 
symptoms,  but  the  mesosigmoiditis  found  expression  in  the  con- 
stipation and  flatulency  and  in  the  tender  condition  of  the  sig- 
moid. When  at  last  the  band  brought  about  intestinal  obstruc- 
tion, there  was,  as  usually,  a  marked  accumulation  of  gas  and 
feces  above  the  obstruction,  and  when  this  was  relieved,  this 
large  amount  of  gas  and  fecal  matter  rushed  down  into  the  deeper 
portions  of  the  intestinal  tract.  Here  the  retracted  and  shortened 
condition  of  the  mesentery  of  the  sigmoid  favored  the  fomiation 
of  a  volvulus  under  the  stress  of  the  sudden  inrush  of  gas  in  large 
quantities. 

I  have  nothing  to  add  to  the  treatment  of  mesosigmoiditis  and 
volvulus,  as  I  have  considered  this  extensively  in  a  former  paper 
(I.e.).  But  this  remarkable  case  suggests  a  few  ideas  as  to  the 
management  of  intestinal  obstructions  high  up  in  the  presence  of 
mesosigmoiditis.  It  might  be  a  precaution  worthy  of  considera- 
tion to  investigate  the  condition  of  the  mesosigmoid  after  reliev- 
ing an  intestinal  obstruction  high  up.  If  mesosigmoiditis  should 
be  found,  I  should  advise  prophylactic  measures  to  guard  against 
volvulus  of  the  sigmoid.  The  attachment  of  the  sigmoid  or  its 
mesentery  to  the  parietal  peritoneum  by  sutures  would  be  good 
prophylaxis. 

100  State  Street. 
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It  seems  an  established  principle  of  Nature  to  check  the  growth 
of,  or,  still  more,  to  remove  from  the  animal  economy  any  cell  or 
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group  of  cells  not  required  for  the  continuation  or  preservation 
of  life.  On  the  other  hand,  may  it  not  be  said,  with  equal  truth, 
that  those  cells  or  groups  of  cells  which  are  essential  to  animal 
existence  are  given  every  facility  for  the  discharge  of  their 
duties,  their  vascular  supply  being  admirably  adapted  to  the 
necessity  of  their  functions  ;  their  nerve  connection,  comprising  a 
part  of  an  incomprehensibly  marvelous  system,  presiding  over 
their  activity  with  a  wisdom  surpassing  human  understanding. 
In  the  light  of  the  palpable  display  by  Nature  of  such  scrupulous 
care  in  the  formation  of  cells,  in  the  grouping  of  them  into  organs, 
in  assigning  specific  duties  to  the  organs,  in  arranging  that  each' 
cell  or  group  of  cells  should  receive  a  vascular  supply  in  propor- 
tion to  its  requirements,  and  that  no  cell  or  group  of  cells  should 
be  active  beyond  the  needs  of  the  concrete  whole,  I  say,  in  the 
light  of  such  care  for  the  physical  and  physiological  welfare  of 
the  cells  of  the  body,  is  it  not  a  fair  assumption  that  the  position 
of  every  organ  was  chosen  with  a  view  to  the  preservation  of  its 
structure  and  facilitation  of  its  normal  activity  ?  With  these  gen- 
eral remarks  committing  ourselves  to  the  opinion  that  there  is  no 
position  as  advantageous  to  an  organ  as  the  one  which  Nature 
has  designated  for  it,  we  will  pass  to  an  inquiry  into  the  normal 
position  of  the  uterus — the  organ  to  which  we  will  confine  our 
remarks  to-day — and  uncover,  as  much  as  this  occasion  permits, 
the  advantages  it  affords,  and  the  harm  that  may  come  of  the 
organ  leaving  it  for  a  retroverted  or  a  retroflexed  position. 

The  functions  of  the  pelvic  viscera  make  it  necessary  that  the 
uterus  should  be  a  movable  organ.  That  its  upper  end  enjoys 
a  free  forward  and  backward  movement  cannot  be  gainsaid.  But 
that  there  is  a  limitation  to  the  backward  movement  short  of  the 
posterior  wall  of  the  pelvic  cavity  is  evidenced  by  the  presence  of 
the  round  ligaments.  These  bands  not  only  prevent  the  fundus 
of  the  uterus  from  passing  backward  into  the  hollow  of  the 
sacrum,  but  draw  it  well  forward  towards  the  pubis  when  the 
physiological  necessity,  such  as  a  full  bladder,  for  the  backward 
position  has  passed  oflF.  The  round  ligaments  can  have  no  other 
function  than  the  keeping  of  the  fundus  of  the  uterus  in  a  plane 
anterior  to  the  cervix.  If  this  position  was  not  best  for  the  physi- 
cal and  physiological  welfare  of  the  organ,  the  principle  of  econ- 
omy upon  which  Nature  always  acts  would  not  allow  her  to  main- 
tain these  ligaments  for  that  purpose.  In  regard  to  the  long  axis 
of  the  uterus,  it  may  be  said,  though  changeable  to  some  extent 
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in  its  relative  position  to  the  long  axis  of  the  vagina — representing 
the  outlet  of  the  pelvic  cavity — it  should  always  form  an  angle 
therewith.  And  so  long  as  it  does  this  there  is  no  possibility  of 
the  organ  wedging  its  way  through  the  vaginal  canal.  We  need 
not  stop  to  discuss  the  functional  advantages  to  the  uterus  of  its 
normal  position.  Suffice  it  to  say,  in  the  presence  of  normality  in 
other  respects,  there  is  a  proper  discharge  of  its  functions.  Can 
as  much  be  said  when  the  uterus  is  retrodisplaced  ?  I  think  not. 
For  does  it  not  seem  quite  probable  that  the  presence  of  the  body 
of  the  uterus  in  the  hollow  of  the  sacrum  would  constitute  per  se 
a  danger  to  the  product  of  conception,  by  virtue  of  the  growing 
organ  having  to  pass  the  sacral  promontory  in  its  escape  from 
the  pelvic  cavity?  But  should  the  pregnancy  continue  and  the 
uterine  fundus  fail  to  rise  above  the  sacral  promontory  the  grov^rth 
of  the  organ  would  necessarily  be  confined  largely  to  its  lower  half 
and  anterior  wall,  which  would  cause  the  cervix  to  rise  above  the 
pubis,  creating  a  serious  complication  in  confinement.  Now,  I 
am  not  inclined  to  exaggerate  the  frequency,  and  therefore  the 
importance,  of  these  interferences  with  the  uterine  function.  T 
am  rather  inclined  to  believe  (i)  uterine  displacement  of  long 
standing  is  so  potent  a  cause  of  sterility  that  pregnancy  is  much 
less  frequent  than  normal;  (2)  when  fecundation  does  occur  the 
probabilities  are  that  the  uterus,  if  not  adhered,  will  escape  from 
the  hollow  of  the  sacrum  and  pregnancy  continue  to  a  normal  ter- 
mination. However,  that  uterine  retrodisplacement  is  in  fact, 
as  well  as  in  theory,  a  menace  to  the  function  of  pregnancy,  is 
attested  by  some  of  our  best  obstetricians  (Edgar,  Davis,  and 
others).  Passing  now  from  the  indications  for  correcting  uterine 
retrodisplacement  directly  in  the  interest  of  the  child-bearing 
function,  we  come  to  a  discussion  of  the  responsibility  of  the 
malposition  for  abnormal  manifestations.  Many  writers  have 
taken  the  position  that  because  ( i )  uterine  retrodisplacement  has 
been  discovered  a  number  of  times  when  it  was  causing  no  symp- 
toms. (2)  its  correction  has  often  failed  to  give  relief,  and  (X) 
the  cure  of  complications  without  correcting  the  displacement,  has 
frequently  given  relief,  that,  therefore,  the  presence  of  symptoms 
should  be  attributed  to  complications  such  as  metritis,  endometritis, 
diseases  of  the  appendages,  etc.,  and  not  to  the  displacement  itself. 
Admitting,  for  the  sake  of  argument,  that  Mathew  Duncan  was 
right  when  he  said  (Roberts'  Patliology,  page  100)  :  "Complica- 
tions, then,  are  generally  the  chief  matter  in  displacements,  not 
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the  displacement  per  sc,  and  that  these  compHcations  are  "usually 
congestion  and  inflammation  of  the  womb  and  neighboring  or- 
gans." "  Let  us  see  to  what  extent,  if  any,  may  the  displacement 
be  responsible  for  the  complications.  If  it  ever  bears  the  relation 
of  cause,  then  it  logically  follows  that  its  early  correction  will  be 
no  less  expedient  as  a  preventative  than  its  late  correction  neces- 
sary as  a  curative.  It  is  not  contended  that  metritis,  endometritis, 
and  diseases  of  the  appendages  are  always  or  usually  the  result 
of  retrodisplacement,  or  that  the  last  named  is  not  sometimes  an 
effect  and  they  the  cause  or,  lastly,  all  may  not  be  the  result  of 
one  and  the  same  cause.  The  question  that  concerns  us  here  is 
whether  retrodisplacement  produces  symptoms  itself  or  causes 
complications  which  produce  them.  If  it  does  either  the  desira- 
bility of  correcting  it  cannot  be  disputed.  Now,  then,  in  the 
normal  position  of  the  uterus  the  cervix  is  in  a  plane  posterior  to 
the  fundus.  This  is  the  position  that  Nature  has  chosen  to  main- 
tain the  organ  in  a  proper  physical  condition,  that  it  may  to  the 
best  advantages  discharge  its  duties.  Does  a  change  from  this 
position  disturb  the  normality  of  the  organ  ?  It  is  stated  that 
neither  version  nor  flexion  of  the  uterus  can  cause  congestion,  be- 
cause the  organ  is  supplied  by  circular  blood-vessels  which  are  the 
offshoots  of  lateral  trunks  (Roberts'  Pathology,  page  971).  I 
do  believe  this  contention  is  well  founded.  We  know  that  the 
pelvic  veins  have  no  valves  and  consist  of  a  number  of  anasto- 
mosing plexuses  (vesical,  hemorrhoidal,  labial,  vaginal,  uterine, 
ovarian,  and  pampinaform).  That  an  interference  with  the  cir- 
culation in  one  of  these  plexuses  will  be  more  or  less  felt  in  the 
others ;  that  the  uterine  plexus  opens  into  the  ovarian  veins ;  that 
the  left  ovarian  vein  goes  to  and  joins  at  right  angles  the  left  renaf 
vein,  which,  in  connection  with  its  relation  to  the  sigmoid  flexure, 
makes  it  very  liable  to  become  varicosed.  (A  similar  anatomical 
condition  is  responsible  for  the  frequency  of  varicocele  in  the 
male.)  And  that  the  superior  hemorrhoidal  vein  goes  to  the  portal 
system.  In  the  light  of  these  anatomical  truths  we  cannot  resist 
the  conclusion  that  the  pelvic  circulation  is  easily  disturbed.  Nor 
does  our  dai)y  observation  run  counter  to  such  a  conclusion. 
Indeed,  the  simple  effect  on  the  return  circulation  in  man  and 
the  higher  type  of  ape  of  the  erect  position  seems  a  potent 
factor  in  the  production  of  hemorrhoids,  an  unknown  condition 
in  animals  carrying  themselves  horizontally.  The  pelvic  circula- 
tion being  easily  disturbed,  as  we  contend,  it  would  seem   that 
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uterine  retrodisplacement  may  interfere  with  it  in  one  or  more  of 
three  ways,  viz.,  changing  the  direction  of  its  own  vessels,  press- 
ing on  those  traversing  the  rectum,  and,  lastly,  producing  consti- 
pation, which  in  its  turn  not  only  interferes  with  the  circulation 
through  the  hemorrhoidal,  but  also  the  left  ovarian  vein.  Now, 
then,  if  a  passive  congestion  is  produced  and  allowed  to  continue 
in  the  pelvic  tissue,  is  it  not  probable  that  structural  changes  will 
eventually  occur  in  some  of  them,  and  that  these  changes  will  be 
symptomatically  manifested?  Again,  will  not  abnormal  symp- 
toms almost  certainly  occur  if  the  ovaries  fall  in  the  "cul  de  sac" 
behind  the  uterus,  which  their  position  on  the  broad  ligaments 
make  them  very  liable  to  do  whenever  they  become  congested 
and  thereby  increased  in  weight.  As  to  whether  a  displaced 
uterus  can  cause  symptoms  in  any  other  way  than  we  have  been 
considering  is  difficult  to  prove,  for  the  reason,  if  what  we  have 
been  saying  is  true,  that  there  is  never  an  absence  of  some  conges- 
tion to  be  reckoned  with  as  a  factor  in  the  production  of  symp- 
toms. However,  when  we  recall,  in  the  words  of  Byron  Robinson, 
that  "the  uterus  has  twenty  or  more  nerve  cords  running  to  the 
solar  plexus,"  and  that  it  of  all  organs  "has  the  most  intimate  and 
profound  connection  with  the  cerebrospinal  axis  and  abdominal 
brain,"  we  are  constrained  to  believe  its  displacement,  independent 
of  any  congestion  that  may  be  produced,  will  cause  reflex  im- 
pulses to  be  sent  to  the  abdominal  viscera  and  the  great  nervous 
system,  which  will  eventually  interfere  with  the  equilibrium  of 
their  functional  activity.  In  concluding  this  part  of  our  subject, 
let  us  turn  again  to  the  three  reasons  given  in  support  of  the 
position  that  uterine  retrodisplacement  causes  no  trouble,  and 
therefore  requires  no  treatment. 

I.  Why  is  there  an  absence  of  symptoms  in  some  cases?  In 
considering  the  symptomatic  manifestation  of  abnormal  condi- 
tions, we  must  take  into  account  the  different  degrees  of  nervous 
stability  possessed  by  people.  An  abnormality  that  one  woman 
will  bear  without  complaint  may  reduce  another  with  less  stamina 
of  her  nervous  system  to  a  state  of  invalidism.  Another  thing 
that  must  be  remembered  is  that  structural  changes  do  not  take 
place  in  the  pelvic  tissues  after  the  uterus  is  displaced  as  quickly 
in  some  women  as  in  others,  for  all  do  not  possess  the  same  tissue 
resistance  to  abnormal  influences.  Therefore,  it  is  quite  probable 
that  many  of  the  patients,  experiencing  no  ill  effects  at  the  time 
the  malposition  is  discovered,  would  eventually  suflFer  with  ab- 
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normal  manifestations.  I  am  ready  to  believe  that  there  are  some 
women  who  carry  their  wombs  retrodisplaced  throughout  life 
without  complaining,  but  I  am  of  the  opinion  that  these  cases  are 
not  so  frequent  as  to  warrant  the  assertion  that  the  condition 
causes  no  trouble,  and  therefore  requires  no  treatment. 

2.  Why  does  correcting  the  retrodisplacement  fail  to  cure  some 
cases  ?  It  seems  to  me  the  answer  to  this  question  is  found  in  the 
structural  changes  that  take  place  in  the  pelvic  tissues  as  compli- 
cations of  the  displacement.  Though  the  uterine  displacement 
■may  have  been  the  primary  cause  of  the  complications,  yet  it  does 
not  necessarily  follow  that  its  correction  will  result  in  their  disap- 
pearance. It  is  quite  conceivable  that  in  a  long  standing  case, 
where  there  is  a  varicosity  of  the  veins  and  an  increase  of  the 

connective  tissue,  not  only  in  the  uterus  but  also  in  the  ovaries, 
we  may  utterly  fail,  though  we  remove  the  cause  and  apply  appro- 
priate after-treatment,  to  secure  a  return  to  normal.  It  would, 
-therefore,  seem  that  these  failures  should  emphasize  the  impor- 
tance of  correcting  the  malposition  early  rather  than  support  the 
position  against  interference. 

3.  Why  does  the  cure  of  complications  without  correcting  the 
displacement  often  give  relief?  I  am  not  inclined  to  contend  that 
the  usual  complications  of  uterine  retrodisplacement — it  matters 
not  whether  they  are  causes  or  effects,  or  whether  their  presence  is 
independent  of  the  displacement — I  say  I  am  not  inclined  to  con- 
tend that  they  may  not  produce  most  of  the  abnormal  manifesta- 
tions, and  therefore  a  cure  of  them  give  comparative  comfort  to 
the  patient.  If  they  are  effects  of  the  uterine  displacement  then 
the  chances  are,  unless  the  diseased  tissue  is  removed  or  the  dis- 
placement corrected,  the  cure  will  only  be  temporary.  If  the 
complications  are  independent,  or  causes  of  the  displacement, 
-then  their  removal  may  give  a  degree  of  relief  that  will  be  lasting 
and  satisfying  to  the  patient,  who  measures  her  present  state 
largely  by  her  former  condition. 

To  successfully  maintain  that  there  are  no  indications  for  re- 
storing a  retrodisplaced  uterus  to  its  normal  position,  it  must  be 
shown  that  the  function  of  the  organ  is  in  no  way  interfered  with 
and  that  there  are  no  abnormal  manifestations  directly  or  in- 
directly attributable  to  it.  Can  this  be  done?  I  think  not.  Of 
course,  the  necessity  of  correcting  the  malposition  is  in  propor- 
tion to  the  intensity  of  the  abnormal  manifestations  and  the  degree 
♦of  interference  with  the  organ's  functions.     A  discussion  of  the 
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expediency  of  undertaking  to  restore  a  retrodisplaced  uterus  to 
its  normal  position  involves  a  consideration  of  the  facility  and  cer- 
tainty with  which  it  can  be  accomplished,  and  also  the  danger  to 
life  connected  with  the  undertaking.  These  are  questions  that 
do  not  concern  us  here.  But,  surely,  if  our  measures  for  relief 
are  not  sufficiently  free  from  danger  and  certain  in  result  to  make 
them  a  lesser  evil  than  the  retrodisplacement,  we  should  work  the 
harder  to  perfect  them,  and  not  palsy  our  efforts  by  unnecessarily 
minimizing  the  desirability  of  attaining  the  end  they  have  in  view. 
21  South  Perry  Street. 


VENTRAL  FIXATION  OF  THE  UTERUS  AS  A  CAUSE 
OF  DYSTOCIA. 


R.  H.  INGALLS,  M.D.. 

Gynecologist  to  Hartford  Hospital,  Consulting    Surgeon  to  Litchfield   CountylHospita 
and  Noble  Hospital,  Hartford,  Conn. 


In  October,  1895,  I  read  a  paper  describing  my  method  of 
treating  some  of  the  obscure  and  obstinate  cases  of  posterior  dis- 
placements by  the  operation  of  ventral  fixation.  That  operation 
was  being  done,  and  has  been  done  since  in  a  very  large  number 
of  cases  by  nearly  all  the  men  practicing  gynecology.  It  is  my 
object  at  this  time  to  call  attention  to  the  results  obtained  by  this 
operation  and  to  condemn  it,  except  in  a  few  limited  cases.  I 
am  not  prepared  to  say  that  it  should  not  be  used  in  cases  where 
both  ovaries  are  removed  or  in  cases  where  women  have  passed 
the  menopause.  It  has  a  field  in  that  class  of  work,  and  offers 
a  remedy  which  is  reliable  in  those  cases,  but  in  women  within 
the  child-bearing  age,  I  feel  it  is  an  operation  that  I  must  abso- 
lutely condemn,  and  I  am  prepared  at  this  time  to  say  that  I  will 
never  do  it  again,  and  shall,  on  every  occasion,  advise  as  strongly 
as  possible  against  its  use.  This  is  the  result  of  personal  experi- 
ence, and  my  reasons,  when  set  forth,  I  think  will  justify  me  in 
all  that  I  have  to  say  against  it. 

My  condemnation  of  the  operation  includes  ventral  suspension 
as  well  as  ventral  fixation.  In  the  performance  of  these  opera- 
tions, those  who  have  had  experience  in  abdominal  surgery 
will  recognize  that  the  organ  is  lifted  up  from  its  false  nosi- 
tion  after  all  adlie^ions  have  been  separated,  and  in  the  early  days 
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by  a  process  of  scarification  was  firmly  fastened  to  the  anterior 
abdominal  wall.  Later,  without  scarification,  the  fundus  was 
placed  agamst  the  anterior  wall,  and  secured  there  by  suture. 
Later,  still,  it  was  simply  suspended  from  two  points  near  to  the 
horns  of  the  uterus.  There  is  no  doubt  that  many  women  who 
have  had  this  operation  performed  have  successfully  passed 
through  their  periods  of  pregnancy,  and  have  given  birth  to  living 
children,  but  the  record  of  cases  in  which  serious  trouble  has  en- 
sued has  become  so  great,  and  the  consequences  have  so  com- 
plicated labor  and  endangered  life,  that  I  believe  all  thinkin- 
gynecologists  who  have  had  experience  are  prepared  to  say  tha" 
the  operation  is  an  evil  one.  To  illustrate  my  point,  and  not  to 
prolong  the  material  of  this  paper,  I  will"  relate  three  cases 
that  have  occurred  in  my  own  personal  experience,  and  from 
these  1  think  we  may  be  able  to  derive  sufficient  facts  to  justify 
my  position  in  the  matter. 

Case  I.  J.  I,  white,  aet.  39,  was  admitted  to  the  Hartford  Hos- 
pital May  3,  1904.  She  began  to  menstruate  when  she  was  four- 
teen and  her  periods  had  always  been  regular  and  the  flow 
moderate  in  amount  during  the  three  days  it  generally  lasted  She 
was  married  at  twenty,  but  had  no  children.  In  Julv  of  1901  she 
entered  the  Hartford  Hospital  with  a  history  of  painful  defeca- 
tion during  the  previous  four  or  five  years.'  A  diagnosis  of  a 
malignant  tumor  pressing  on  the  rectum  had  been  made  before  her 
entrance,  but  on  examination  the  trouble  was  found  due  to  a  retro- 
verted  uterus.  This  was  fixed  firmly  to  the  anterior  abdominal 
wall  and  her  symptoms  were  relieved. 

In  the  spring  of  1903,  she  was  married  again.     She  became 
pregnant,  her  last  sickness  dating  from  July  15,  1903.  and  had 
a  comfortable,  normal  pregnancy  with  no  edema,  headache    or   ' 
morning-sickness.     She   re-entered   this   hospital.   May   3,    i^o.^ 
She  had  expected  her  confinement  April  22.     At  the  time  of  her 
entrance  she  was  in  no  pain. 

A  physical  examination  showed  a  slender,  rather  poorly  nour- 
ished woman.  Head,  heart,  and  lungs  were  negative.  The  ab- 
domen was  fairly  symmetrically  enlarged,  the  umbilicus  was  flat 
and  the  lineae  stri.'e  were  not  numerous.  The  position  of  the  child 
could  not  be  made  out  by  external  palpation,  the  palpable  parts 
being  very  confusing  and  the  abdominal  walls  tense.  The  fetal 
heart  was  heard  5  cm.  above  the  navel  in  the  median  line  The 
cervix  could  not  be  reached  per  vaginam  until  a  small  hand  was 
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introduced  when  it  was  felt  above  the  promontory  of  the  sacrum 
and  well  back  toward  the  spinal  column. 

Pelvic  measurements :  Between  anterior-superior  spines,  27 
cm. ;  between  iliac  crests,  28  cm. ;  Baudelocque's  diameter,  18  cm. 

Upon  May  4,  the  head  of  the  child  was  thought  to  be  in  the 
left  upper  quadrant  of  the  abdomen.  With  the  patient  under 
chloroform  version  was  tried,  one  physician  manipulating  the 
fetus  externally  and  a  second  with  his  hand  in  the  vagina.  The 
child  could  not  be  turned.  After  the  manipulations  there  was 
slight  bleeding  from  the  vagina  which  continued  until  she  was 
delivered  two  days  later.  The  night  was  passed  comfortably, 
but  during  the  night  of  May  5,  she  was  very  uncomfortable  and 
restless,  though  there  were  no  typical  labor  pains. 

May  6,  at  i  p.m.,  the  os  was  found  dilated  about  2.5  cm.,  and 
at  4  P.M.  it  was  almost  fully  dilated.  The  patient  had  constant 
pain  in  back  and  groins.  Late  in  the  afternoon  internal  version 
was  decided  upon  and  attempted,  but  on  introducing  the  hand 
into  the  uterus  to  grasp  a  foot  a  shelf  of  tissue  was  found  on  its 
anterior  wall  which  much  impeded  any  search  for  parts,  though 
the  position  of  the  head  was  recognized.  Upon  further  examina- 
tion the  bowel  was  found  prolapsed  into  the  uterus.  The  diagno- 
sis of  a  ruptured  uterus  led  to  her  hasty  transfer  to  the  operating- 
room. 

On  opening  the  abdomen  the  uterus  was  found  ruptured  in  its 
very  much  thinned  posterior  wall,  and  a  dead,  hydrocephalic 
fetus  was  found  lying  half  in  the  uterus  and  half  in  the  peritoneal 
cavity.  The  uterus  was  amputated  from  the  cervix,  freed  from 
its  attachment  to  the  anterior  abdominal  wall  and  removed  to- 
gether with  its  appendages.  The  peritoneum  was  sutured  over 
the  stump  and  the  abdominal  wall  was  closed  in  layers. 

The  patient  was  comfortable  the  next  morning,  but  in  the  after- 
noon complained  of  pain  in  the  abdomen,  and  about  6  p.m.  de- 
veloped a  maniacal  excitement  that  necessitated  restraint  by  a 
sheet.  The  mania  was  of  extreme  violence,  and  once  she  caught 
her  tongue  between  her  teeth  and  bit  it  until  it  was  cyanotic. 
This  disturbed  condition  lasted  until  the  morning  of  May  8, 
when  she  gradually  regained  her  normal  mental  status,  and  from 
that  time  made  an  uneventful  recovery,  except  for  a  slight  stitch 
abscess  and  a  profuse,  purulent,  vaginal  discharge  which,  how- 
ever, soon  cleared  up  under  bichloride  douches. 

The  fundus  of  the  uterus  was  found  firmlv   fastened  to  the 
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anterior  abdominal  wall  by  a  broad  area  of  adhesions  which  al- 
lowed no  motion  whatever.  The  anterior  wall  and  fundus  of  the 
uterus  were  very  much  thickened,  and  the  anterior  wall  so  sharp- 
ly bent  upon  itself  that  its  upper  segment  formed  with  its  lower 
an  acute  angle,  which  made  the  shelf  of  tissue  felt  per  vaginam. 
The  posterior  wall  was  very  much  stretched  and  thinned  out,  and 
was  ruptured  enough  to  allow  part  of  the  fetus  to  prolapse  into 
the  abdominal  cavity  and  bowels  into  the  uterus.  The  rupture 
probably  occurred  at  the  time  of  the  attempted  external  version. 

Case  II.  ]SIrs.  R.  W.  A.  was  admitted  to  the  Winsted  Hospital 
January  2,  1907.  It  seems  that  this  woman  was  before  marriage 
suffering  from  bachache,  painful  periods,  and  inability  to  work ; 
had  consulted  a  physician  who  had  found  a  displacement  of  the 
uterus.  She  was  referred  to  Dr.  Oliver  C.  Smith,  who  diagnosed 
retroverted  and  fixed  uterus,  and  recommended  an  operation  for 
ventral  fixation.  This  was  done  about  three  years  ago.  From  this 
she  made  an  uneventful  recovery,  and  was  married  and  became 
pregnant,  passing  through  the  pregnant  state  apparently  without 
much  difficulty  and  with  no  unusual  symptoms.  She  was  admit- 
ted to  the  hospital  for  her  confinement,  and  as  the  pains  of  labor 
came  on  it  was  found  that  while  she  had  hard  pains,  apparently 
no  progress  was  made  in  labor.  Upon  examination  by  her  at- 
tending physician  it  was  found  that  the  cervix  was  situated  so 
far  back  and  so  high  up  in  the  vagina  that  apparently  no  dilatation 
was  being  made.  It  was  impossible  for  him  to  manipulate  the 
case  with  his  hand,  in  order  to  make  dilatation  of  the  cervix,  and 
he  noticed  when  making  an  examination  during  the  progress 
of  a  pain  that  the  force  of  the  pain  drove  the  child  upward  in- 
stead of  downward,  so  that  apparently  it  was  trying  to  be  forced 
up  toward  the  lower  border  of  the  liver.  Remembering,  then, 
the  operation  that  had  been  performed,  and  having  been  more  or 
less  informed  of  the  difficulties  of  other  cases  of  this  nature,  I 
was  sent  for  to  see  the  case,  and  after  making  an  examination 
and  verifying  the  conditions  as  described  by  the  doctor,  deter- 
mined that  the  only  thing  to  do  in  order  to  produce  a  living  child 
and  give  the  woman  the  best  chances  for  her  own  recovery,  was 
tc  perform  Cesarean  section. 

Assisted  by  Dr.  Chester,  we  opened  the  abdomen  bv  the  usual 
incision,  and  the  abdominal  wall  being  very  thin  when  we  went 
through  the  peritoneum,  a  portion  of  the  placenta  was  seen  lying 
directly  underneath.     Enlarging  the  peritoneal  opening  quickly, 
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and  following  up  the  opening  over  the  portion  of  the  placenta, 
which  had  come  into  view,  we  noticed  that  at  the  site  where  the 
placenta  was  first  observed,  the  opening  in  the  uterine  wall  was 
jagged  and  irregular,  for  about  the  space  of  one  or  two  inches, 
showing  that  a  rupture  of  the  uterine  wall  had  taken  place  at  this 
point.  We  quickly  enlarged  the  incision,  took  out  the  fetus  and 
placenta  in  the  usual  way,  and  it  was  noted  before  closing  the 
uterus  that  the  entire  dilatation  for  the  growth  of  the  child  had 
taken  place  at  the  expense  of  the  posterior  wall  of  the  uterus. 
We  noticed  that  the  uterus  was  still  fastened  to  the  abdominal 
wall,  where  it  had  been  securely  placed  by  Dr.  Smith  three  years 
before.  The  anterior  wall  had  not  dilated  and  expanded  at  all 
in  the  growth  of  the  fetus,  and  the  enormous  distention  required 
for  holding  the  child  and  the  waters  had  caused  the  posterior 
uterine  wall  to  be  so  thin  that  it  was  almost  like  tissue  paper, 
and  was  already  beginning  to  break  away  under  the  strain.  We 
closed  the  uterine  incision  and  freed  the  uterus  from  its  attach- 
ment to  the  anterior  abdominal  wall,  when  we  found  that  the 
fundus  came  up  to  its  proper  position,  and  the  incision  which  we 
had  made  to  extract  the  child  and  which,  in  an  ordinary  Cesarean 
section,  lies  absolutely  along  the  anterior  surface  of  the  uterus. 
in  this  particular  case  extended  from  the  upper  third  of  the  an- 
terior wall,  across  the  fundus  and  down  the  upper  third  of  the 
posterior  wall.  The  uterus  contracted  normally,  and  the  abdomi- 
nal walls  were  closed,  and  the  patient  made  an  uneventful  recov- 
ery, barring  a  slight  attack  of  infection,  which  gave  her  attending 
physician  some  anxiety  for  twenty-four  hours. 

Case  III.  Mrs.  N.,  aged  thirty-seven,  entered  St.  Francis  Hospi- 
tal, and,  on  July  21,  1904,  was  operated  on  by  Dr.  Wolfe,  who  re- 
moved one  ovary,  and  did  a  ventral  fixation  of  the  uterus.  The 
following  year  she  became  pregnant,  and  came  into  labor  on  No- 
vember, 1905.  During  the  period  of  gestation  she  experienced  a 
great  deal  of  difficulty,  felt  a  great  deal  of  pulling  and  dragging 
down,  unable  to  bend  or  to  pick  up  articles  from  the  floor  with- 
out experiencing  a  great  deal  of  pain.  When  she  came  into  labor 
on  November  13,  1905,  her  pains  were  quite  severe,  but  from  her 
own  description  no  descent  whatever  was  accomplished  by  the 
pains,  and  she  felt  with  every  pain  as  if  the  child  was  being  driven 
upwards  instead  of  downwards.  She  was  delivered  by  Dr.  Mc- 
Kee,  who,  after  waiting  for  natural  descent  to  take  place,  suc- 
ceeded finallv  in  introducing  his  hand  into  the  uterus,  and  with 
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the  greatest  difficulty  did  a  podalic  version,  and  succeeded  after 
a  very  tedious  operation  in  extracting  a  dead  child.  She  at  that 
time  suffered  quite  extensive  lacerations,  and  entered  the  Hart- 
ford Hospital  for  their  repair.  On  my  examination  I  found  the 
cervix  badly  lacerated  with  perineum  moderately  so,  and  the 
uterus  firmly  fixed  to  the  anterior  abdominal  wall.  On  March 
II,  1907,  I  curetted  the  uterus,  repaired  the  lacerated  cervix,  re- 
paired the  perineum,  then  opened  the  abdomen  and  found  the 
fundus  of  the  uterus  attached  firmly  to  the  anterior  abdominal 
wall,  just  above  the  pubes,  by  a  broad,  firm  attachment  as  large  as 
a  silver  dollar.  It  was  with  the  greatest  difficulty  that  this  at- 
tachment could  be  dissected  off.  I  cut  through  the  attachment 
and  brought  the  cut  edges  of  the  peritoneum  over  the  upper  sur- 
face of  the  fundus,  and  also  brought  the  edges  of  the  peritoneum 
together  over  the  surface  of  the  anterior  wall,  where  the  uterus 
had  been  attached,  and  then  brought  the  round  ligament  around 
to  the  posterior  wall  of  the  uterus,  and  fastened  it  there  to  give 
as  much  support  to  the  uterus  as  possible.  From  this  operation 
she  made  an  uneventful  recovery. 

In  relating  these  cases  I  have  no  criticism  to  make  of  myself 
or  of  the  other  two  gentlemen  who  performed  the  operation  of 
fixation.  It  was  a  legitimate  operation,  and  was  so  considered 
at  the  time  of  its  performance.  But  in  the  light  of  these  three 
cases  which  have  happened  in  the  experience  of  one  man,  and 
in  the  light  of  other  cases  which  have  been  reported  from  time  to 
time  by  other  operators,  giving  a  somewhat  similar  experience, 
it  seems  to  me  that  this  is  a  matter  for  serious  reflection  on  the 
part  of  every  operating  surgeon.  In  all  of  these  cases  it  will  be 
noticed  that  proper  symmetrical  dilatation  of  the  uterus  did  not 
take  place  while  the  woman  was  carrying  the  child.  The  fundus 
remained  in  the  exact  condition  where  it  had  been  fastened  to 
the  anterior  wall  and  failed  to  dilate,  and  the  entire  dilatation 
was  at  the  expense  of  the  posterior  wall,  causing  a  great  thinning 
out  and  weakening  of  tissue.  In  two  cases  this  went  so  far  as  to 
cause  a  rupture  of  the  muscular  wall  in  the  woman's  attempts 
to  deliver  herself.  The  pains  were  not  of  the  character  they 
should  be ;  no  attempt  at  descent  was  made  in  either  one  of  these 
three  cases,  and  the  pressure  of  the  pains  seemed  to  drive  the 
child  upward  and  through  the  uterine  wall  rather  than  down- 
ward through  the  natural  canal.  Is  it  then  not  a  matter  worthy 
to  be  considered,  and  to  be  seriouslv  considered,  whether  we  have 
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any  right  to  perform  an  operation  which,  while  it  may,  and  does 
reheve  absohitely,  the  symptoms  complained  of,  imperils  a  wom- 
an's life  and  puts  her  in  such  a  dangerous  position  as  was  each  one 
of  these  three  women  in  trying  to  have  a  child.  It  seems  to  me 
that  we  must,  all  of  us,  resort  to  other  means  for  making  secure 
the  posterior  displacements  of  the  uterus  in  women  who  are  still 
within  the  child-bearing  age. 

I  have  not  in  this  paper  gone  at  all  into  the  other  methods  of 
operating.  While  I  have  done  considerable  work  along  the  line 
of  the  abdominal  shortening  of  the  broad  ligaments  and  have 
tried  the  fastening  of  the  round  ligament  to  the  posterior  wall 
of  the  uterus,  my  figures  are  not  large  enough,  nor  have  my  cases 
been  operated  upon  long  enough  for  me  to  be  prepared  to  give 
positive  statements  as  to  the  actual  value  of  these  procedures. 
I  shall  be  very  glad  to  report  these  cases  at  some  future  time. 
The  principal  object  I  have  in  this  paper  is  to  bring  before  the 
attention  of  this  society  the  matter  of  the  fixation  or  even  the 
suspension  of  the  uterus  to  the  abdominal  wall  and  the  troubles 
that  may  ensue  in  childbirth  in  such  cases,  and  to  ask  your  con- 
sideration and  discussion  of  the  matter  as  to  whether  this  is  not 
an  operation  that  should  be  frowned  upon. 
112  High  Street. 
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MENT OF  THE  UTERUS.* 
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The  basis  of  this  paper  is  a  scries  of  341  cases  of  backward 
displacement — retroversion  and  retroflexion — occurring  among 
1,730  women  examined  and  treated  by  me  during  a  period  of  four 
years.  The  percentage  of  backward  displacements  shown  by  this 
series  is  19.71,  c^r  about  one  in  five  of  the  cases  examined.  Hirst 
says  that  in  6,000  gynecological  cases  examined  backward  dis- 
placement occurred  in  17.74  per  cent.  Martin,  of  Berlin,  gives 
about  the  same  percentage.  Vedulen  (Med.  .\rclik'.)  gives  a  per- 
centage of  2Q  in  a  scries  of  7,288  examined,  the  women  being 
taken  indiscriminately,  whether  suffering  from  disease  or  not. 
*Rea(]  before  the  Woman's  Hospital  Society,  February  26.  1907. 
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This  affection  is  one  of  the  most  coninion  of  the  causes  which 
impel  women  to  seek  medical  advice,  and  it  is  one  of  the  easiest 
of  all  pelvic  disorders  to  relieve.  There  is  hardly  a  doctor  prac- 
tising medicine  who  does  not  feel  himself  fully  capable  of  diag- 
nosticating and  treating  such  cases.  And  it  is  true  that  this  affec- 
tion is  free  from  the  danger  of  mistaken  diagnosis  and  conse- 
quent bad  treatment  than  any  other  pelvic  lesion. 

Causes. — Aly  study  of  these  cases  leads  me  to  the  conclusion 
that  the  most  frequent  cause  of  retrodisplacement  is  parturition 
with  its  sequels.  The  trouble  may  arise  from  traumata,  or  from 
some  error  in  the  treatment  of  the  recently  delivered  woman. 

The  traumata  of  parturition,  that  is,  the  various  lacerations  of 
the  walls  of  the  parturient  canal,  if  not  properly  treated  at  the  out- 
set, disturb  the  circulation  of  the  pelvis,  hindering  involution  and 
leading  to  congestion  and  the  resulting  heavy  uterus  which  tends 
to  fall  backward.  The  tearing  of  the  cervix  and  the  consequent 
inflammatory  changes  may  break  up  the  poise  of  the  uterus  by 
alterations  in  the  shape  and  size  of  its  lower,  or  balance  weight. 
The  impairment  or  destruction  of  the  perineal  body,  described 
by  Thomas  and  Munde  in  their  classical  work,  as  the  keystone  of 
the  arch  which  holds  the  uterus  and  other  pelvic  organs  in  place, 
may  lead  to  this  as  well  as  to  other  uterine  displacements.  I  might 
speak,  also,  in  this  connection  of  the  retained  products  of  gesta- 
tion, especially  in  cases  of  miscarriage,  which  cause  turgescence 
and  increased  weight,  leading  sometimes  to  a  backward  flexion. 

Undoubtedly  a  great  many  retroversions  are  caused  by  the  over 
cautious  accoucheur,  who  keeps  the  woman  too  long  upon  her 
back,  or  binds  the  abdomen  too  tightly,  with  the  object  of  pre- 
venting the  uterus  from  rising,  or  of  preserving  the  figure  of  the 
woman.  ^lany  practitioners  to-day  believe  that  these  two  pre- 
cautions are  absolutely  necessary  in  the  proper  conduct  of  every 
case  of  labor.  As  a  matter  of  fact,  they  interfere  with  involution 
and  prevent  the  uterus  from  resuming  its  proper  position  after 
confinement. 

All  the  inflammator}-  diseases  of  the  uterus,  acute  and  chronic, 
which  increase  the  weight  of  the  organ  through  congestion  and 
hyperplasia  of  tissue,  tend  to  make  it  fall  out  of  place  forward 
or  backward,  ^^^ith  these  inflammatory  conditions  are  often  as- 
sociated fibroid  and  polypoid  degeneration,  which  still  further 
augments  the  tendency  to  displacement.  The  same  is  true  of 
maliirnant  growths. 
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The  pressure  from  tumors  in  the  pelvis  or  in  the  abdomen  above 
will  sometimes  press  the  uterus  backward.  Diseased  and  pro- 
lapsed adnexa  may  pull  it  out  of  place. 

Under  certain  conditions  accident,  bicycle,  and  horseback  rid- 
ing, and  games,  such  as  basket  ball,  golf,  tennis,  gymnasium  ex- 
ercise, etc.,  may  cause  a  sudden  stretching  of  the  supports  of  the 
uterus  producing  a  permanent  displacement.  Especially  is  this 
true  when  such  stretching  occurs  during  the  menstrual  period. 

Certain  cases  of  retrodisplacement  are  of  congenital  origin,  but 
the  percentage  of  these  cases  is  small. 

Sometimes  there  is  an  intraabdominal  pressure  from  distended 
viscera,  which  forces  the  fundus  into  a  backward  position  and 
keeps  it  there.  One  of  my  patients  who  complained  of  metror- 
rhagia, soreness  of  the  breasts,  and  intestinal  indigestion,  showed 
a  retroversion,  which  was  cured  by  the  proper  treatment  of  the 
bowel  condition,  eliminating  the  constant  production  of  g:u\ 

Symptoms. — There  are  three  principal  symptoms  of  retrodis- 
placement for  which  the  patient  seeks  relief.  These  are  (i)  pain, 
(2)  leucorrhea,  (3)  sterility.  There  are  other  symptoms,  but 
these  will  be  spoken  of  later. 

Pain  is  the  chief  symptom.  Two  hundred  and  fifty,  or  73  per 
cent,  of  my  series  complained  of  bachache,  headache,  or  of  pains 
in  the  abdomen,  thighs,  or  other  places.  Backache  is  the  most 
common  symptom,  manifested  either  in  the  upper  part  of  the 
sacrum,  or  lower  down.  It  is  caused  either  by  the  actual  pressure 
of  the  displaced  organ  on  the  nerves  through  the  intervening 
structures,  or  by  the  exudate  and  adhesions  which  often  accom- 
pany the  displacement,  or  by  circulatory  interference,  which  leads 
to  congestion  and  interruption  of  venous  flow. 

Pressure  of  the  uterus  on  the  rectum  causes  a  diminution  of  its 
activity,  producing  constipation  and  the  aches  which  accompany 
this  condition.  Constipation,  although  a  very  frequent  concomi- 
tant symptom  of  retrodisplacement,  is  rarely  the  cause  given  for 
seeking  advice.  In  my  series  27  per  cent,  were  constipated,  but 
only  one  sought  relief  with  this  as  the  symptom  complained  of. 
Women  seem  to  expect  a  certain  amount  of  constipation ;  and  it  is 
curious  to  observe  how  many  of  them  little  realize  that  they  are 
constipated  when  such  is  the  condition. 

In  my  series  of  cases  50  per  cent,  complained  of  backache  as 
their  chief  symptom.  Headache,  as  a  rule,  accompanies  the  back- 
ache, especially  if  there  is  constipation. 
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In  my  series  35  per  cent,  suffered  from  headache.  Pain  in  the 
lower  abdomen,  in  the  sides,  and  down  the  thighs  may  occur,  even 
in  the  uncompHcated  cases,  owing  to  pressure  on  the  nervous 
structures,  and  to  the  circulatory  disturbances. 

Leucorrhea,  as  a  chief  symptom,  occurred  in  33  per  ce;:t.  01 
my  cases.  This  may  be  the  only  symptom  for  which  the  patient 
seeks  treatment. 

Sterility  caused  17  per  cent,  of  my  cases  to  seek  relief.  Of 
these  15  per  cent,  were  for  this  alone. 

Frequency  of  micturition  caused  by  the  pulling  on  the  anterior 
vaginal  wall  and  urethra,  or  on  the  retrovesical  fold,  is  a  ver\-  .113- 
tressing  symptom  which  sometimes  accompanies  these  displace- 
ments. Five  per  cent,  of  my  cases  were  troubled  in  this  way. 
Metrorrhagia  and  menorrhagia  are  symptoms  complained  of  in  a 
certain  number  of  cases,  there  being  21,  or  about  6  per  cent,  of  my 
series  who  gave  one  of  these  as  a  principal  symptom.  A  good 
many  cases  have  irregularity  and  profuseness  of  menstruation  to- 
gether with  other  disturbances.  Dysmenorrhea  occurred  as  a 
chief  symptom  in  seven  cases,  and  amenorrhea  in  one  case.  Three 
of  my  patients  complained  of  painful  coitus.  In  a  few  cases  in 
which  by  examination  a  retrodisplacement  was  found  there  were 
no  symptoms  referable  directly  to  pelvic  trouble,  although  per- 
haps indirectly  the  displacement  may  have  been  in  part  responsible 
for  such  complaints  as  indigestion,  nervousness,  eyeache,  skin 
affections,  and  general  pains.  In  two  of  my  cases  the  only 
symptoms  were  epileptiform  fits,  in  one  case  occurring  at  the  men- 
strual period,  and  in  the  other  at  irregular  intervals.  Both  were 
cured  by  replacing  the  uterus. 

Diagnosis. — The  diagnosis  of  retrodisplacements  is  described 
as  comparatively  easy,  and  in  a  large  majority  of  cases  it  certainly 
is  easy  for  the  practised  examiner.  There  are  a  few  cases,  how- 
ever, in  which  a  fat  or  tense  abdominal  wall,  a  long  and  deep 
vaginal  canal,  or  a  hyperneurotic  condition  of  the  patient  makes 
it  extremely  difficult  even  for  the  specialist  to  determine  the  posi- 
tion of  the  uterus.  In  some  cases  the  presence  of  new  growths  in 
the  pelvis,  or  in  the  uterus  itself,  inflammatory  conditions,  exudate, 
etc.,  interfere  decidedly  with  palpation  in  the  determination  of  the 
uterine  position.  It  is  surprising,  however,  how  easily  the  average 
physician  goes  astray  in  this  matter,  even  in  the  readilv  palpated 
cases  with  lax  abdominal  walls.  \Mthin  a  few  months  I  have 
been  called  upon  to  operate  on  three  cases  of  supposed  pelvic 
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abscess  and  one  of  retroflexion,  where,  in  the  first  cases,  gentle  pal- 
pation demonstrated  a  retrodisplaced  uterus,  and  in  the  last  a 
tubo-ovarian  (sic)  abscess. 

Too  many  men  are  apt  to  diagnose  the  position  by  a  few  signs, 
such  as  failure  to  feel  the  fundus,  the  direction  in  which  the  cervix 
points,  etc.,  guessing  at  the  rest. 

A  proper  diagnosis  is,  of  course,  absolutely  necessary,  and  it 
can  be  made  in  the  majority  of  cases  by  the  bimanual  method. 
In  a  certain  percentage  of  cases  the  uterine  sound  is  necessary 
for  exact  diagnosis.  In  trained  hands  and  under  proper  condi- 
tions this  instrument  is  harmless  and  its  use  is  indicated.  Gentle 
manipulation  with  the  right  curve  and  under  aseptic  precautions 
is  all  that  is  necessary.  It  will  be  readily  understood  that  in  any 
case  where  there  is  a  possibility  of  the  existence  of  pregnancy 
the  sound  should  not  be  used.  Some  men  preach  loudly  against 
the  sound  for  diagnosis,  but  others,  including  MacGregor  of 
Glasgow,  recommend  its  use. 

In  making  the  examination  the  dorsal  lithotomy  position  is  the 
best.  The  bladder  and  rectum  should  be  emptied,  all  tight  cloth- 
ing and  corsets  loosened,  the  thighs  spread  well  apart,  and  the 
mouth  kept  slightly  opened.  The  taking  of  long  thoracic  expira- 
tions will  oftentimes  relax  the  most  resistant  abdomens. 

The  surgeon  should  possess  the  entire  confidence  of  the  woman. 
and  should  exercise  gentleness  and  patience. 

Treatment. — The  treatment  of  these  backward  displacements 
and  their  accompanying  symptoms  is  to  replace  the  uterus  and 
hold  it  in  position,  at  the  same  time  giving  other  treatment  for 
the  symptoms  and  the  general  condition  as  may  be  indicated.  As 
a  rule,  in  the  uncomplicated  cases  replacing  the  uterus  and  hold- 
ing it  in  position  is  sufficient  to  eflfect  a  cure.  Sometimes  there 
is  a  sagging  of  the  pelvic  floor,  which  must  also  be  raised  to  a 
proper  level  and  retained  there.  There  are,  unfortunately,  a  few 
cases  in  which  after  the  pelvic  organs  have  assumed  their  normal 
position  relief  from  the  nervous  symptoms  does  not  take  place. 
These  neurotic  cases  are  the  bane  of  the  profession. 

Whenever  there  has  been  extensive  laceration  of  the  cervix  or 
perineum  repair  should  be  done.  This  is  very  important,  whether 
non-operative  or  operative  treatment  is  to  be  employed  for  the 
displacement.  I-'ailure  to  eflfect  this  repair  has  many  times  been 
the  cause  of  failure  to  effect  a  cure.  Slight  or  moderate  lacera- 
tions are  not  so  important. 
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When  the  uterus  cannot  be  replaced  on  account  of  adhesions, 
inflammatory  exudate,  diseased  and  prolapsed  adnexa,  or  tumors, 
operative  procedures  are  demanded.  I  believe  that  in  most  cases 
non-operative  treatment  should  l^e  tried  at  first.  It  is  surprising 
how  many  cases  will  by  careful  and  persevering  treatment  be 
cured  without  resort  to  the  scalpel. 

The  uterus  having  been  replaced  it  is  necessary  to  hold  it  in 
position.  When  there  are  no  complications  of  inflammations, 
large  and  prolapsed  ovaries,  adherent  tubes,  malignant  or  tuber- 
cular disease,  the  pessary  should  be  tried.  This  instrument  has 
been  highly  lauded  and  grossly  libeled.  Since  the  introduction 
of  the  pessary  the  pendulum  has  swung  far  in  both  directions. 
In  1877,  St  a  meeting  of  the  American  Gynecological  Society, 
Peaslee  spoke  strongly  in  favor  of  the  pessary,  while  W.  L.  Atlee 
argued  as  strongly  on  the  opposite  side.  Even  Thomas  at  one 
time  said  that  he  was  not  sure  about  the  value  of  the  pessary. 
Matthews  Duncan  once  said,  "many  a  woman  has  sufifered  from 
and  many  a  woman  has  died  of  a  pessary,  but  most  pessaries,  as 
I  find  them,  are  nearly  as  innocuous  for  evil  as  for  good." 

T.  A.  Emmet  is  the  strongest  advocate  of  the  pessary,  and  any 
one  who  reads  carefully  his  articles  on  the  indications  for  the  use 
of  the  instrument  and  follows  his  directions,  will  always  have 
good  results  from  it.  The  trouble  is  not  with  the  pessary  itself, 
but  with  its  manipulation.  Each  pessary  should  be  shaped  and 
fitted  to  the  individual  case.  All  that  is  necessary  to  success  is  a 
knowledge  of  the  proper  use  of  the  instrument  and  a  little 
mechanical  skill.  One  does  not  need  to  have  on  hand  a  large 
assortment  of  shapes  and  sizes.  A  few  rubber  rings  of  varying 
sizes,  about  one-fourth  of  an  inch  in  diameter,  are  all  that  are 
required  for  most  cases.  These  can  be  bent  into  proper  shapes 
by  boiling  or  by  being  covered  with  vaseline  and  held  over  an  alco- 
hol flamic.    For  special  cases  proper  pessaries  can  be  procured. 

There  are  three  important  points  to  be  considered  in  shaping 
the  pessary.  First,  the  proper  length,  that  is,  the  distance  from 
the  pubis  to  the  posterior  vaginal  fornix  when  pretty  well  on  the 
stretch;  second,  the  width,  this  being  sufficient  to  fill  the  vaginal 
canal,  at  the  same  time  leaving  room  on  the  sides  to  pass  the  fore- 
finger;  third,  the  shape  of  the  vaginal  canal,  with  its  two  curves 
forward  and  backward.  The  pessary  acts  by  pushing  the  pos- 
terior vaginal  fornix  backward  and  upward,  drawing  the  cervix 
with  it.     The  perineum  acts  as  a  support.     The  pessary  should 
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never  fit  tightly  against  the  perineum  and  vaginal  walls,  for  if 
the  uterus  is  in  its  normal  anteverted  position  the  pessary  does 
not  do  any  work. 

A  properly  fitted  pessary  gives  no  pain  or  discomfort.  Ashton 
says  that  adhesions  are  a  positive  indication  against  the  use  of  the 
pessary,  but  I  presume  that  he  means  adhesions  to  the  posterior 
wall  or  to  diseased  adnexa.  I  have  used  the  pessary  with  excellent 
results  where  there  were  adhesions  to  the  gut  or  omentum. 

Inflammatory  disease  of  the  uterus  or  of  the  adnexa,  adhesions 
to  the  back  wall  of  the  pelvis  and  to  diseased  adnexa,  malignant 
and  tubercular  disease  contraindicate  the  use  of  the  pessary.  Ex- 
tensive lacerations  or  amputation  of  the  cervix,  and  lacerations 
of  the  perineum  militate  against  the  efficiency  of  this  form  of 
support. 

Of  the  341  cases  of  my  series  93  were  followed  a  year  or  more. 
Of  these,  60  were  treated  by  the  pessary,  1 1  of  which  were  com- 
pletely cured,  that  is,  after  the  pessary  was  removed  the  uterus 
remained  in  place.  Forty-six  patients  were  benefited,  that  is, 
the  uterus  was  held  in  place  and  the  symptoms  relieved.  Three 
cases  were  not  benefited  at  all  and  refused  operation.  The  pessary 
does  not  interfere  with  coitus. 

In  all  cases  inflammatory  conditions  should  be  treated  by  de- 
pletion and  by  other  rational  measures.  Sometimes  this  is  neces- 
sary before  replacement  is  done.  The  glycerine  tampon  not  only 
acts  as  a  depleting  agent,  but  lifts  the  uterus  to  some  extent, 
holding  up  the  uterus  for  any  great  length  of  time  by  tampons  is 
unadvisable,  as  it  necessitates  renewal  at  frequent  intervals  and 
demands  the  close  attention  of  the  physician.  Where  there  are 
tumors,  adnexal  disease,  etc.,  operation  is  unquestionably  in- 
dicated. 

Many  and  marvelous  are  the  methods  of  operating  advocated  by 
different  surgeons.  In  1850  Amussat  advocated  caustic  apj)lica- 
tions  to  the  space  between  the  cervix  and  the  posterior  vaginal 
wall.  Herrick,  in  1883,  sutured  the  cervix  to  the  posterior  vaginal 
wall.  Nuoletes  sutured  the  anterior  wall  of  the  cervix  to  the  pos- 
terior vaginal  wall.  Schucking  made  a  transverse  incision  of  the 
anterior  vaginal  wall  and  sutured  longitudinally,  and  a  longi- 
tudinal incision  of  the  posterior  vaginal  wall  with  transverse 
suturing.  He  reports  seven  cases.  Goelet  denuded  the  posterior 
wall  and  the  posterior  surface  of  the  cervix.  Mackenrodt  and 
Duhrssen  made  a  transverse  incision  in  the  anterior  vatjinal  wall 
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and  sutured  the  body  to  the  anterior  wall,  not  opening-  the  peri- 
toneal covering.  Wurter  and  Vineberg  did  the  same,  first  having 
done  an  anterior  colporrhaphy.  Later  Duhrssen  and  Kustine 
opened  the  peritoneum.  In  1896  Werthem  of  Vienna  suggested 
a  vaginal  ventral  fixation  by  suturing  the  round  ligaments  and  the 
adjacent  broad  ligaments  to  the  abdominal  wall.  He  found  as  a 
result  19  per  cent,  of  dystocia.  Vesicofixation  and  vaginal  short- 
enmg  of  the  uterosacral  ligaments  have  been  suggested.  These 
methods  have  been  for  the  most  part  discarded  on  account  of  the 
danger  of  dystocia  or  a  failure  to  relieve  the  symptoms. 

In  1881  Alexander  of  Liverpool  first  did  his  operation  for 
shortening  the  round  ligaments,  but  did  not  publish  an  account 
of  his  method  until  1883.  This  shortening  of  the  round  ligaments 
has  been  and  is  a  favorite  method  of  treatment  with  many  sur- 
geons. 

Another  method  of  holding  the  uterus  up  and  in  position  is  that 
of  suturing  the  fundus  to  the  abdominal  wall  in  front,  the  so- 
called  ventral  suspension  and  fixation.  This  operation  was  first 
performed  by  Sims  in  1859.  Shortening  the  round  ligaments 
and  ventral  suspension  or  fixation  are  the  methods  employed  by 
most  of  the  surgeons  to-day,  on  account  of  the  comparatively 
small  percentage  of  cases  of  dystocia  following  and  the  uniform 
relief  of  symptoms. 

The  ideal  result  to  be  obtained  by  such  an  operation  is  first, 
correct  position  as  to  elevation,  and,  second,  the  proper  amount  of 
anteversion.  As  a  large  number  of  cases  are  of  long  standing 
there  is  generally  a  sagging  of  the  pelvic  contents,  and  therefore 
more  or  less  of  distortion  other  than  that  caused  directly  by  the 
backward  displacement.  This  is  a  very  important  fact,  as  it  is 
well  known  that  one  of  the  chief  causes  of  the  symptoms  in  these 
displacements  is  the  distortion  of  the  blood-vessels  and  the  con- 
sequent interference  with  the  circulation. 

An  important  point  to  be  considered  in  choosing  the  operation 
is  its  influence  on  the  pregnancies  following.  An  operation  should 
never  carry  any  more  danger  with  it  than  is  absolutely  necessarv. 
The  advocates  of  ventral  suspension,  among  whom  Kelly  of  Balti- 
more, Reid  of  Glasgow,  Webster,  Herman,  Maunsell.  and  others, 
are  prominent,  claim  all  the  advantages  for  this  method.  All  of 
them  admit  a  certain  percentage  of  dystocia  and  a  tendency  to 
abortion  following  the  operation.  Webster  reports  554  cases  in 
which  341  were  normal  in  these  respects,  61   aborted,   152  had 
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various  complications  in  pregnancy,  and  10  had  to  undergo  the 
Cesarean  section. 

The  original  operation  sutured  the  fundus  to  the  abdominal 
wall.  Fowler  sutured  the  fundus  to  the  urachus,  but  found  it  too 
firm  a  fixture. 

The  two  methods  usually  employed  are  ( i )  suturing  the  an- 
terior face  of  the  fundus  to  the  peritoneum,  and  (2)  after  Kelly, 
suturing  the  posterior  surface  of  the  fundus  to  the  peritoneum. 
If  the  uterus  should  remain  fixed  to  the  abdominal  wall  dystocia 
would  be  more  common.  But  a  ligament,  or  usually  two  liga- 
ments, are  formed,  which,  according  to  the  supp.orters  of  this 
method,  lengthen  sufficiently  to  allow  the  uterus  to  sink  to  its 
normal  level.  This,  I  believe,  to  be  trusting  too  much  to  chance. 
During  the  last  year  and  a  half  I  have  seen  three  cases  in  which 
ventral  suspension  was  done  where  the  ligament,  or  ligaments, 
were  from  eight  to  twelve  centimeters  in  length.  The  methods 
which  use  the  round  ligaments  may  be  divided  into  two  classes : 
(i)  those  which  employ  the  original  anchorage  for  support,  and 
(2)  those  which  make  a  new  anchorage.  Alexander's  classical 
operations  of  shortening  the  round  ligaments  within  the  inguinal 
canal  is  the  most  frecjuently  employed.  The  intra-abdominal 
shortening  by  folding  the  ligaments  on  themselves,  as  done  by 
Wylie ;  sewing  the  ligaments  and  the  overlying  peritoneum  to- 
gether and  then  to  the  anterior  face  of  the  fundus  as  performed 
by  Bache  Emmet ;  pulling  the  round  ligaments  through  the  broad 
ligaments  and  suturing  them  together  behind  the  uterus  low  down 
and  to  the  organ ;  vaginal  shortening  of  the  round  ligaments 
advocated  by  Vineberg.  1896,  Byford,  and  Goflfe,  1897,  etc..  are 
other  methods  employed  by  their  supporters.  In  all  these  operations 
except  Alexander's  the  anchorage  still  remains  the  more  or  less 
uncertain  connection  of  the  ligament  within  the  inguinal  canal, 
which,  as  we  know,  is  oftentimes  but  a  few  threads  of  attenuated 
tissue.  Besides,  the  entrance  of  the  internal  ring  is  below  the  level 
of  the  fundus,  so  that  there  is  not  much  lifting  of  the  pelvic  struc- 
tures in  case  of  sagging. 

The  operation  of  Bissel,  which  shortens  the  round  and  broad 
ligaments  together,  necessitates  an  additional  support,  temporary 
it  is  claimed,  by  means  of  a  suspension.  Of  the  operations  which 
make  a  new  anchorage  for  the  ligaments  those  of  Ferguson.  Gil- 
liam, Montgomery,  Simpson  and  others  arc  worthy  of  mention. 
These  operations  make  use  of  the  strongest  end  of  the  ligament. 
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the  uterine  end,  and  have  the  advantage  of  being  able  to  hold  the 
uterus  in  the  desired  position,  both  as  to  elevation  and  anteversion. 
Montgomery  and  Gilliam  report  no  cases  of  dystocia  or  abortion 
following  their  operations.  In  all  the  methods  which  make  use  of 
the  round  ligaments  the  supporting  structure  is  of  known  length, 
and  is  so  constituted  as  to  grow  longer  during  pregnancy,  and  to 
undergo  involution  afterwards. 

Nature  needs  but  little  encouragement  to  correct  abuses  and 
restore  functions.  And  it  is  true  that  in  the  great  majority  of 
operations  where  too  great  a  strain  has  not  been  placed  on  nature, 
excellent  results  follow.  But  it  seems  to  me  that  there  are  objec- 
tions to  some  of  the  methods  which  should  be  taken  into  consider- 
ation. That  one  form  of  operation  is  all  that  is  necessary  for  all 
cases,  or  for  any  class  of  cases  seems  hardly  credible.  Yet  it  was 
only  a  few  years  ago  when  Alexander's  operation  was  hailed  as 
the  best,  and  in  fact  as  the  only  method  that  should  be  employed. 
Now  it  is  generally  selected  for  a  very  restricted  class  of  cases. 
T.  R.  Goflfe,  when  asked  if  he  advised  intra-abdominal  shortening 
of  the  round  ligaments  for  all  cases,  replied  that  he  certainly  did. 
Other  advocates  of  particular  methods  of  operating  are  equally  en- 
thusiastic. It  seems  to  me,  however,  that  no  one  method  is  suf- 
ficient for  all  cases. 

In  my  series  there  were  thirty-one  cases  operated  on  which 
were  watched  for  six  months  or  more.  Twenty-three  of  these 
were  cases  of  ventral  suspension,  three  of  Alexander's  operation, 
and  five  of  suspension  by  the  transplanted  round  ligaments  after 
the  writer's  method.  Of  these  operations  eight  were  failures,  six 
of  ventral  suspension,  one  of  Alexander's,  and  one  of  transplant- 
ing the  round  ligaments.  Of  the  eight  ventral  suspension  failures, 
in  one  the  displacement  recurred  after  a  pregnancy  with  labor  ter- 
minated by  forceps,  and  the  other  five  after  periods  varying  from 
three  months  to  two  years.  The  one  failure  from  Alexander's 
operation  took  place  in  less  than  one  year.  The  failure  from  trans- 
plantation occurred  within  one  month.  I  shall  describe  this  case 
to  show  where  the  error  lay. 

Mrs.  F.  S.,  aged  29,  married,  two  children.  At  last  childbirth 
was  torn.  Has  had  backache,  leucorrhea,  and  pain  in  left  side 
since  the  last  baby  was  born,  eleven  months  ago.  The  examina- 
tion showed  a  retroflexed  uterus  with  the  fundus  the  size  of  a  large 
orange,  and  bound  down  by  adhesions.  There  was  a  deep,  bilateral 
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tear  of  the  cervix  and  a  tear  of  the  perineum.  The  patient  was 
sent  to  a  hospital,  where  I  did  a  trachelorrhaphy  and  a  peri- 
neorrhaphy, and  then,  after  opening  the  abdomen  by  the  curved 
transverse  incision  through  the  skin  and  a  median  incision  through 
the  other  structures,  I  freed  the  uterus  from  its  adhesions  and 
brought  it  up  into  place.  It  was  large,  covered  with  the  remains 
of  the  broken  adhesions,  and  juicy.  Deciding  to  support  it  by 
transplanting  the  round  ligaments,  I  slit  the  peritoneum  over  the 
ligaments  severing  the  distal  ends  and  drew  them  out  of  their  peri- 
toneal coverings.  Then,  thrusting  a  pair  of  forceps  through  the 
wall  about  5  cm.  from  the  opening  in  a  slanting  direction,  I 
grasped  the  severed  ends  of  the  ligaments,  pulled  them  up  through 
the  wall  and  anchored  them  at  a  length  which  I  deemed  suf- 
ficient to  hold  the  uterus  forward  and  at  the  proper  level.  The 
vertical  incision  was  then  closed  and  the  two  free  ends  of  the  liga- 
ments sewed  together.  The  transverse  skin  incision  was  then 
closed.    The  peritoneal  slit  sutured. 

For  two  weeks  the  uterus  remained  in  position,  and  the  patient 
said  that  she  felt  extremely  well.  Then  the  uterus  began  to  sag 
backward  and  the  round  ligaments  stretched  out.  They  were  not 
able  to  hold  up  the  heavy  uterus.  I  believe  that  in  cases  like  the 
above  ventral  suspension,  which  will  hold  the  uterus  more  firmly 
for  awhile;  until  its  bulk  is  reduced,  should  be  the  operation  of 
election.  But  such  cases  as  this  one  are  comparatively  rare.  The 
one  case  of  the  Alexander  operation  which  proved  a  failure  was 
of  long  standing  and  showed  on  second  operation  round  ligaments 
at  the  itVternal  ring  liardly  the  size  of  wrapping  twine.  Of  the 
four  successful  cases  of  transplantation  one  is  now  pregnant. 

I  am  convinced  that  we  ought  to  make  ourselves  familiar  with 
all  the  recognized  methods  of  operating,  and  apply  to  each  indi- 
vidual case  that  procedure  which  seems  most  rational  under  the 
circumstances.  To  cling  to  one  method  for  all  cases  argues  nar- 
rowness and  demonstrates  a  failure  to  appreciate  some  of  the 
fundamental  principles  of  surgery. 
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REPORT  OF  A  CASE  OF  COMPLETE  RUPTURE  OF 
THE  UTERUS  DURING  LABOR. 


ARCHIBALD  ROBERTSON  SMALL,  M.D. 
Chicago. 


As  complete  rupture  of  the  uterus  during  labor  is  a  compara- 
tively rare  accident,  this  being  the  first  case  which  I  have  encoun- 
tered in  a  practice  of  more  than  thirty  years,  I  deem  it  a  duty  to 
put  this  case  on  record. 

Mrs.  F.  B.,  aged  40,  Vl-para,  a  large,  somewhat  fleshy  woman, 
had  always  enjoyed  fairly  good  health.  I  attended  her  in  her 
fifth  confinement,  which  was  normal  and  easy.  She  was  delivered 
of  her  sixth  child  in  the  country  about  two  years  before  this  labor 
which  I  shall  report,  but  she  reported  to  me  that  that  labor,  as  all 
her  labors,  had  been  normal  and  comparatively  easy. 

Was  called  at  11  p.m.,  July  17,  1906,  and  was  then  informed 
that  the  waters  had  broken  early  that  morning,  but  as  she  had 
no  pains,  did  not  think  it  necessary  to  send  for  me  at  that  time.  I 
found  the  cervix  soft  and  easily  dilatable  and  dilated  to  about  the 
size  of  a  silver  dollar.  The  head  could  be  felt  presenting,  and  I 
feel  quite  positive  that  at  that  time  it  was  in  the  L.  O.  A.  posi- 
tion. She  had  an  occasional  pain,  but  not  regularly.  I  slept 
during  the  night ;  the  family  also  retired  and  slept  until  morning, 
and  Mrs.  B.,  though  she  said  she  did  not  sleep  very  well,  had  no 
pains  during  the  night.    As  there  were  still  no  pains  in  the  morn- 
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ing,  I  instructed  the  family  to  call  me  as  soon  as  the  pains  came 
on,  and  went  home.    Was  called  again  at  i  145  p.m.^  July  18,  and 
reached  the  house  about  2  :3o.     She  had  been  having  slight  but 
irregular  pains  since  about   10  a.m.,  but  they   were  weak  and 
inefficient.    About  4  p.m.,  as  the  pains  were  still  weak,  I  gave  her 
quinia  sulph.  gr.  v.  and  strych.  sulph.  gr.  1-30,  which  stimulated 
the  pains  somewhat,  but  as  the  pains  were  still  weak  at  5  p.m.,  I 
gave  her  another  gr.  v.  dose  of  quinine.    From  this  time  the  pains 
became  quite  regular,  but  not  strong.     At  6 130  I  examined  her 
and  found  a  face  presentation,  right  mentoiliac  posterior.     At 
7  45,  as  she  did  not  seem  to  be  making  progress,  I  sent  for  my 
friend.  Dr.  John  A.  Lyons,  to  give  an  anesthetic  while  I  would 
deliver  her  with  forceps.     Between  7:45  and  8  p.m.  the  uterus 
ruptured.     She  complained  of  sharp  pain  and  cramps ;  the  ab- 
domen flattened;  the  pains  ceased;  the  pulse  ran  up  to  120,  and 
there  was  pronounced  shock.     She  was  in  such  agony  that  she 
would  not  permit  me  to  make  a  vaginal  examination  at  this  time, 
but  the  diagnosis  of  rupture  was  made  by  the  flattening  of  the 
abdomen ;   severe  burning  pain ;   cessation   of  labor   pains,   and 
shock.     Dr.  Lyons  arrived  in  a  few  minutes,  and  we  gave  her  a 
few  whififs  of  chloroform  so  that  we  could  make  a  vaginal  exami- 
nation, when  we  found  that  the  head  had  receded,  which  con- 
firmed the  diagnosis  of  rupture  of  the  uterus.    As  we  had  not  the 
necessary  instruments  with  us  for  performing  a  laparotomy,  and 
as  it  was  only  a  block  from  Wesley  Hospital,  we  had  her  hastily 
removed  to  that  place,  where  preparations  were  made  for  opera- 
tion as  rapidly  as  possible.     She  was  almost  collapsed  before  we 
got  her  on  the  table.     The  abdomen  was  opened  in  the  median 
line,  and  the  child  and  placenta  were  found  entirely  outside  of  the 
uterus  in  the  peritoneal  cavity.     The  child,  of  course,  was  dead. 
The  uterus  was  ruptured  from  the  external  os  to  the  fundus  on 
the  left  side  between  the  folds  of  the  broad  ligament ;  the  broad 
ligament  was  also  ruptured.    Blood  was  spurting  from  the  arteries 
of  the  uterus  as  big  as  goose  quills  when  the    abdomen    was 
opened,  and  the  abdominal  cavity  was  filled   with  blood.     The 
uterus  had  contracted  but  little,  if  any.     As  the  tear  was  ragged 
and  irregular,  we  deemed  it  best  to  remove  the  uterus  rather  than 
to  attempt  to  repair  the  rent,  believing  it  could  be  done  quicker, 
but  before  the  operation  was  completed  the  woman  was  dead. 

This  accident  of  rupture  of  the  uterus  was  entirely  unlooked 
for  bv  me  in  this  case,  and  I  cannot  account  for  it  except  that 
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the  waters  had  been  drained  away  some  time  before  the  accident, 
which  left  the  uterus  to  contract  upon  the  somewhat  uneven  sur- 
face of  the  child,  which  might  have  caused  uneven  contractions 
of  the  uterus.  The  uterine  walls  were  not  unusually  thin,  but 
must  have  had  less  resisting  power  than  normal.  The  pains  were 
not  excessive  nor  long  continued ;  indeed,  they  seemed  weaker 
than  in  ordinary  labors,  so  much  so  that  I  felt  it  necessary  to  stim- 
ulate them  with  quinine  and  strychnia ;  even  after  that  they  were 
far  from  strong,  but  seemed  weak  and  inefificient. 

As  this  is  my  first  death  in  obstetrics,  in  a  practice  of  more  than 
thirty  years,  I  was  very  sorry  to  have  my  record  broken,  but  do 
not  see  how  it  could  have  been  avoided.  If  I  had  had  any  sus- 
picion of  such  an  accident  beforehand,  and  had  had  her  in  a  hos- 
pital, where  I  could  have  operated  at  once  as  soon  as  the  accident 
occurred,  she  might  have  been  saved,  but  the  excessive  hemor- 
rhage occurring  between  the  time  of  the  rupture  and  getting  her 
on  the  table  was  incompatible  with  life,  and  her  death  was 
undoubtedly  due  to  the  great  loss  of  blood  and  by  shock. 
34  W.\SHiNGTON  Street. 


PREGNANCY  AND  NORMAL  LABOR  AT  FULL  TERM 

AFTER  ABDOMLNAL  HYSTEROTOMY  FOR 

A  LARGE  SUBMUCOUS  FIBROID.* 


HIRAM   N.  VINEBERG,  M.D. 


The  following  case  seems  to  me  to  be  worthy  of  publication, 
both  for  its  interest  and  for  the  encouragement  it  furnishes  to 
those  who  are  striving  to  do  conservative  surgery  in  fibroid 
growths  of  the  uterus : 

Mrs.  D.  was  seen  in  consultation  with  Dr.  D.  H.  Davidson  on 
August  12,  1904.  She  was  twenty-five  years  of  age,  had  been 
married  four  and  a  half  years,  but  had  never  been  pregnant.  The 
menses  appeared  in  her  fourteenth  year  and  were  of  the  four- 
weekly  type,  rather  profuse,  lasting  seven  days,  and  attended  with 
moderate  pain  during  the  first  day.  For  the  past  eighteen  months 
patient  has  been  suffering  from  menorrhagia  and  metrorrhagia, 
and  for  the  past  four  months  there  was  an  interval  of  only  a  week 

*Read  before  the  New  York  Obstetrical  Society,  March   12,  1907. 
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between  the  bleedings.  She  passed  several  large  clots  of  blood. 
There  was  moderate  pain  across  the  hypogastrium.  The  patient 
was  markedly  anemic,  and  was  rather  feeble  on  account  of  the 
great  loss  of  blood.  On  bimanual  examination  the  uterus  was 
found  uniformly  enlarged  to  the  size  of  the  gravid  organ  at  three 
months.  The  cervix  was  long  and  acutely  antiflexed.  The 
adnexa  were  apparently  normal.  The  diagnosis  of  a  fibroid 
growth  in  the  uterus,  probably  of  the  submucous  variety,  was 
made.  On  August  15,  1904,  the  patient  was  operated  upon  by 
me  at  Mt.  Sinai  Hospital.  On  opening  the  abdomen  it  was  seen 
that  the  uterus  contained  a  single  submucous  fibroid,  and  as  the 
adnexa  were  perfectly  normal,  and  the  patient  so  young,  it  was 
decided  by  me  to  do  a  conservative  operation.  Accordingly  an 
incision  about  four  inches  long  was  made  in  the  anterior  wall  of 
the  uterus,  as  is  done  for  a  Cesarean  section ;  the  fibroid,  about 
the  size  of  a  fetal  head  at  full  term,  was  found  closely  attached 
everywhere  to  the  inside  of  the  uterus.  It  was  enucleated,  partly 
with  the  handle  of  the  scalpel,  and  partly  with  the  scissors.  There 
was  a  small  area  of  the  endometrium,  to  which  the  growth  was 
not  attached.  This  was  considerably  hypertrophied,  and  it  was 
curetted  with  a  sharp  curette.  The  cervix  was  dilated  from  above 
and  a  strip  of  gauze  pushed  through  it.  The  incision  in  the  uterus 
was  closed  with  deep  and  superficial  interrupted  catgut  sutures. 
The  uterus  was  now  somewhat  irregular  in  form  and  was  about 
double  the  size  of  the  virgin  organ.  A  narrow  strip  of  iodoform 
gauze  was  laid  over  the  uterine  suture  line,  the  end  of  which 
jjrotruded  at  the  lower  third  of  the  abdominal  wound.  This  was 
closed  by  sutures  in  the  usual  way.  The  operation  took  about 
an  hour,  and  was  attended  with  but  slight  loss  of  blood.  The  con- 
dition of  the  patient  was  very  good  at  the  end  of  it.  The  strip  of 
gauze  was  removed  at  the  end  of  thirty-six  hours.  The  recovery 
was  complicated  with  a  slight  phlebitis  of  the  left  leg;  otherwise 
it  was  satisfactory.  The  first  menstruation  occurred  ten  weeks 
after  the  operation  ;  it  lasted  about  six  days,  and  was  less  profuse 
than  it  had  been  before  she  was  married.  The  swelling  of  the 
left  leg  had  disappeared  by  this  time,  and  the  patient  was  in  the 
njoyment  of  the  best  of  health,  having  gained  in  weight,  and  had 
a  good  color.  Tlie  patient  menstruated  regularly  and  normally 
until  the  early  part  of  January,  1906.  when  she  became  pregnant 
seventeen  months  after  the  operation.  The  course  of  the  preg- 
nancv  was  normal,  and  her  T^hvsicia'\  Dr.  P.  TT.  Davison,  wrote 
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me  in  reference  to  her  labor  as  follows :  "December  24,  igoj. 
I  take  this  opportunity  of  informing  you  that  Mrs.  D.  began  to 
have  labor  pains  at  midnight  October  12,  and  after  an  entirely 
normal  confinement  gave  birth  to  a  six-pound  girl.  The  babe 
has  increased  in  weight  up  to  ten  pounds  a  week  ago.  Mother 
in  good  condition." 

Although  A.  Martin  as  early  as  1879  had  done  abdominal 
hysterotomy  for  large  submucous  fibroids,  no  case  of  pregnancy 
following  the  operation  has  thus  far  been  recorded,  with  one 
exception.  This  is  a  case  by  Miiller,  cited  by  Winter  {Zeitsch.  f. 
Geb.  u.  Gyn.,  Bd.  51,  1904)  and  also  by  R.  Olshausen  (Veit's 
Handbuch  der  Gynakologie  Zweite  auflauge  1907,  p.  682).  But 
in  looking  up  the  reference  {Arch.  f.  Chirurg.  1895,  p.  127)  as 
given  by  these  two  authors,  no  such  case  is  found.  I  have  tried 
to  find  ^Killer's  case  in  the  literature,  but  so  far  have  failed.  1  he 
Miiller  case,  as  cited  by  Winter,  differs  from  mine,  in  that  the 
v;oman  had  given  birth  to  four  children  before  the  operation, 
while  my  patient  had  been  sterile  during  the  four  and  a  half  years 
of  married  life  prior  to  the  operation. 

I  have  no  desire  at  this  present  time  to  enter  into  a  discussion 
as  to  the  results  of  myomectomy,  but  a  case  like  the  above  must 
afford  encouragement  to  all  who  are  doing  that  kind  of  n^ork. 
The  procedure  followed  in  this  case  I  had  carried  out  once 
before,  in  a  young  woman  with  an  immense  submucous  fibroid, 
enlarging  the  uterus  to  above  the  umbilicus.  After  enucleating 
the  fibroid  growth  I  resected  a  good-sized  strip  from  each  uterine 
flap  so  as  to  obtain  a  uterus  of  moderate  dimensions.  The  patient 
withstood  the  operation  quite  well.  Had  not  lost  much  blood. 
But  some  hours  after  the  operation  she  showed  evidences  of 
collapse,  and  I  feared  intraperitoneal  hemorrhage.  I  reopened 
the  abdomen,  found  the  uterine  wound  perfectly  dry,  but  re- 
moved the  uterus  from  a  panicky  feeling  that  the  extensively 
sutured  organ  was  in  some  obscure  way  the  cause  of  the  pro- 
found shock.  The  patient  made  a  good  recovery,  and  I  learned 
the  lesson  how  at  times  the  feeling  of  fear  can  blur  our  mental 
vision  and  derange  our  judgment. 
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TWO  CASES  OF  DYSTOCIA,  DUE  TO  OVARIAN  CYSTS.* 


MAX  W.  MYER,  A.B.,  M.D., 

Columbia,  Mo. 

University  of  Missouri. 


Ovarian  cysts  are  comparatively  rare  complications  of  preg- 
nancy, having  been  observed  in  the  Berliner  Frauenklinik  onl}' 
five  times  in  17,832  labors.  Ihe  two  cases  to  be  reported  have 
been  encountered  within  a  period  of  a  little  less  than  twelve 
months. 

Case  I. — Called  in  consultation  at  Browns  Station  on  June 
24,  1905,  to  see  Mrs.  R.,  a  primipara,  age  24  years.  The  family 
history  was  negative ;  the  menstrual  history  not  unusual.  Exact 
date  of  her  last  menstruation  was  not  noted,  but  there  was  no 
doubt  but  that  she  was  at  term.  Her  physician  had  been  called 
to  her  at  6  a.m.  on  Friday,  June  23,  and  remained  with  her 
throughout  the  night  and  next  day.  She  had  strong  pains 
during  all  this  time.  A  consultant  was  called  Saturday  morn- 
ing, and  the  two  were  in  attendance  all  day.  A  probable 
diagnosis  was  made  of  multiple  pregnancy,  with  the  heads  as 
presenting  parts.  I  was  called  Saturday  afternoon  and  reached 
the  patient  about  5  p.m.  The  uterus  was  in  a  state  of  tetanic 
contraction  and  the  patient  was  in  constant  pain.  This  made 
an  examination  to  deteiTnine  the  position  of  the  child  impos- 
sible.    Fetal  heart  sounds  were  present. 

The  vaginal  examination  revealed  a  mass  about  the  size  of  a 
fetal  head,  filling  the  pelvis.  The  left  arm  of  the  child  had 
prolapsed  into  the  vagina.  The  membranes  had  not  yet  rup- 
tured. Owing  to  the  extreme  suffering  of  the  patient,  the  os 
could  not  be  reached  without  an  anesthetic. 

Diagnosis  of  a  cystic  tumor  obstructing  the  canal  was  made 
and  it  was  recommended  that  an  anesthetic  be  given,  to  con- 
firm the  diagnosis  and  deliver  if  possible.  Examination  under 
an  anesthetic  confirmed  the  diagnosis.  The  os  com- 
pletely dilated  could  now  readily  be  reached.  The  head  had 
glided  to  the  right  side,  giving  the  child  an  oblique  presentation. 

*Read  before  the  Linton  District  Medical  Society,  at  Mexico,  Mo., 
November  13,  1906. 
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The  tumor  could  not  be  pushed  out  of  the  pelvic  canal.  Difficult 
delivery  by  version.  Child  was  lost  during  the  delivery  of  the 
arms.  Weight  of  child,  9^  pounds.  Laceration  of  perineum. 
Repaired  immediately.  Uninterrupted  recovery.  Examination 
following  delivery  revealed  an  unruptured  ovarian  cyst,  adher- 
ent to  the  pelvic  canal. 

Case  II. — Mrs.  D.,  primipara,  age  31  years.  Has  been  mar- 
ried two  years.  Family  history  negative.  Menstrual  history 
negative.  Last  menstrual  period  August  9,  1905.  Thinks  im- 
pregnation occurred  about  August  14.  Quickening  early  in 
December.  Suffered  only  slightly  from  nausea  and  vomiting. 
Patient  became  sick  May  23,  1906,  at  3  p.m.,  and  entered  the 
hospital,  where  she  continued  to  be  in  labor  until  seen  by  me  in 
consultation  on  midnight  of  the  twenty-fourth.  Her  physician. 
Dr.  Moss,  reported  the  os  dilated  for  two  fingers  on  the  morning 
of  the  twenty-fourth.  Examination  at  midnight  showed  the 
head  still  movable  about  the  pelvic  inlet.  Pains  not  very 
strong.  Fetal  heart  good.  Vaginal  examination  during  a  pain 
revealed  unruptured  membranes.  Os  dilated  easily  for  three 
fingers.  No  complication  was  noted  at  this  time,  and  a  hot 
douche  was  given  to  stimulate  pains. 

Second  examination  at  i  a.m.  Cervix  almost  completely 
dilated,  and  now  there  was  recognized,  it  having  been  previously 
overlooked,  a  cystic  tumor  of  the  ovary,  in  the  posterior  cul-de- 
sac.  The  cyst  was  about  the  size  of  a  man's  fist.  It  was  this 
which  had  prevented  the  fixing  of  the  presenting  part  and  like- 
wise the  dilatation  of  the  os.  It  was  not  possible  to  push  the 
tumor  out  of  the  pelvis.  1 130  a.m.  cervix  completely  dilated, 
membranes  ruptured.  2  a.m.,  head,  in  its  attempt  to  descend, 
pushed  the  tumor  deeper  into  the  pelvis  and  thus  blocked 
the  pelvic  canal.     Spontaneous  delivery  impossible. 

Operation.  Version.  Right  foot  reached  and  brought  down 
with  difficulty.  Contraction  of  the  uterus  increased  the  diffi- 
culty. Head  could  not  be  pushed  out  of  the  way  nor  the  breech 
brought  down.  Preparation  for  craniotomy.  In  the  mean- 
time the  head  was  gradually  pushed  away  and  then  the  tumor 
mass  slipped  out  of  the  pelvis.  From  this  point  the  delivery 
was  easy.  Slight  heart  beats  still  present,  but  the  child  could 
not  be  resuscitated.  Perineum  lacerated  and  repaired  imme- 
diately.    Abdominal  bandage  applied. 

Patient  showed  extreme  shock  for  several  hours  but  reacted 
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to  subcutaneous  salt  solution  and  strychnine.     Good  recovery. 

These  two  cases  should  serve  to  emphasize  one  very  important 
factor  in  the  care  of  obstetrical  cases— namely,  the  necessity 
and  value  of  making  routine  examinations  before  labor.  It 
was  possible  in  both  of  these  cases  to  have  recognized  by  a 
vaginal  examination  the  presence  of  the  cysts  and  thus  to  have 
escaped  the  comphcation  at  term.  It  is  only  in  small  tumors 
that  we  find  them  obstructing  the  pelvic  canal,  and  hence  they 
cannot  be  recognized  without  a  vaginal  examination.  In  the 
primipara  this  examination  is  especially  important. 

The  neglect  on  the  one  hand  and  the  difficulty  of  diagnosis 
on  the  other,  will  be  readily  appreciated  when  the  histories  of 
183  cases  collected  by  McKerron,  show  a  diagnosis  before  labor 
in  only  18  cases.  As  these  cases  offer  several  very  characteristic 
symptoms,  the  diagnosis  should  not  be  so  difficult.  The  high 
position  of  the  uterus  will  be  noted  early  in  pregnancy,  and  this 
in  a  case  in  which  pelvic  contraction  does  not  exist.  Pressure 
symptoms  far  in  excess  of  the  slight  bladder  irritation  of  normal 
pregnancy  are  observed.  These  tumors  are  found  chiefly  in 
primiparae,  and  possibly  the  most  characteristic  symptom  is 
the  failure  of  the  presenting  part  to  become  fixed  in  the  pelvic 
inlet  during  the  last  four  to  six  weeks  of  pregnancy.  This 
should  at  once  call  our  attention  to  some  abnormal  condition 
in  the  pelvic  canal. 

These  symptoms  in  themselves  will  not  permit  a  diagnosis; 
but  they  should  serve  to  emphasize  the  necessity  of  a  vaginal 
examination,  which  in  most  cases  should  reveal  the  presence 
of  the  cyst. 

The  presence  of  the  cysts  in  the  pelvis  lead  to  a  number  of 
complications,  especially  if  they  are  not  recognized  before  labor. 
Obstruction  of  the  pelvic  canal  is  the  most  constant  compli- 
cation and  the  one  which  demands  immediate  relief.  If  the 
patient  is  not  delivered  by  some  obstetrical  operation,  either 
the  cyst  must  rupture  or  a  rupture  of  the  uterus  will  occur. 
The  cases  of  spontaneous  delivery  are  very  few.  That  an  in- 
fection of  the  cyst  results  frequently  needs  only  be  mentioned. 

The  prognosis  depends  upon  the  time  at  which  they  are 
recognized  and  the  treatment  instituted.  If  the  tumor  is  recog- 
nized earlv  in  pregnancy,  its  removal  is  indicated  and  this  is 
done  without  increasing  the  maternal  mortality  over  the  usual 
mortality  of  ovariotomy.     Reamy  reports  a  series  of  321  cases 
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of  pregnancy  complicated  by  ovarian  cysts,  not  operated,  in 
which  a  premature  interruption  of  pregnancy  occurred  in  55, 
or  17  per  cent.,  while  in  142  operated  cases  collected  by  Orgler, 
premature  interruption  of  pregnancy  occurred  in  22.5  per  cent. 
Other  statistics  show  even  a  smaller  difference,  so  that  this 
factor  may  be  disregarded.  This  early  operation  is  without 
doubt  the  ideal  procedure,  both  for  the  mother  and  the  child. 
If  the  cases  are  not  seen  until  labor  is  in  progress,  there  are 
several  methods  of  treatment.  Without  doubt  the  best  operation 
for  both  mother  and  child  is  the  Cesarean  section  with  removal 
of  the  cyst.  Conditions,  however,  are  not  always  favorable  for 
this  procedure.  In  my  first  case,  the  woman  had  been  in  labor 
for  more  than  twenty-four  hours,  examined  frequently,  and 
under  conditions  where  strict  asepsis  and  antisepsis  had  not 
been  observed — lard  being  used  for  anointing  the  fingers.  In 
the  second  case,  conditions  for  Cesarean  section  were  more 
favorable,  but  my  experience  with  the  first  case  led  me  to 
believe,  wrongly,  I  learned,  that  I  could  possibly  deliver  a 
living  child,  as  the  tumor  was  not  large. 

It  is  recommended  by  some  to  do  an  abdominal  section, 
remove  the  cyst  and  leave  labor  to  take  a  normal  course.  It 
does  not  seem  to  me  to  be  good  practice  to  submit  a  patient 
to  the  exertion  of  labor,  directly  following  an  abdominal  section. 
Version  with  extraction  is  surely  not  the  ideal  operation 
for  the  child.  Heiberger  as  quoted  by  Hirst,  claims  a  maternal 
mortality  of  50  per  cent,  after  version.  This  is  undoubtedly 
too  high. 

Should  the  presenting  part  become  fixed  in  the  pelvic  inlet, 
one  could  attempt  to  force  the  part  through  the  canal  with  the 
forceps.  This  operation  will  surely  offer  as  great  a  fetal  mor- 
tality as  version,  and  according  to  Heiberger  the  same  maternal 
mortality. 

The  puncture  of  the  cyst  is  recommended  by  some,  either 
with  the  presenting  part  fixed  or  floating.  This  operation  offers 
the  same  objectionable  features  as  the  use  of  the  trocar  with 
any  cystic  tumor.  The  fact  must  not  be  forgotten  that  a  large 
percentage  of  these  tumors  are  dermoids.  If  the  trocar  is 
employed  one  should  certainly  be  prepared  to  follow  the  de- 
livery by  an  operation  for  the  removal  of  the  cvst.  Heiberger 
in  cases  of  puncture  of  the  cyst  claims  a  maternal  mortality  of 
50  per  cent. 
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Vaginal  ovariotomy  followed  by  delivery,  would  seem  to  me 
a  justifiable  operation,  especially  with  a  fixed  presenting  part. 
Here,  too,  one  must  be  sure  that  an  infection  of  the  uterus  has 
not  occurred  before  operation. 

In  'all  cases  of  floating  head,  I  believe  a  reasonable  attempt 
under  an  anesthetic  should  always  be  made  to  lift  the  tumor 
out  of  the  pelvis.  The  danger  of  a  twisted  pedicle  and  infection 
is  exaggerated,  if  an  abdominal  bandage  is  applied  directly 
following  delivery. 

Summary  of  Treatment. — An  attempt  under  an  anesthetic  to 
lift  the  cyst  out  of  the  pelvis  is  permissible.  If  this  fails,  a 
Cesarean  section  swith  ovariotomy,  unless  some  contraindication 
exists.  Should  the  presenting  part  be  fixed,  vaginal  ovariotomy 
and  delivery. 

Version,  although  a  possible  operation,  offers  too  high  a  fetal 
mortality,  and  the  danger  of  rupturing  or  infecting  the  cyst 
is  too  great  to  make  it  an  operation  of  choice.  The  same  may 
be  said  of  forceps.  In  those  cases  in  w^hich  conditions  are  such 
that  one  must  resort  to  either  of  these  operations,  the  patients 
deserve  careful  watching  during  the  puerperium  and  an  early 
operation  for  the  removal  of  the  cyst.  In  both  of  my  cases, 
operation  was  refused  without  the  patients  suffering  any  apparent 
ill  effect. 

Since  writing  this  paper  Case  I  has  been  admitted  to  the 
hospital,  pregnant  at  two  and  a  half  months.  An  intraliga- 
mentous soft  fibroid,  size  of  a  man's  double  fist  was  removed  on 
November  21.  Five  days  after  the  operation  she  aborted  a 
pathological  ovum.  Seven  days  later  she  developed  typhoid 
fever,  as  demonstrated  by  positive  Widal  reactions  and  leucocyte 
counts  (9,000-10,000).  The  infection  occurred  during  an  epi- 
demic of  typhoid  in  this  city.  The  patient  is  at  present  in 
her  fifth  week  and  is  running  a  typical  course.  Complete 
recovery  from  operation  and  abortion.* 

*Paticnt  died  January  13.  TQ07.  as  a  result  of  continuous  hemorrhage 
from  the  l;owcl  and  toxemia. 
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SOME    CAUSES    OF    SUDDEN    DEATH    AND    SYNCOPE 
DURING   AND   AFTER   PARTURITION. 


BY 

ALFRED  C.  GODFREY,  M.D., 
Denver,  Colo. 


Among  the  most  appalling  events  that  occur  in  the  medical 
practitioner's  life  is  the  sudden  death  of  the  young,  healthy 
mother  during  or  shortly  after  parturition. 

Every  physician  of  experience  has  met  these  cases.  Some 
of  the  complications  of  labor  are  under  the  control  of  the  ac- 
coucheur, and  some  nature  corrects.  But  occasionally  a  con- 
dition arises  over  which  neither  the  physician  nor  nature  has 
any  control  whatever,  and  an  apparently  healthy,  robust 
woman  passes  from  vigorous  life  to  death  in  so  short  a  time 
that  it  is  hard  to  realize  that  death  is  imminent  much  before 
the  demise  has  occurred. 

One  of  these  complications  is  pulmonary  emboHsm,  and 
since  this  condition  is  rare,  I  take  it  that  a  report  of  a  case 
will  be  of  interest  to  every  general  practitioner  who  is  expected 
to  be  an  expert  accoucheur. 

On  the  evening  of  October  17,  1 005,  I  was  called  to  see  Mrs.  V., 
whom  I  had  been  engaged  to  attend  in  confinement.  Previous 
examination  showed  the  urine  normal,  the  position  natural, 
and  in  every  way  the  patient  presented  the  complexus  of  being 
a  most  favorable  case.  She  was  28  years  old,  a  primipara. 
and  in  good  spirits.  At  this  visit  she  had  very  sHght  pains  in 
the  back,  and  no  dilatation  of  the  os  uteri.  I  assured  her  that 
the  pains  were  just  starting,  and  went  home  to  be  called  when 
the  pains  got  harder.  At  about  twelve  I  was  called  and  found 
the  pains  regular,  and  of  good  force.  The  os  was  dilated  to 
the  size  of  a  silver  quarter  and  the  membranes  had  ruptured. 
The  pains  continued  increasing  normally  until  three-thirty  in 
the  morning.  At  this  time  she  became  much  distressed  bv 
mucus  collecting  in  her  throat.  This  at  first  she  was  able  to 
clear  out.  Soon,  however,  the  respirations  became  extremely 
rapid,  the  face  cyanotic,  and  she  showed  every  sign  of  impending 
death.  Upon  examination  of  the  thorax,  sibilant  rales  were 
heard  over  both  sides,  and  the  short  respiratory  efforts  did  not 
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fill  the  lungs  with  air.  A  frothy  sei^um,  pinkish  in  color,  was 
expectorated,  and  the  patient  tossed  about  on  the  bed  in  a 
most  restless  manner.  She  was  "air  hungry."  This  condition 
gave  place  to  stupor,  coma  and  finally  death  six  hours  after 
the  first  symptoms  of  any  pulmonary  trouble  appeared.  Stimu- 
lants and  hot  applications  were  applied.  The  baby  was  delivered 
by  the  forceps,  and  after  considerable  trouble  was  resuscitated, 
and  is  still  alive  and  healthy. 

Unfortunately,  we  were  denied  an  autopsy,  so  we  must  draw 
our  conclusions  as  to  what  was  the  exact  pathological  condition 
from  observations  of  the  symptoms  and  the  physical  signs 
present.  These,  however,  were  sufficiently  well  marked  to 
leave  no  doubt  as  to  the  condition.  The  presence  of  pulmonary 
edema  was  undoubted,  and  the  cause  an  embolus  detached 
from  the  placental  site,  finding  its  way  into  the  right  heart 
and  pulmonary  vessels. 

Boisleniere,  in  his  work,  "Obstetric  Accidents  and  Emer- 
gencies," states  that  the  embolus  might  be  an  air  globule,  or  a 
clot  of  blood  from  the  placental  site.  He  explains  the  manner 
of  its  formation  and  detachment  as  follows:  During  severe 
uterine  contraction  a  portion  of  the  placenta  is  detached,  allow- 
ing a  small  hemorrhage;  the  blood  being  confined,  clots.  Soon 
the  severe  contractions  cause  the  clots  to  enter  an  open  mouthed 
uterine  sius,  and  it  quickly  finds  its  way  to  the  pulmonary 
vessels. 

Hirst  states,  in  a  foot  note,  that  he  is  somewhat  sceptical 
concerning  air  emboli  causing  any  material  danger.  He  states 
that  a  cotyledon  of  the  placenta  might  become  detached  or  a 
placental  cell  or  blood  clot,  becoming  detached  and  lodging 
in  the  pulmonary  vessels,  prove  to  be  the  material  composing 
the  embolus.  Senn,  as  quoted  by  Ludwig  Hektoen  in  the 
"American  Text-Book  of  Pathology,"  says  that  atmospheric 
air  gives  rise  to  embolism  by  gaining  entrance  into  veins  opened 
accidentally  or  during  surgical  operation.  The  danger  of  air 
embolism  is  especially  great  when  large  veins  near  the  thorax 
are  opened,  into  which  air  may  be  directly  aspirated  by  the 
negative  venous  pressure  during  inspiration. 

It  is  not  probable  that  the  cause  of  the  embolus  in  this  case 
was  air.  Hektoen  states  that  embolism  of  placental  giant 
cells  and  chorionic  villi  occurs  especially  in  puerperal  eclampsia, 
bnt  may  also  occur  in  normal  labor. 
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Edgar  gives  a  very  lucid  account  of  the  condition  now  under 
consideration.     He   is    authority   for   the    statement    that    the 
condition  may  occur  during  any  of  the  phases  of  maternity 
pregnancy,   parturition,   the  puerperium  or  the  post  puerperll' 

The  origin  of  the  embolus  during  pregnancy  (and  before  labor 
begins)  IS  the  clot  which  is  allowed  to  form  by  a  premature 
separation  of  a  circumscribed  portion  of  the  placenta  I 
sometimes  occurs  as  a  result  of  attempts  to  produce  abortion 

Clmically   three  degrees  of  this  malady  are  recognized  • 

ist.  The  fulminant  type,  in  which  the  patient,  without  anv 
premomtion  whatever,  "drops  dead."  ^ 

2nd.  In  which  only  a  partial  obstruction  of  the  vessel  occurs 
there  is  a  bnef  interval  of  irregular  pulse,  dilated  pupils  and 
dyspnea  before  death  comes. , 

3rd    In  which  several  hou^s  supervene  before  death  occurs 

n  the  second  and  third  variety  he  states  that  the  malady  is 
not  necessarily  fatal.  ^ 

In  some  few  cases  there  are  premonitory  svmptoms,  as  for 
instance,  the  sudden  reduction  of  the  size  of  the  limb  m  a  case 
of  Phlegmasia  Alba  Dolens. 

As   a   nile   there   are   no   premonitory  symptoms.     The   fre- 

Causes  of  sudden  death  during  or  immediately  after  labor 
other  than  embohsm  or  air  embolism,  may  be  divided  into  the 

and  those  whieh  are  directly  attributable  to  pregnancv 

As  of  the  former  may  be  mentioned  valvular  heart"  disease 
hydro-pencardium.  fatty  heart,  suffocation  during  labor  fZ' 
the  pressure  caused  by  the  presence  of  a  large  goitfr.  apoplexy 
Those  dependent  d.rectly  upon  pregnancy  are  as  follows 
Eclampsia,  placenta  previa,  premature  detachment  of  a 
normally  seated  placenta,  nipture  of  the  utems,  and  rupture 
of  vancose  vems  in  the  broad  ligaments 

One  peculiar  case  of  sudden  death  due  to  ruptured  uterus 
I  saw  with  my  fnend.  Dr.  Welty,  former  phvsician  at  the  Sho 
shone  Agency.     The  patient,  a  young  squaw  with  a  generally 

the  nhvJ  ""  "     '"*'^'  ^'"^  ™P'"^'^  '°"?  before,  because 

the  physician  ,^as  sent  for  only  as  a  foriorn  hope,  after  the 
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woman  became  unconscious.  She  died  while  we  were  in  the 
tepee.  The  child  had  escaped  into  the  abdominal  cavity 
through  a  rupture  just  above  the  cervical  neck. 

One  case  of  sudden  death  during  pregnancy  I  witnessed 
in  an  apparently  robust  woman,  who  dropped  dead  at  about 
the  seventh  month  of  pregnancy.  She  was  perfectly  well  at 
supper  time,  had  no  premonitory  symptoms,  and  dropped 
dead  in  her  room  at  about  1 1  o'clock.  No  cause  for  death  could 
be  ascertained. 

Boisleniere  reports  a  case  of  sudden  death  after  delivery. 
A  widow  applied  to  him  for  treatment  for  an  abdominal  tumor. 
She  was  informed  of  her  condition,  but  denied  it  until  the  child 
was  born.     When  shown  the  child  she  suddenly  died. 

Syncope  is  much  more  frequent  than  death,  and  occurs  in  all 
degrees  of  severity,  from  the  slight  faint  feeling  of  a  frail  woman 
after  a  hard  pain,  to  the  profound  shock  following  the  sudden 
loss  of  blood  in  post  partum  hemorrhage.  Hemorrhage  is  the 
most  frequent  cause  of  syncope.  It  is  not  within  the  scope  of 
this  paper  to  go  into  a  detailed  consideration  of  the  different 
forms  of  puerperal  hemorrhage.  I  wish,  however,  to  relate 
a  case  of  syncope  of  the  profound  type  which  followed  a  rupture 
of  an  abnormally  enlarged  artery  situated  in  the  perineum.  The 
delivery  had  been  instrumenfal,  and  the  child  a.sphyxiated, 
so  that  for  a  short  time  the  mother  was  not  closely  watched. 
When  attention  was  given  to  her,  which  was  in  a  very  short 
time,  she  was  found  to  have  fainted  profoundly.  The  uterus 
was  well  contracted,  and  the  hemorrhage  found  to  come  from 
the  perineum.  Suture  of  the  tear  at  once  stopped  the  flow 
of  blood,  and  she  recovered  consciousness  in  about  fifteen 
minutes.  This  hemorrhage  was  followed  by  phlegmasia  alba 
dolens  from  hyperinosis  produced  by  loss  of  blood. 

The  treatment  of  syncope  consists  of  the  administration  of 
cardiac  stimulants,  elevation  of  the  foot  of  the  bed,  hypo- 
dermoclysis,  hot  applications  and  bandaging  the  extremities. 
One  author  relates  a  case  in  which  the  peculiar  churning  made 
by  a  mixture  of  air  and  blood  in  the  heart  was  easily  heard. 
He  states  that  he  saved  this  woman's  life  by  sitting  by  the 
bedside  all  night  and  administering  three  drops  of  laudanum 
and  a  teaspoonful  of  aromatic  spirits  of  ammonia  every  ten 
minutes  until  reaction  took  place.  The  patient  was  cyanotic 
for  twelve  hours,  and  finallv  recovered. 
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These  cases  illustrate  that,  while  the  mortality  in  midwifery- 
cases  generall}^  is  (under  thd  present  aseptic  technique)  verv 
low,  we  are  unable  to  predict  positively  that  any  individual 
case  will  surely  terminate  favorably. 

Nevada   Building. 


CORRESPONDENCE. 


BLUNT   DISSECTION   WITH   SCISSORS. 

To  THE  Editor  of  the  Americ.\n  Journal  of  Obstetrics: 

Dear  Sir: — In  the  April  number  of  the  A^ierkan  Journal  of 
Obstetrics,  page  509,  appeared  an  article  on  "Blunt  Dissection 
With  Scissors."  The  paper  is  an  able  one,  but  the  idea  an  old  one. 
This  is  shown  by  the  fact  that  in  1891  I  published  an  article  on 
submucous  denudation  for  operation  on  lacerated  perineum,  which 
was  enlarged  and  published  in  the  June,  1906,  number  of  the 
Pennsyhmiia  Medical  Journal,  page  715,  and  copied  in  Medicine 
(Chicago),  page  710,  of  September,  1906.  and  in  the  October, 
1906.  number,  page  346,  of  The  Medical  Council  (Philadelphia), 
and  was  also  reviewed  in  the  Journal  of  the  American  Medical 
Association. 

The  operation  is  a  good  one,  and  my  results  have  been  uni- 
formly successful. 

Yours  very  truly, 

John  C.  Da  Costa. 
Philadelphia,  April  4.  1907. 
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Meeting  of  March  12,  1907. 
E.  B,  Cragin,  M.D.,  in  the  Chair. 

Dr.  Howard  C.  Taylor  presented  a  specimen  showing- 

PERFORATION    OF    THE    UTERUS    WITH    A    CIRCUMSCRIBED    AREA    OF 

GANGRENE. . 

This  uterus  was  removed  at  autopsy  from  a  patient  who  entered 
the  Roosevelt  Hospital  with  the  following-  history:  The  last 
m.enstruation  was  six  weeks  previous  to  her  admission.  Two  days 
before  admission  she  flowed  profusely  for  eight  hours  without 
pain,  and  the  following  day  she  had  a  chill  and  probably  some 
temperature.  She  denied  positively  that  anything  had  been  done 
to  produce  an  abortion.  On  admission  her  temperature  was  loi 
and  pulse  136.  The  abdomen  was  slightly  tender,  no  distension, 
the  uterus  enlarged  and  soft.  There  was  no  bleeding  nor  dis- 
charge. The  diagnosis  was  made  of  a  probable  abortion.  By 
night  the  temperature  was  normal  and  remained  so  for  thirty-six 
hours.  The  pulse  remained  about  100.  On  the  third  day  the 
temperature  rose  to  101°,  but  soon  returned  to  normal.  On  the 
fourth  day  the  patient  suddenly  became  worse,  temperature  rose  to 
103°,  the  pulse  to  140,  and  she  died  on  the  fifth  day  after  admis- 
sion. The  blood  count  on  the  day  following  admission  showed 
9,500  white  blood  cells  with  62  per  cent,  polynuclear  cells  and  38 
per  cent,  lymphocytes;  on  the  fourth  day  17,400  white  blood  cells, 
with  71  per  cent,  polynuclear  cells  and  29  per  cent,  lymphocytes. 
At  no  time  would  she  acknowledge  that  she  had  had  anything 
done  to  induce  an  abortion.  At  the  autopsy  there  was  found  a 
marked  local  peritonitis  and  in  the  fundus  of  the  uterus  a  circum- 
scribed area  of  gangrene  about  two  inches  in  diameter  with  a 
probable  perforation. 

The  two  points  of  interest  in  the  case  to  consider  are,  first,  con- 
sidering the  information  that  it  was  possible  to  obtain  from  the 
patient  and  from  the  examination  was  an  operation  indicated  at  a 
time  when  the  patient's  condition  would  allow  of  it  and,  second, 
what  was  the  nature  of  the  injury  that  caused  the  lesion. 

Dr.  Herman  J.  Boi.dt. — I  should  like  to  ask  Dr.  Taylor  if  the 
patient  complained  of  marked  pain. 

Dr.  Taylor. — No. 

Dr.  Boldt. — Were  there  any  evidences  of  peritonitis  ? 

Dr.  Taylor. — There  was  no  pain  or  tenderness  in  the  abdomen. 
It  was  not  a  clean  cut,  easilv  examined  case. 
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Dr.  Brothers. — I  should  like  to  ask  about  the  condition  of  the 
pulse. 

Dr.  Taylor. — The  pulse  was  136  on  admission,  was  about  100 
on  the  second  and  third  days,  increased  suddenly  on  the  fourth 
day  to  140,  and  remained  rapid  until  the  patient  died. 

Dr.  a.  M.  Jacobus. — I  desire  to  ask  Dr.  Taylor  if  there  was 
positive  evidence  of  a  rupture  of  the  uterus  previous  to,  or  sep- 
arately from,  the  gangrene.  As  the  patient  had  repeatedly  denied 
having  done  anything  to  produce  an  abortion,  was  the  Doctor 
certain  that  the  rupture  had  been  caused  by  an  instrument  rather 
than  as  a  result  of  the  gangrene  ? 

Dr.  Taylor. — I  do  not  think  that  is  possible  to  tell.  At  autopsy 
the  condition  of  the  uterus  was  gangrenous,  and  it  could  not  be 
demonstrated  whether  anything  had  been  pushed  through  or  not. 

Dr.  G.  W.  Jarman. — Why  did  the  woman  go  to  the  hospital? 

Dr.  Taylor. — She  was  sent  in  by  a  doctor  from  outside,  who 
thought  that  she  had  had  a  miscarriage,  and  he  thought  it  would 
be  safer  to  have  her  treated  in  an  institution  than  outside  of  one. 

Dr.  Jarman. — Why  did  she  send  for  a  doctor?  She  had  no 
bleeding,  no  pain,  simply  a  little  flowing;  she  had  no  marked 
symptoms  that  demanded  that  a  doctor  be  sent  for. 

Dr.  Taylor. — Before  entering  the  hospital  she  had  a  chill, 
probably  some  temperature,  and  she  of  course  knew  that  an  abor- 
tion had  been  induced. 

Dr.  Jarman. — My  reason  for  asking  these  questions  was_  to 
determine  if  possible  if  there  were  any  symptoms  demanding 
operative  treatment,  but  I  would  certainly  agree  with  Dr.  Taylor 
that  no  such  indication  existed. 

Dr.  J.  O.  Polak. — About  three  years  ago  I  had  the  privilege 
of  following  a  case  to  autopsy.  The  woman  had  a  condition  of 
gangrene  of  the  uterine  wall  very  similar  to  the  one  presented 
to-night,  and  it  was  produced  by  the  injection  of  pure  carbolic 
acid  by  means  of  a  long  syringe,  such  as  midwives  use.  She  pre- 
sented evidences  of  shock  and  great  pain,  but  no  temperature. 
Both  of  these  symptoms  subsided  and  the  patient  was  left  alone. 
She  died  suddenly.  At  autopsy  there  was  found  a  gangrenous 
spot  the  size  of  a  quarter  in  the  posterior  wall  of  the  uterus.  _  The 
history  of  the  use  of  carbolic  to  produce  the  abortion  was  elicited 
after  death  from  the  sister  and  husband  of  the  patient. 

Dr.  Taylor. — It  seems  to  me  that  this  condition  must  have  been 
produced  by  some  such  means  as  the  introduction  of  carbolic 
acid  or  other  material.  It  does  not  seem  that  merely  passing  an 
instrument  through  the  uterus  would  have  produced  the  condition 
we  found  in  this  uterus. 

Dr.  H.  J.  BoLDT  demonstrated  some  specimens  illustrative  of 

CONSERVATIVE  SURGERY  ON  THE  PELVIC  ORGANS, 

and  one  specimen  illustrative  of  a  radical  operation. 

The  first  specimen  is  an  ovarian  tumor  removed  from  a  girl 


6/0  TRANSACTIONS   OF   THE 

nineteen  years  old,  who  had  been  operated  upon  in  Russia  three 
years  previously  for  the  removal  of  an  ovarian  tumor  on  the 
opposite  side.  As  may  be  seen  by  the  specimen,  the  tumor  is  of  a 
mixed  composition,  probably  belonging-  to  the  colloid  variety. 
The  exact  nature  of  the  tumor  will  be  determined  by  the  patholo- 
gist. The  tumor  surface  shows  an  area  which  has  been  denuded 
superficially  of  its  structure.  (See  Fig.  i.)  In  this  area  there 
was  some  tissue  bearing  such  characteristics  that  it  was  thought 
that  it  still  contained  ovarian  tissue  which  might  carry  on  the 
function  of  ovulation  ;  hence  that  area  was  denuded,  formed  into 
one  mass,  and  attached  to  the  Fallopian  tube.  The  girl  was 
operated  upon  on  July  26,  1906,  and  has  menstruated  regularly 
and  of  normal  quantity  since  then.''' 

The  second  specimen  shows  a  pair  of  pyosalpinges  coming  from 
a  patient  who  had  gonorrhea.  Both  ovaries  were  retained  and 
attached  into  the  gaps  of  the  respective  uterine  cornu.  The 
woman  is  enjoying  good  health  and  is  happy  because  of  the  con- 
tinuance of  the  menstrual  function. 

The  third  specimen  is  a  pyosalpinx  with  an  ovar\^  which  is  very 
seriously  damaged,  but  in  view  of  the  fact  that  the  opposite  tube 
and  ovary  were  in  such  good  condition  that  it  was  thought  safe 
enough  to  leave  that  adnexus,  the  one  shown  was  entirely  extir- 
pated, including  the  interstitial  part  of  the  tube,  as  may  be  seen  in 
the  specimen.  The  main  object,  however,  in  showing  the  speci- 
men is  to  call  attention  to  the  exsected  ovary  from  which  a  part 
would  have  been  retained  had  the  other  adnexus  not  been  entirely 
retained. 

The  last  specimen  is  from  a  type  of  cases  in  which  a  radical 
operation  is  always  done  by  the  speaker.  The  specimen  shows 
the  matting  together  of  the  uterus  and  the  adnexa,  the  latter  to 
such  extent  that  it  is  impossible  to  differentiate  between  the  de- 
generated ovaries  and  the  Fallopian  tubes ;  it  also  shows  a 
ragged   surface  on  the  posterior   surface   of  the   fundus,   whose 

*The  pathologist's  report  states :  "The  tumor  contains  a  greenish 
gehitinous  fluid,  and  on  section  sliows  multilocular  cystic  cavities. 
Microscopic:  Section  through  the  walls  of  the  cystic  mass,  and  the 
nodular  excrescences  from  it.  show  it  to  be  made  up  partly  of  many- 
sized  cyst-like  cavities,  with  irregular  redundant  epithelial  lining,  and 
partly  of  large  nests  of  carcinomatous  type.  The  growth  is  appar- 
ently of  active  proliferative  nature,  and  forms  an  excellent  example 
of  a  multilocular  cyst  with  adenomatous  growth;  the  lining  cells  of 
which,  and  the  stroma,  have  taken  on  a  markedly  malignaiU  (car- 
cinomatous)  nature — cystic  adeno-carcinoma." 

Under  such  circumstances,  conservatism  was  not  justifiable.  Yet, 
by  mere  coincidence.  I  had,  on  April  13.  an  opportunity  to  re-examine 
this  girl,  and  of  course  did  it  very  carefully,  but  failed  to  find  the 
slightest  evidence  of  any  recurrence.  The  girl  said  that  she  feels  in 
excellent  health,  menstruates  regularly  at  intervals  of  four  weeks, 
and  the  normal  quantity  of  blood  is  discharged.  She  has  no  dys- 
menorrhea. Her  appearance  is  ruddy,  and  verifies  her  statement  of  being 
in  good  health. 

I  shall  continue,  in  view  of  the  pathologist's  report,  to  keep  her 
under  observation,  and  re-examine  her  at  frequent  intervals.  BoLDT. 
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Fig.  I.    Cystic  Adenocarcinoma  of  Ovary. 

Fig.  2.     DOUBLE   SALPINGO-OOPHORITIS.         ^^^^^^ 
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intestines  were  so  firmly  adherent  that  it  was  necessary  to  detach 
the  arosa  of  the  uterus  to  loosen  them.  (See  Fig.  2.)  However,  a 
still  more  interesting-  feature  is  connected  with  the  specimen, 
namely  that  the  disease  originated  from  a  puerperal  infection, 
and  that  six  months  before  the  radical  operation  a  vaginal  section 
had  been  made  by  Boldt  and  about  180  c.c.  secretion  evacuated. 
While  the  woman  recovered  from  the  effects  of  the  puerperal 
infection,  it  is  evident  from  the  inspection  of  the  specimen  why 
she  remained  an  invalid  until  she  had  recovered  from  the  effects 
of  the  radical  operation. 

Dr.  a.  Brothers. — I  have  had  under  observation  one  case  for 
nearly  one  year,  in  which  a  small  portion  of  ovarian  stroma  was 
left  on  one  side,  all  being  removed  from  the  other ;  the  young  girl 
continues  to  menstruate  apparently  as  normally  as  ever,  and 
without  further  symptoms. 

Dr.  G.  W.  Jarman. — I  should  like  to  ask  Dr.  Boldt  if  these 
cases  which  he  reports  were  subjected  to  the  early  rising  process? 

Dr.  Boldt. — They  were  out  of  bed  in  twenty-four  hours  and 
feeling  happy  in  three  days'  time. 

Dr.  Jarman. — This  morning  I  pursued  the  same  conservative 
course  as  Dr.  Boldt,  the  case  being  one  of  pyosalpinx. 

I  think  as  men  grow  older  and  see  more  operative  cases  com- 
ing back  with  menopause  symptoms,  more  marked  in  young  per- 
sons than  in  the  older,  the  more  inclined  are  they  to  keep  up 
menstruation,  if  possible,  and  postpone  the  menopause. 

Dr.  E.  B.  Cragin. — I  should  like  to  refer  to  one  case  in  which 
a  woman  just  before  operation  said  that  she  would  rather  die 
than  be  made  an  "it."  Both  appendages  w^ere  removed.  There 
was  one  small  piece  of  healthy  ovarian  tissue  found  in  one  of  the 
appendages  after  removal ;  this  I  cut  off  and  stitched  to  the  horn 
of  the  uterus.  She  has  menstruated  fairly  regularly  ever  since 
and  has  been  saved  from  being  an  "it." 

Dr.  Howard  C.  Taylor  reported  a  case  of 

SIMULTANEOUS     INTRAUTERINE    AND    EXTRAUTERINE    PREGNANCY. 

The  patient,  thirty-two  years  of  age,  had  one  child  nine  years 
ago  and  one  miscarriage  four  years  ago.  The  menstruation  was 
regular,  that  is,  every  twenty-eight  days,  for  four  days,  and  mod- 
crate  in  amount.  Her  last  regular  menstruation  was  two  months 
previous  to  admission.  Four  days  before  entering  the  hospital 
the  patient,  after  intercourse,  had  severe  abdominal  pain  and  had 
some  bloody  discharge.  The  next  day  the  patient  flowed  more 
profusely,  had  a  chill,  and  probably  some  temperature  and  some 
tenderness  in  the  abdomen.  The  patient  was  admitted  to  the 
hospital  from  the  ambulance  with  a  pulse  of  124  and  temperature 
of  100°.  On  examination  the  uterus  was  found  enlarged,  soft  and 
irregular.  No  definite  mass  could  be  found  in  either  fornix.  The 
patient  was  given  an  anesthetic  and  the  uterus  cleaned  with  the 
placental  forceps  and  a  curette  used  lightly.  The  tissues  removed 
from  the  uterus  were  examined  microscopically  and  found  to  con- 
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tain  placental  tissue.  Under  the  anesthetic  the  uterus  was  found 
to  contain  several  fibroids,  but  no  mass  was  felt  in  either  fornix. 
The  possibility  of  an  ectopic  pregnancy  was  considered  at  this  time 
on  account  of  the  history  and  the  small  amount  of  material  that 
was  found  in  the  uterus.  Ten  days  later  the  patient  was  operated 
upon  again  to  remove  the  fibroids.  Some  old  fluid  blood  was 
found  in  the  abdominal  cavity.  The  right  tube  was  occluded  and 
distended  with  purulent  fluid,  evidently  an  old  process,  the  left 
tube  was  distended  with  a  blood  clot,  which  later  w^as  found  to 
contain  a  fetus  of  about  two  months'  formation,  the  uterus  con- 
tained four  or  five  fibroids  from  one  to  tw^o  inches  in  diameter, 
all  of  which  had  undergone  recent  degenerative  changes.  The 
three  points  of  interest  in  the  case  are  the  presence  of  an  intra- 
uterine and  an  extrauterine  pregnancy  in  the  same  patient  and  the 
gangrenous  condition  of  four  or  five  separate  fibroids  subsequent 
to  the  miscarriage,  and  the  old  occlusion  of  the  opposite  tube 
showing  that  the  intrauterine  pregnancy  existed  through  the  same 
tube  that  contained  the  ectopic  pregnancy. 

Dr.  R.  L.  Dickinson. — I  should  like  to  ask  as  to  the  patho- 
logical changes  that  produce  involution  of  fibroids  after  delivery. 
We  know  that  these  tumors  rapidly  shrink  after  delivery. 

I  have  seen  recently  two  cases  regarding  which  there  were  sev- 
eral varying  opinions.  In  one  of  these,  a  doctor's  wife,  there  was 
a  bunch  of  fibroids  reaching  to  the  navel,  and  she  was  two  months 
pregnant.  I  think  that  w^e  are  getting  rather  skittish  in  the  mat- 
ter of  fibroids  in  such  cases  for  fear  of  the  changes  which  occur. 
The  attitude  of  the  obstetrician  has  been  expressed  by  Dr.  Edgar 
when  he  said,  'T  am  much  surprised  when  the  gynecologist  inter- 
feres with  pregnancy  because  of  fibroids.  I  see  many  such  cases, 
but  do  not  touch  them."  A  very  interesting  thing  would  be  to 
know  whether  degenerative  processes  are  common  after  delivery 
and  after  curetting. 

Dr.  H.  N.  Vineberg. — I  should  like  to  relate  the  case  of  a 
woman  seen  at  the  dispensary  when  two  months  pregnant.  It 
was  a  question  whether  there  was  a  fibroid  that  caused  the  uterus 
to  be  larger  and  harder  than  it  should  be.  She  escaped  observa- 
tion for  a  time  and  returned  a  short  time  ago  after  having 
given  birth  to  a  child.  She  still  had  a  good-sized  fibroid.  It 
must  have  been  an  interstitial  or  a  submucous  one.  The  uterus, 
two  months  after  delivery,  was  the  size  of  a  pregnant  uterus  at 
twelve  weeks.  This  woman  had  a  good-sized  fibroid  there,  had 
gone  through  her  pregnancy,  and  been  delivered  without  diffi- 
culty. The  growth  two  months  after  delivery  was  about  the  same 
as  it  was  when  she  was  first  observed. 

Dr.  G.  a.  \^qn  Ramdohr. — I  am  reminded  of  a  case  of  sub- 
peritoneal fibroid  which  was  as  big  as  an  emptied  uterus  and 
which  disappeared  in  six  weeks  by  the  ergot  treatment.  This  w^as 
verified  by  two  friends.  The  fibroid  disappeared  absolutely.  It 
seemed  to  have  weakened  the  uterus  at  that  spot.     I  did  not  de- 
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liver  her  the  next  time,  when  she  died  from  rupture  of  the  uterus 
without  havmg  been  confined.  uierus, 

fiv^^times'^^\t7rfr^^7^  is  a  woman  that  I  have  confined 
nve  times,     i  he  first  time,  her  physician  brought  her  to  me  be 

""el:  m'sL  '?;'  '™r'  f"t"l^  q-stiof  arose  as  t^wh  t 

course  to  pursue.     It  was  fair  y  hieh  uo    as  laro-p  ac  u.rr.  ^.f 

and  on  the  right  side.    I  was  askld  to\ake^are  of  the  case  ' 

the  case  at  airTTAh°"M7'"''  '''\'^''''  ^^'^^  "^  ^^°"ble  with 
wf^u         !  ^  ^^""^'^  disappeared  after  deHvery 

With  each  succeeding  pregnancv  the  fibroid  reappeared    but 

disappeared  after  each  pregnancy.  i^^ippearea,  Dut 

ifcil'f  ^^•L''!f^  ""^  ^y§^°^  "^^^  §^^^^"'  ^"d  the  fibroid  disappeared  of 
Itself  with  the  involution  of  the  uterus  ^^ippearea  ot 

Dr.  H.  N.  Vineberg  presented  the  report  of  a  case  of 

PREGNANCY    AND    NORMAL    LABOR    AT    FULL    TERM    AFTER    HYSTER 
OTOMY  FOR  A  LARGE  SUBMUCOUS  FIBROID.* 

r.^Fj''  ^'  ^-  ^RAGiN.-At  the  Sloane  Maternity  we  get  a  ereat 
many  cases  of  uterine  fibroids  compHcating  pregnanfv  and  so 
far  as  I  can  remember,  in  seven  or  eight  )  ear^s  oTservice  ^here 
I  have  only  operated  upon  one  which  underwen  ^e^nera  ion 
during  the  puerperium.     Most  of  them  either  pul  ed  tf em  e  ves 

thtuZTcT/  '^'''  J"'  °"'  '^''  ^"  '^'^  Sloane  upon  whom  1 
thought  a  Cesarean  section  would  be  necessary  during  my  absence 
1  he  tumor,  howeyer,  rose  out  of  the  pelvis  durino-  the   asfmonth 
of  pregnancy  and  she  was  deliyered  bv  Dr    Vnnr^l 
naturales.     This  autumn  I  did  a  mylm'e'ctomy  up'on'h      '"  "^^ 

tumo'lTrdiViiTth'""?^  "  which  inyolutLn^ookpTace  in  the 
later     Tf  M  J\    u  ''^^'"''  ^"^  ^  ^0"^^  not  feel  the  tumor 

later.     It  appeared  to  be  a  natural  involution  takino-  place 

In  regard  to  ectopic  and  intrauterine  precrnanrTf..?'      •     • 
lar  experience  at  the  Roosevelt  Hospitd  ^^  op'e'rated   nn  'T^' 

deH  errrncriTool'::o°n  ^h"-H  ■■"   '''''"  defeneration  'folfowed 
°oZieurli°t.  Z  °"^'  associated  with  pregnancv  with 

any  troSle  whatever  '  ""'"'  ^°  *™"^''  confinements  without 
fibSiH  J^^^,.^<=P°rted  by  Dr.  Jarman  is  interesting,  bnt  for  the 

bee  orig-inal  article,  page  655. 
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or  they  may  break  down  and  be  discharged,  but  they  are  not 
absorbed. 

Drs.  Brothers  and  Coe  presented  papers  on 

THROMBO-PHLEBITIS.'^ 

Dr.  Jewett. — Most  puerperal  cases  of  thrombo-phlebitis  are 
plainly  septic  in  origin.  That  infection  is  wholly  absent  in  any 
puerperal  case  is  of  course  impossible  to  say. 

In  post-operative  cases,  my  experience  with  this  kind  of  acci- 
dents has  been  very  infrequent,  certainly  nothing  like  2  per  cent. 

I  recall  one  case  in  which  I  had  the  misfortune  to  perforate  the 
uterus  with  a  curette  prior  to  operation  for  retro-displacement. 
Thrombo-phlebitis  of  the  leg  followed. 

In  another  case,  akin  to  the  ones  under  discussion,  after  an 
operation  upon  the  appendix  in  which  there  was  moderate  in- 
fection, a  thrombus  formed  in  the  left  posterior  tibial  artery, 
requiring  amputation  of  the  leg.  The  case  was  of  special  in- 
terest for  the  reason  that  the  original  cause  of  the  trouble  was  an 
impaction  at  the  iliocecal  valve  with  lumbricoid  worms,  which 
was  relieved  only  after  incision  of  the  ilium.  There  was  some 
cloudy  serum  in  the  peritoneal  cavity  and  the  appendix  was  in- 
fected. 

Not  only  sepsis  and  trauma,  but  sometimes  the  blood-state  is  no 
doubt  a  factor  in  thrombosis  in  many  instances. 

Dr.  G.  G.  Ward,  Jr. — I  am  very  much  interested  in  this  sub- 
ject, as  most  of  us  are  who  have  seen  these  cases.  I  have  listened 
with  pleasure  to  Dr.  Brothers'  paper,  and  the  position  he  takes  is 
one  I  am  ready  to  agree  upon. 

I  have  had  two  unfortunate  experiences  with  embolism.  One 
occurred  in  January,  1904.  The  woman  was  fifty-one  years  old, 
and  she  had  a  fibroid  of  the  uterus  about  the  size  of  a  three 
months'  pregnancy.  She  had  had  severe  hemorrhages  and  was 
anemic.  I  operated  upon  her  at  the  Post-Graduate  Hospital,  and 
did  a  supra-vaginal  hysterectomy  without  any  difficulty  whatever. 
It  was  a  clean  operation,  and  gloves  were  used.  She  made  a 
smooth  recovery  so  far  as  one  was  able  to  say.  Following  the 
operation  there  was  little  or  no  reaction,  or  temperature,  and  the 
pulse  was  practically  normal.  She  had  a  normal  convalescence 
until  the  sixth  day  and  fifth  hour  after  the  operation.  The  house 
surgeon  saw  her  on  his  evening  rounds,  and  five  minutes  after  see- 
ing her  and  saying  good-night  she  had  an  embolism,  became  un- 
conscious, and  died  in  ten  or  fifteen  minutes. 

The  other  case  I  saw  last  October.  The  patient  was  thirty-one 
years  old,  an  unmarried  woman,  a  large,  healthy,  strong  woman. 
She  was  not  anemic.  She  had  a  fibroid  about  the  size  of  a  three 
or  four  months'  pregnancy,  and  she  had  had  one  or  two  sharp 
hemorrhages.  She  certainly  was  not  exsanguinated,  nor  was  she 
*Scc  original  articles,  pages   ?   ? 
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weak,  but  she  was  highly  nervous.  I  did  a  supra-vaginal  hys- 
terectomy without  difficulty.     Gloves  were  worn. 

This  patient  was  operated  upon  in  the  morning.  That  night 
she  became  excited,  got  out  of  bed,  and  walked  the  length  of  the 
ward  before  the  night  nurse  could  get  her 'back  in  bed.  She 
apparently  was  all  right  the  next  day,  none  the  worse  for  her 
stroll.  She  went  along  with  a  normal  convalescence  and  appar- 
ently was  in  good  condition  until  the  thirteenth  day,  when  she  sud- 
denly died  in  three  minutes.  It  was  noticed,  however,  that  on 
the  seventh  day  there  was  a  sudden  rise  of  pulse  to  120,  and  there- 
after the  pulse  was  irregular,  varying  from  104  to  120.  She  also 
complained  of  some  pain  in  the  precordial  region,  but  it  was  not 
sufficient  to  cause  distress.  She  was  highly  nervous  and  excitable, 
and  her  pulse  rate  was  attributed  to  that.  In  view  of  the  sub- 
sequent history  of  the  case,  the  embolus  undoubtedly  was  de- 
tached on  the  seventh  day,  lodging  in  the  heart  or  pulmonary  ves- 
sels, causing  an  increased  resistance  without — complete  occlusion, 
thus  causing  the  rapid  heart  action  and  pain.  Death  was  in- 
stantaneous on  the  further  dislodgment  of  the  embolus,  with  com- 
plete occlusions  of  the  pulmonary  vessels  on  the  thirteenth  day. 

This  case  is  of  interest  in  connection  with  Dr.  Boldt's  ad- 
vocacy of  the  early  getting  up  of  these  cases.  This  patient  walked 
the  length  of  the  ward  about  12  to  14  hours  after  the  operation. 
Did  this  have  any  bearing  on  her  developing  embolism? 

Dr.  Herman  J.  Boldt. — The  question  has  been  raised  as  to 
which  is  first,  the  thrombosis  or  the  phlebitis.  I  believe  this 
question  is  difficult  to  answer  definitely.  I  believe  that,  in  the 
majority  of  the  cases  where  thrombo-phlebitis  is  present,  it  will 
be  found  to  be  caused  by  septic  infection,  whether  the  case  is  a 
mild  or  a  severe  one.  However,  I  do  not  believe  in  attributing 
all  cases  of  thrombo-phlebitis  to  septic  infection,  as  stated  by  the 
previous  speakers.  I  believe  that  in  many  instances  we  can  at- 
tribute the  occurrence  to  a  retardation  of  the  circulation.  The 
proof  for  this  has  been  sufficiently  shown.  Dr.  Mayo  informed 
me  that  before  he  and  his  brother  inaugurated  the  practice  of 
allowing  the  patients  to  be  about  early,  the  cases  of  thrombo- 
phlebitis amounted  to  about  one  per  cent;  since  then  the  number 
of  cases  had  been  reduced  to  one-fourth  of  one  per  cent.  I  be- 
lieve that  speaks  favorably  for  early  mobility. 

So  far  as  my  own  position  is  concerned,  that  is  sufficiently 
known  now.  I  believe  early  mobility  is  a  prophylactic  measure. 
I  do  not  mean  to  say  that  we  are  going  to  see  cases  of  thrombo- 
phlebitis entirely  disappear  from  our  practice.  I  believe  that 
cases  of  septic  infection  will  occasionally  occur,  and  that  in  con- 
sequence some  patients  will  become  ill  with  the  affection  imder 
consideration.  All  the  causes  for  these  cases  have  not  yet  been 
settled. 

Dr.  H.  N.  Vineberg. — When  this  subject  was  brought  before 
the  American  Gynecological  Society,  and  it  was  stated  that  most 
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cases  of  thrombo-phlebitis  occurred  on  the  twelfth,  fifteenth,  or 
eighteenth  day,  I  made  the  suggestion  that  perhaps  it  might  be  due 
to  the  catgut  which  was  becoming  dissolved  about  that  time.  That 
was  at  the  time  we  were  using  thick  catgut,  and  no  matter  what  the 
process  of  preparation  was,  it  brought  about  a  coagulation  of 
albumen  on  the  surface,  and  the  disinfection  not  penetrating  en- 
tirely through  the  thickness  of  the  strand,  therefore,  the  germs 
were  not  reached,  but  stayed  in  the  center  of  the  strand  and  set 
up  a  thrombo-phlebitis  at  the  time  the  catgut  was  dissolved. 

In  reference  to  the  custom  practised  by  some  to  get  the  patient 
out  of  bed  on  the  first,  second,  or  third  day  after  a  laparotomy 
as  a  means  of  averting  the  occurrence  of  thrombo-phlebitis,  we 
should  exercise  some  caution  in  accepting  such  a  proposition. 
In  the  first  place,  the  etiology  of  thrombo-phlebitis  is  too  obscure 
for  us  to  be  willing  to  accept  the  theory  that  it  is  favored  by  a 
prolonged  stay  in  bed.  Secondly,  the  gentlemen  who  follow  the 
practice  of  getting  the  patients  up  so  early  must  naturally  lose 
sight  of  their  patients  at  a  very  early  time,  for  it  follows  that  the 
stay  in  the  hospital  will  be  shorter,  and  hence  such  a  complica- 
tion as  thrombo-phlebitis  would  not  develop  until  after  the  patient 
had  left  the  hospital,  and  the  operator,  in  all  probability,  would 
never  hear  of  it.  I  know  from  experience  how  difficult  it  is  to 
get  patients  who  have  been  operated  upon  in  the  hospital  to 
present  themselves  for  future  observation.  We,  at  Mt.  Sinai, 
are  favorably  placed  in  this  regard  by  having  a  well-equipped  out- 
door service  in  close  association  with  the  hospital.  Still  we  find 
it  difficult  to  have  operated  patients  report  at  the  outdoor  service 
in  the  event  of  any  complication  arising  after  they  leave  the  hos- 
pital. Therefore,  one  should  be  very  careful  about  accepting  re- 
sults of  prophylaxis  for  thrombo-phlebitis.  One  of  my  worst  cases 
occurred  in  a  stout  woman  who  was  allowed  more  freedom  than 
I  usually  give.  She  was  allowed  to  sit  up  in  bed  to  eat  her  supper 
on  the  seventh  day.  She  suddenly  went  into  collapse,  and  the  sub- 
sequent history  of  the  case  showed  that  she  had  an  embolus  in 
her  left  lung  and  a  thromlx>-phlebitis  of  the  pelvic  vein,  which 
■extended  to  the  femoral  vein  of  the  corresponding  side. 

Dr.  George  Tucker  Harrison. — With  regard  to  the  etiology, 
I  am  sure  that  most  surgeons  will  hold  that  retardation  of  the 
blood  current  is  a  factor,  a  potent  factor,  in  the  causation  of 
thrombo-phlebitis ;  this  is  established  to  the  satisfaction  of  the 
majority  of  surgeons  who  have  investigated  the  matter. 

There  is  another  factor  which  must  enter  into  the  etiology,  and 
that  is  an  injury  to  the  blood  vessels,  injury  to  the  endothelium. 
A  third  factor,  of  course,  is  a  change  in  the  blood.  Changes  in 
the  'bloodvessels  and  changes  in  the  blood  are  important  factors. 

I  think  that  in  the  paper  by  Dr.  Coe,  it  was  asked  how  must 
we  prepare  out-patients,  especially  in  cases  of  myomata.  Un- 
floubtedly  a  man  should  not  operate  upon  a  case  of  myoma  after 
the  patient  had  had  a  profuse  hemorrhage.     We  should  try  to 
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get  her  in  good  condition  by  giving  good  food,  and  proper  medi- 
cation. A  great  deal  can  be  done  in  this  way.  I  do  not  share 
the  opinion  expressed  by  Dr.  Coe  that  the  danger  of  pulmonary 
embolism  is  exaggerated.  I  have  always  been  very  dubious  about 
the  term  statistics.  I  have  lost  several  patients  by  pulmonary 
embolism  and,  after  all,  it  is  a  terrible  disaster;  it  is  terrible  to 
have  the  patient  apparently  recovering  all  right,  and  then  have 
all  hopes  blasted  by  the  sudden  death  of  the  patient.  When  such 
a  thing  comes  on  there  is  nothing  more  shocking  to  the  surgeon. 

Dr.  G.  W.  Jarman. — With  regard  to  Dr.  Harrison's  remarks, 
he  probably  misunderstood  what  Dr.  Coe  spoke  of.  He  said  that 
pulmonary  embolism  as  a  result  of  phlebitis  was  an  extremely 
rare  condition,  not  as  occurring  of  itself,  but  as  a  complication. 

Dr.  Harrison. — That  is  what  I  understood. 

Dr.  Jarman. — I  never  saw  a  case  of  phlebitis  where  a  thrombus 
resulted  and  killed  the  patient.  If  Dr.  Harrison  has  seen  such  a 
case,  I  should  like  to  know  of  it. 

Dr.  George  Tucker  Harrison. — I  saw  such  a  case  eighteen 
months  ago,  a  thrombus  of  the  leg,  which  was  followed  by  a 
pulmonary  embolism  and  death.  I  have  seen  several  such  cases. 
I  can  recall  at  this  moment  another  instance  of  thrombus  of  the 
femoral  vein  followed  by  pulmonary  embolism. 

Dr.  G.  G.  Ward,  Jr. — Howard  Kelly,  in  his  "Operative  Gyne- 
cology," mentions  a  case  where  a  thrombus  of  the  leg  was  mas- 
saged by  the  nurse  and  the  patient  dropped  dead. 

Dr.  H.  N.  Vineberg. — The  case  reported  to-night  was  one  of 
those  cases,  a  thrombus  of  the  femoral  vein  giving  rise  to  an 
embolism  in  the  left  lung. 

Dr.  Charles  Jewett. — Such  sudden  deaths  do  not  necessarily 
mean  pulmonary  embolism.  I  should  like  to  ask  if  in  some  cases 
the  sudden  death  was  not  due  to  acute  dilatation  of  the  heart. 

Dr.  Abram  Brothers. — All  are  perfectly  agreed  on  the  sub- 
ject of  the  management  of  phlebitis  when  it  exists.  The  moment 
we  know  that  it  exists,  all  agree  in  the  necessity  of  absolute  rest 
for  the  patient.  In  my  paper  I  said  that  personally  I  was  opposed 
to  massagfe  in  those  cases. 
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Meeting  of  February  26,  1907. 
Dr.  Bissell  i]i  the  Chair. 
Dr.  Broun  presented  a  specimen  of 
cystic  ovary. 

This  specimen  was  removed  from  a  patient  who  had  a  hysterec- 
tomy for  fibroid  two  years  ago.  I  followed  my  usual  custom 
in  operations  for  fibroids  of  leaving  the  ovaries  if  they  are  found 
healthy.  In  this  case  only  one  ovary  appeared  to  be  healthy,  so 
it  was  not  removed.  Two  years  later  the  patient  had  to  be  lapar- 
otomized  again  to  remove  the  ovary.  This  specimen  is  shown  to 
illustrate  the  difficulties  of  conservative  surgery  on  the  ovaries. 

Dr.  Broun  also  presented  a 

gall-bladder  with  four  large  stones. 

The  cystic  duct  was  obliterated  and  lying  inside  the  duct  itself 
was  one  stone,  necessitating  the  removal  of  the  bladder  and 
cystic  duct.  The  patient  is  the  mother  of  twenty  children.  She 
has  had  pain  in  the  right  side  for  some  three  years.  She  came 
to  me  after  an  acute  attack  and  stated  that  her  physicians  had 
made  a  diagnosis  of  gallstones.  I  felt  a  tumor  in  the  abdomen 
and  sent  her  into  the  hospital.  The  tumor  was  so  much  over 
the  site  of  the  kidney  as  to  raise  the  question  whether  it  was  not 
connected  with  the  kidney.  On  that  basis  both  ureters  were 
catheterized  and  the  urine  found  to  be  practically  the  same  from 
both  kidneys.  That  excluded  the  question  of  the  kidney  tumor. 
The  patient  has  made  an  uninterrupted  recovery. 

Dr.  Harrison. — My  own  idea  of  leaving  ovaries  in  cases  of 
fibroids  is  that  practised  by  most  surgeons  now,  of  leaving  the 
ovaries  behind  if  the  woman  is  young,  but  if  she  has  nearly 
reached  the  climacteric  they  should  be  removed.  It  is  a  great 
mistake  to  remove  them  from  a  young  woman.  Tlie  woman 
suffers  much  and  the  ovaries  seem  to  be  essential  for  her  perfect 
health.  In  the  sexual  period  of  a  woman's  life  they  should  be 
left,  by  all  means.  It  is  astonishing  how  they  can  get  on  with  even 
a  very  small  portion  of  the  ovary.  The  most  remarkable  instance 
of  that  sort  that  I  ever  saw  was  a  case  in  which  Dr.  Tucker  and 
myself  operated.  I  saw  the  case  in  consultation  with  him.  He 
thought  it  desirable  to  remove  the  entire  adnexa.  This  woman 
had  previously  had  on  one  side  an  ectopic  pregnancy,  and  the 
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Other  was  the  seat  of  salpingitis,  and  so  the  entire  adnexa  were 
removed.  A  little  oyer  a  year  after  that,  Dr.  Tucker  had  to 
leave  town  and  left  this  woman  under  my  care  and  I  delivered 
her  of  a  child.  If  we  had  left  any  portion  behind  we  did  not  know 
It.  Uf  course,_  there  must  have  been  some  portion  left,  but  the 
mystery  there  is  to  account  for  the  pregnancy. 
Dr.  Pinkham  read  a  paper  on 

SOME      OBSERVATIONS      OX      BACKW.^D      DISPLACEMENT      OF      THE 

UTERUS.* 

RETROVERSION. 

Dr.  HARRisoN.-Dr.  Pinkham  has  presented  a  great  manv 
points  of  mterest.  In  regard  to  one  point  he  has  made  a  mistake 
vnnn?  •  f  '"'A'u  ^PP'^,^}^^'''S  the  frequency  of  retroflexion  in 
young  girls.  Often  the  history  of  the  case  seems  to  point  to  the 
puerpenum  as  the  point  of  incidence  of  the  displacement  It 
will  bea  great  mistake  to  judge  in  such  cases  by  the  appearances 
It  is  simply  and  solely  that  after  childbirth  where  the  displace- 
ment_  did  occur,  it  already  existed  before  pregnancy.  I  believe 
that  is  much  more  frequently  the  case  than  |ynecologists  as  a 
rule,  are  aware  of.     I  very  often  think  it  is  due  to  the  failure  of 

th  jtT'"'-    1°"  ^'"°'"  '^'^'  "'  *^  P^°^^^^^  of  development,  in 

he  beginning  the  young  uterus  is  not  developed,  the  child-uterus 

lies    omewhat  m  the  axis  of  the  vagina.     In  the  period  of  earlv 

hodv   ^TrT''  '^'  ''''"-^-  1'"'  ^'^'^^^P^^  °"^  °f  proportion  to  the 
bod}.     \\  hen  a  young  girl  reaches  the  period  when  she  becomes  a 
woman    however    the  body  is  pulled  forward  and  in  the  process 
of  development  the  uterus  assumes  the  normal  position  which  is 
one  of  anteversion,  or  rather  of  anteversioflexio.     Now  when  this 
Huntenan  ligament  does  not  perform  its  function  and  throw  the 
body  forward,  if  that  thorough  development  does  not  take  place 
then    he  ovary  lies  in  its  false  position  and  so  does  the  bodv  of 
the  uterus,  and  that  I  say  is  a  defect  of  development  simplv  be- 
cause these   structures_  do  not   advance  to   perfection.     I   think 
that  Dr.  Pinkham  is  mistaken  about  the  care  of  the  woman  in  the 
puerpenum.     He  is  mistaken  certainlv  in  thinking  that  a  binder 
has  any  bearing  in  producing  retroflexion.     Nor  does  a  woman's 
leaving  her  bed  too  soon  after  confinement  have  anvthing  to  do 
on  tV.t'nn    .°^''  of  retroflexion.     The  investigations' of  Kuestner 
on  that  point  are  clear.     He  went  into  that  subject  verv  thor- 
oughly and  he  showed  that  getting  out  of  bed  too  soon  or  using 
a  httle   torce  or  anything  of  that  sort  could  not  retroflex  th? 
uterus.     U'henI  went  on  duty  at  the  Infant  Asylum,  I  found 

Z^Tr^f.  VTT  '^''^  '''^'  "°^  "^'"^  '^^  ^^"^e^-  ^"d  in  one 
patient  particularly  I  was  very  much  struck  with  the  appearance 
of  the  abdominal  walls.  She  came  to  see  me  with  the  ab- 
dominal walls  relaxed  from  diaphysis  of  the  recti  muscles  The 
^^See  original  article,  p.  642. 
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German  women  suffered  that  way  for  some  time  until  a  number 
of  the  physicians  there  took  a  stand  against  the  neglect  of  a  proper 
binder.  But  it  certainly  has  no  effect  in  producing  a  displace- 
ment. Now  in  regard  to  these  methods  of  operation,  I  will 
say  just  one  word.  I  think  where  one  is  indicated,  the  other 
is  contraindicated.  For  example,  no  man  ought  to  perform 
or  think  of  performing  an  Alexander  operation  unless  he  has 
a  perfectly  movable  uterus.  On  the  contrary,  when  you  have 
adhesions,  that  is  a  case  for  ventrosuspension,  as  Kelly  called 
it.  Now  I  do  not  believe  there  is  any  great  danger  in  that 
after  all.  As  a  rule,  when  you  cannot  perform  the  round  ligament 
operation,  ventrosuspension  is  better.  In  regard  to  a  vaginal 
fixation,  I  think  it  is  sometimes  indicated,  and  it  is  one  of  the 
best  operations  you  can  perform  for  some  cases,  as  prolapses  after 
the  menopause.  I  noticed  that  you  did  not  allude  to  Bovee's 
operation. 

What  I  like  very  particularly  about  Dr.  Pinkham's  paper  is  that 
he  dwelt  at  such  length  upon  the  pessary  treatment.  To  jump 
at  once  into  operative  methods  is  a  great  mistake.  You  must 
admit  that  there  is  not  a  single  one  of  the  operative  methods  that 
we  perform  to  relieve  a  woman  of  her  retroflexion  that  makes 
the  uterus  assume  that  position  it  had  under  normal  conditions. 
Not  one.  The  pessary  is  the  treatment  and  these  others  are  only 
to  be  used  when  you  fail  in  that  or  it  is  contraindicated.  In  a 
majority  of  cases  the  best  treatment  is  the  pessary  for  the  simple 
reason  that  after  you  have  cured  your  patient  the  woman's  uterus 
and  all  her  pelvic  organs  are  in  their  normal  condition,  as  they 
were  before  any  displacement,  and  in  not  one  of  these  other 
methods  do  you  succeed  in  doing  this.  The  great  trouble  with 
Dr.  Pinkham's  unfavorable  cases  is  this:  If  he  had  kept  his 
patients  under  observation  longer  he  would  have  cured  every 
one.  I  have  always  succeeded  in  curing  patients  with  retroflexion 
with  adhesions  solely  by  the  pessary  after  first  restoring  the 
uterus  to  normal  position.  But  there  are  a  number  of  cases  where 
the  pessary  cannot  be  used,  and  of  course  in  those  cases  you  are 
bound  to  use  the  operative  method,  but  to  say  that  the  operative 
method  is  the  only  method  is  a  great  mistake. 

Dr.  Sweeny. — In  my  experience  I  have  found  that  retroversion 
occurs  quite  as  frequently  in  nulliparous  women  as  in  those  who 
have  borne  children. 

I  want  to  take  issue  with  those  who  think  retroversion  is  a 
condition  calling  for  operative  procedure  for  its  relief.  \\'hen 
movable,  if  we  keep  the  uterus  in  position  until  it  regains  its 
normal  size  and  the  ligaments  regain  their  tone,  it  will  remain  in 
place.  This  may  be  accomplished  by  frequent  replacing  and 
treatments  with  the  pessary.  The  latter  should  not  be  used  where 
there  are  adhesions  or  inflammation  of  the  adnexa. 

In  adherent  retroversions,  the  pain  and  congestion  in  the  pelvis 
can  be  relieved  bv  local  treatments  and  hot  douches.     Then  the 
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adhesions  can  be  stretched  and  gradually  broken  up,  until  the 
uterus  can  be  replaced,  when  it  is  treated  as  a  simple  retroversion. 
I  have  been  uniformly  successful  in  treating  these  conditions, 
though  it  of  necessity  takes  time  and  patience.  When  we  must 
operate,  I  think  the  Alexander  is  the  operation  of  choice,  even 
when  the  lelly  is  opened  for  adnexal  disease  or  for  other  con- 
ditions. 

Dr.  West. — The  three  methods  that  I  have  had  experience 
with  in  the  treatment  of  retroversion  have  been,  first,  the  dealing 
with  adhesions  and  lacerations ;  second,  the  use  of  an  ordinary 
support  such  as  a  pessary ;  third,  the  shortening  of  the  round  liga- 
ments. I  have  also  had  a  fourth,  the  hysteroraphy.  There  is  one 
general  principle  that  guides  me  in  my  pelvic  operations  which 
seems  to  me  important.  I  may  change  my  views  later,  but  I  do 
believe  that  we  should,  as  nearly  as  possible,  preserve  the  rela- 
tions of  organs  in  the  pelvis.  I  do  not  believe  in  operations  that 
dissect  up  part  of  the  pelvic  structures  and  plant  them  in  an 
entirely  new  place  where  nature  never  intended  them  to  be. 

Formerly  I  was  very  much  opposed  to  the  Alexander  operation, 
for  the  reason  that  a  large  number  of  the  operations  failed  and  a 
good  many  were  followed  by  hernia.  Later  I  saw  good  results 
and  adopted  the  Alexander  operation,  and  I  feel  now  it  is  one 
of  the  most  valued  of  the  expedients  that  I  have.  I  sometimes 
perform  Alexander's  operation  when  the  uterus  is  held  back  by 
dense  adhesions.  I  do  that  in  women  who  are  in  the  child- 
bearing  period  of  life. 

Dr.  Broun. — I  wish  to  add  my  appreciation  of  Dr.  Pinkham's 
paper.  I  feel  that  he  brought  up  a  good  many  things  for  us  to 
discuss  about  all  of  which  we  have  pretty  fixed  ideas.  In  my 
mind,  however,  I  divide  retroversions  into  two  large  classes.  One 
class,  those  where  we  have  retroversions  with  adhesions ;  the 
second  class,  where  there  are  retroversions  without  adhesions. 
That  second  class  of  retroversions  I  again  divide  into  two  classes. 
That  is,  those  cases  where  there  is  simplv  a  retroversion  without 
any  descent  of  the  uterus,  without  any  of  the  surrounding  part, 
and  the  other  class  where  the  uterus  not  only  lies  backward,  but 
there  is  a  descent  of  the  bladder,  and  I  feel  we  have  to  shape 
our  operations  according  to  those  conditions.  In  cases  of  retro- 
version, without  any  descent  of  the  bladder,  without  any  apparent 
falling  of  the  uterus,  I  unquestionably  prefer  Alexander's  opera- 
tion. It  is  safe,  it  is  simple  ;  there  is  very  little  time  involved. 
The  patient  makes  a  very  good  recoverv.  I  do  not  think  that  I 
can  exactly  agree  with  Dr.  West  that  the  uterus  falls  back  after 
Alexander's  operation.  In  twelve  of  my  cases  where  the  uterus 
fell  back  I  felt  that  I  did  not  brings  the  uterus  completely  forward. 
I  think  in  those  cases  we  did  not  take  the  special  precaution  to 
see  that  the  intestines  are  not  lying  between  the  fundus  of  the 
uterus  and  the  abdominal  wall.  Now  that  is  for  a  simple  retro- 
version.    In  the  cases  where  the  uterus  has  descended,  the  Alex- 
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ander  operation  is  not  indicated.  In  retroversion  with  adhesions, 
where  we  must  always  go  into  the  abdomen,  I  would  rather  do 
some  form  of  operation  on  the  round  ligaments.  I  have  done 
a  few  of  the  operations  of  the  round  ligaments  as  suggested  by 
Dr.  Bissel,  our  President,  but  I  must  confess  that  the  operation 
takes  too  long  for  me  to  do,  and  for  that  reason  I  cannot  adopt 
it.  In  all  these  operations,  I  am  convinced  that  it  is  necessary  that 
we  must  not  only  look  after  the  position  of  the  uterus  itself, 
but  we  must  look  after  the  perineum  and  the  anterior  wall.  I 
do  such  repair  of  the  cervix  as  is  necessary. 

Dr.  Dougal  Bissell. — In  the  paper  just  read,  reference  was 
made  to  an  operation  on  the  round  and  broad  ligaments  for  retro- 
version devised  by  me  in  1901.  I  have  been  steadily  working 
on  the  idea  then  advanced,  and  during  the  past  year,  have  modi- 
fied the  technic  and  radically  changed  certain  features  of  the 
operation.  Instead  of  joining  the  ends  of  the  round  ligament 
after  removing  the  excess  of  this  ligament  and  uniting  tlie  sur- 
faces of  the  broad  ligament  in  the  opposite  direction  from  which 
they  were  separated,  I  now  divide  the  round  ligament  longi- 
tudinally for  about  two  inches,  and  through  this  opening  separate 
(with  a  dull  instrument,  a  pair  of  closed  scissors  or  the  handle  of  a 
knife)  the  surface  of  the  broad  ligament  to  a  depth  of  three- 
quarters  of  an  inch  or  more.  Of  the  posterior  portion  of  the 
divided  round  ligament  all  but  three-quarters  of  an  inch  on  the 
uterus  side  is  cut  away;  of  the  anterior  portion  all  but  three- 
quarters  of  an  inch  on  the  pelvic  side  is  cut  away.  Sutures  are 
then  passed  through  these  remaining  portions  so  as  to  make 
them  fit  one  in  the  other,  and  at  the  same  time  cause  the  anterior 
freed  surface  of  the  broad  ligament  on  the  pelvic  side  to  be 
brought  in  direct  opposition  with  the  posterior  freed  surface  of 
the  broad  ligament  on  the  uterine  side.  We  thus  have  resulting 
a  splicing  of  both  the  round  and  broad  ligaments  with  a  union 
sufficiently  strong  to  permanently  maintain  the  correct  position  of 
the  uterus. 

I  shall  at  some  future  date  give  a  more  minute  detail  of  the 
procedure  and  also  an  account  of  the  results. 

Dr.  Pinkham. — The  most  important  sentence  of  the  whole 
paper  is  as  follows :  "Nature  needs  but  little  encouragement  to 
correct  abuses  and  restore  functions." 
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Meeting  of  March  6,   1907. 
The  President,  Dr.  Herbert  R.  Spencer,  i)i  tJie  Chair. 

AFTER-HISTORY  OF   A    CASE   OF    FIBROID   OF   BROAD  LIGAMENT   ASSO- 
CIATED   WITH    AN    OVARIAN    CYST_,    REPORTED   IN    THE   43D 
VOLUME   OF   THE    SOCIETY'S    '^TRANSACTIONS.'' 

Mr.  Alban  Doran  read  notes  of  a  case  where,  in  July,  1901, 
he  removed  a  cystic  tumor  of  the  left  ovary  and  a  fibroma  of  the 
left  broad  ligament.  After  enucleation  of  the  solid  tumor  he 
turned  the  pedicle  of  the  ovarian  cyst  into  the  space  between 
the  layers  of  the  broad  ligament  which  he  then  sewed  over  it. 
The  right  ovary  was  noted  as  small  and  normal.  In  January, 
1906,  Mr.  Doran  removed  a  cystic  tumor  of  the  same  right  ovary, 
which  was  of  a  perfectly  innocent  type.  There  were  no  adhesions 
on  the  left  side  of  the  uterus,  a  fact  which  seemed  to  demonstrate 
the  advantages  of  the  treatment  of  the  pedicle  adopted  at  the  first 
operation. 

The  President  said  that  he  agreed  that  it  was  desirable,  when 
possible,  to  bury  pedicles  in  the  broad  ligament ;  but  that  was  not 
always  practicable.  The  rate  of  disappearance  of  silk  varied  much 
in  different  cases.  He  had  seen  the  silk  completely  disappear 
from  ovarian  pedicles  in  three  months,  leaving  the  stump  at  the 
cornu  of  the  uterus  smooth  and  quite  free  from  adhesions.  On 
the  other  hand,  he  had  found  silk  present  after  seven  years. 

Dr.  Lewers  said  that  he  had  performed  abdominal  section  a 
second  time  in  the  same  patient  in  a  considerable  number  of  cases. 
It  was  certainly  not  the  case,  that  the  pedicle  left  after  removing 
an  ovarian  tumor,  treated  in  the  ordinary  way,  invariably  con- 
tracted adhesions.  He  had  several  times  seen  it  quite  free  from 
such  adhesions. 

Dr.  Peter  Horrocks  said  he  had  several  times  seen  cases  where 
there  were  no  adhesions  over  the  stump  after  an  operation  per- 
formed a  considerable  time  previously.  He  mentioned  a  recent 
case  where  the  ovaries  had  been  removed  nine  years  before,  on 
account  of  a  fibroid  tumor.  The  latter,  however,  began  to  grow 
and  give  trouble,  and  so  was  removed  a  week  ago  by  panhysterec- 
tomy. No  adhesions  were  found  over  the  stumps  of  the  old 
operation. 

He  remembered  other  cases  illustrating  the  same  fact,  and  he 
was  inclined  to  think  that  the  greater  the  degree  of  asepsis  the 
less  likelihood  of  adhesions  forming  over  the  stump.     He  also 
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thought  that  if  the  distal  end  was  strangulated  by  the  ligature 
being  very  tight,  adhesions  were  apt  to  form. 

Mr.  Alban  Doran  maintained  that  the  usual  practice  of  leav- 
ing a  ligatured  pedicle  bare  in  the  peritoneum  often  led  to  ex- 
tensive, if  not  dangerous,  adhesions.  Such  was  his  experience 
of  second  ovariotomies  on  the  same  patients.  Twenty  years  ago, 
when  thick  silks  were  applied  to  thick  pedicles  and  the  peritoneum 
irritated  by  sponges,  this  complication  was  far  more  common 
than  it  was  at  the  present  day.  Dr.  Horrocks  had  referred  to  a 
different  subject,  removal  of  the  ovaries  for  the  cure  of  uterine 
fibroids.  The  pedicles  projecting  from  a  big  fibroid  uterus  were 
in  a  position  highly  favorable  to  the  development  of  adhesions. 
Mr.  Doran  observed  that  in  1901  he  noted  that  two  small  sub- 
peritoneal myomas  projected  from  the  fundus.  In  1906  he  found 
that  thev  had  undergone  no  increase,  or  diminution  in  size. 

Mr.  G.  F.  Darwall  Smith  read  a  short  communication  on  a 
case  of 

PERITHELIOMA    OF   THE    UTERUS. 

A  single  woman,  set.  thirty-eight,  a  parlormaid,  was  admitted 
into  St.  George's  Hospital  in  July,  1906,  complaining  of  pain 
in  the  left  side  and  of  more  or  less  constant  bleeding  from  the 
vagina  for  the  preceding  four  months.  Double  ovariotomy  had 
been  performed  for  two  ovarian  cysts  in  1904,  one  of  which  was 
suppurating.  These  cysts  were  reported  to  be  cysto-adenomatous 
in  character.  The  convalescence  was  uneventful,  and  the  patient 
was  discharged  apparently  well.  After  this  operation  menstrua- 
tion ceased  and  no  discharge  of  any  kind  was  noticed  until  the 
bleeding  began  in  March,  1906.  When  readmitted  the  cervix 
uteri  was  small  and  of  normal  consistence.  The  uterus  was 
freely  movable  and  felt  somewhat  unusually  light.  Douglas' 
pouch  was  empty  and  there  was  no  abnormal  swelling  in  the 
pelvis. 

Fifteen  days  after  admission  the  uterus  was  curetted.  The 
tissue  removed  was  reported  to  be  peritheliomatous.  It  was  al- 
most entirely  composed  of  cells  of  the  growth,  round,  or  slightly 
elongated  in  shape,  budding  ofif  from  the  periphery  of  the  smaller 
vessels.  Some  parts  of  the  growth  are  quite  necrotic.  In  what 
arc  probably  the  older  parts  of  the  growth,  the  cells,  almost 
glandular  in  type,  are  arranged  closely  about  the  periphery  of 
small  vessels.  The  very  few  endometrial  glands  found  in  the 
sections  show  some  evidence  of  proliferation  of  the  cells  lining 
them.  Twenty-six  days  after  admission  total  hysterectomy  was 
performed  by  the  abdominal  route.  The  uterus  was  only  slightly 
enlarged.  After  hardening  it  measured  three  inches  in  lengtl* 
externally  and  two  and  a  half  inches  internally.  The  external 
appearances  were  normal.  .'\t  the  fundus  of  the  cervix  and  pro- 
jecting down  into  the  uterine  cavity  was  a  soft  friable  growth 
distinctly  paler  than  the  surrounding  mucous  membrane.  The 
origin  of  the  growth  is  more  clearly  shown  in  the  tissue  removed 
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by  the  curette  than  microscopically  by  the  sections  from  the  site 
of  the  growth,  but  its  peritheliomatous  origin  is  still  evident. 
Almost  the  entire  growth  is  made  up  of  cells  of  approximately 
the  same  character  as  the  majority  of  those  seen  in  the  curetted 
tissue.  There  are  only  a  few  capillaries.  Strands  of  elongated 
cells  can  be  seen  at  intervals  running  into  the  growth  from  the 
region  of  the  uterine  muscle.  These  seem  for  the  most  part  either 
to  be  or  to  contain  small  bloodvessels.  No  endometrial  glands 
have  been  seen  in  any  of  the  sections  cut  from  the  site  of  the 
growth.  The  growth  can  be  seen  to  be  infiltrating  the  uterine 
muscle  at  its  base,  and  fairly  numerous  small  round  cells  are  visi- 
ble scattered  among  the  muscle  fibers  for  some  distance  towards 
the  peritoneal  surface  of  the  uterus.  There  is  much  less  necrotic 
tissue  to  be  seen  in  these  sections  than  in  those  from  the  curetting. 
Sections  taken  from  the  cervix  uteri  showed  nothing  abnormal. 

Mr.  Targett  agreed  that  the  sections  exhibited  a  malignant 
growth  infiltrating  the  wall  of  the  uterus.  But  he  regarded  it 
as  a  sarcoma  probably  originating  from  the  cellular  stroma  of 
the  endometrium ;  whether  it  had  begun  in  the  sheaths  or  walls 
of  the  capillary  vessels  did  not  affect  the  general  characters  of 
the  growth.  When  a  sarcoma  invaded  a  dense  tissue  like  uterine 
muscle  it  extended  between  the  planes  of  fibers  and  thus  simu- 
lated the  mode  of  infiltration  of  a  carcinoma.  A  further  investi- 
gation of  the  specimen  was  desirable. 

The  President  (Dr.  Herbert  Spencer)  then  delivered  the 
Inaugural  Address.  After  thanking  the  Society  for  the  high 
honor  which  it  had  conferred  upon  him,  he  proceeded  to  consider 
how  far  the  "Diseases"  and  "peccant  humors"  of  learning  of 
which  Bacon  wrote  in  the  "Advancement  of  Learning"  applied 
to  the  advancement  of  obstetrical  and  gynecological  knowledge  at 
the  present  time. 

He  believed  that  obstetrical  and  gynecological  knowledge  was 
not  altogether  unaffected  by  the  diseases  of  "vain  words,"  "vain 
matter,"  and  "deceit  or  untruth,"  and  by  the  peccant  humors  of 
■"affecting  antiquity  or  novelty,"  "impatience  of  doubt  and  haste  to 
assertion  without  due  and  mature  deliberation  of  judgment,"  and 
"the  delivery  of  knowledge  in  a  sort  as  may  be  soonest  believed 
and  not  easiest  examined."  He  commended  Bacon's  "Regis- 
ter of  Doubts,"  but  thought  it  should  be  used  with  Bacon's 
caution,  "that  when  the  doubts  be  thoroughly  sifted  and  brought 
"to  resolution  they  should  be  from  henceforth  omitted,  discarded, 
and  not  continued  to  cherish  and  encourage  men  in  doubting." 
It  was  time,  he  thought,  that  certain  items  should  be  expunged 
from  their  register  of  doubts. 

The  President  believed  that  some  of  Bacon's  criticisms  of 
-medicine  three  hundred  years  ago  were  still  applicable  to  it.  It 
was  still  "more  professed  than  labored,  more  labored  than  ad- 
vanced," the  labors  being  in  some  respects  "rather  in  circle  than  in 
progression."    The  "history  of  the  case"  which  Hippocrates  and 
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Bacon  thought  so  important  in  their  days  remained  so  still,  for 
a  complete  "history  was  often  a  partial  diagnosis.  They  should 
not  too  readily  pronounce  cases  of  cancer  inoperable  or  incurable, 
and  thus  "enact  a  law  of  neglect  and  exempt  ignorance  from 
discredit." 

Allusion  was  made  to  the  value  of  statistics  which  ought  to  be 
"truths  expressed  in  figures"  with  special  reference  to  the  statis- 
tics of  cancer  of  the  cervix  and  the  fallacy  of  percentages.  The 
common  method  of  stating  results  in  percentages  after  excluding 
the  cases  of  death  from  the  operation,  of  death  from  other  causes, 
and  of  those  who  did  not  reply  to  inquiries,  would  permit  an 
operator  with  a  99  per  cent,  death  rate  to  claim  100  per  cent,  of 
"cures"  if  a  single  patient  of  one  hundred  operated  on  remained 
well  for  five  years.  He  advised  that  no  notice  should  be  taken  of 
results  stated  in  percentages  unless  full  details  were  given  of  the 
figures  on  which  those  percentages  were  based.  The  results  of 
operations  for  cancer  of  the  cervix  would  only  be  greatly  improved 
when  the  cases  were  obtained  in  the  early  stages  by  diffusion 
among  women  of  knowledge  of  the  symptoms  of  the  disease,  and 
by  doctors  recognizing  that  it  was  their  duty  to  advise  a  local 
examination  in  every  case  of  bleeding  or  discharge  which  might  be 
due  to  cancer.  Doctors  should  in  their  own  interests  advise  exam- 
ination, as  failure  to  do  so  would  render  them  liable  to  an  action 
at  law  for  negligence. 

After  some  allusion  to  the  rules  of  the  Society,  the  President 
expressed  his  satisfaction  at  the  union  of  the  Obstetrical  and  Gyne- 
cological Societies  to  form  a  section  in  the  new  Royal  Society  of 
Medicine. 

He  looked  upon  the  amalgamation  of  the  various  London  med- 
ical societies  as  but  a  step  towards  a  far  more  important  union, 
viz.,  that  of  the  Royal  College  of  Physicians  with  the  Royal  Col- 
lege of  Surgeons  to  form  a  Royal  Academy  of  Medicine. 


Meeting  of  Wednesday,  April  3,  1907. 
The  President,  Dr.  Herbert  R.  Spencer,  in  the  Chair, 
yiii.  J.  D.  Malcolm  read  a  paper 

ON    THE  ADVISABILITY   OF    REMOVING   THE    CERVIX    IN    PERFORMING 

HYSTERECTOMY. 

It  was  pointed  out  that  after  a  partial  hysterectomy  the  cervix 
uteri,  with  its  blood  supply  to  some  extent  cut  off.  and  with  its 
narrow  central  tube  lined  by  mucous  membrane  which  might  be 
chronically  inflamed,  offered  a  favorable  nidus  for  the  develop- 
ment of  pathogenic  microorganisms  in  the  divided  uterine  tissue, 
while  the  provision  for  drainage  of  discharges  was  imperfect. 

Two  cases  were  recorded  in  which  local  signs  of  insidious  septic 
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change  in  the  cervix  uteri  were  accompanied  by  evidences  of 
irritation  elsewhere,  one  patient  suffering-  very  severely  from 
phlegmasia  dolens  and  the  other  from  a  painful  edematous  swell- 
ing in  the  side  and  in  the  joints.  Both  recovered.  Notes  of  a 
third  case  were  given,  in  which,  after  a  partial  operation  by  an- 
other surgeon,  the  cervix  was  found  actively  inflamed  with  a 
fairly  copious  mucopurulent  discharge  from  the  os  and  giving  rise 
to  much  irritation  of  the  lower  bowel. 

A  note  of  all  the  author's  fatal  cases  of  hysterectomy  was  given. 
Excluding  malignant  cases  (two  deaths),  those  treated  by  the 
old-fashioned  serre-noeud  (eight  cases,  of  which  six  were  already 
published  in  detail)  and  one  of  enucleation  of  a  fibroid,  there  re- 
mained six  deaths.  In  two  of  these,  large  fibroids  so  involved  the 
cervix  that  the  greater  part  of  it  was  necessarily  removed ;  in 
one  the  normal  uterus  was  partially  removed,  and  in  one  it  was 
completely  removed  because  in  each  case  it  was  so  incorporated 
with  an  ovarian  tumor  dec^^^-  buried  in  the  broad  ligament  that 
its  removal  was  easier  than  leaving  it.  These  four 'cases  died 
within  forty-eight  hours  of  the  operations  from  the  severity  of 
the  necessary  procedures.  In  two  other  cases  of  panhysterectomy 
death  was  due  to  lung  complications.  It  was  held  that  these  cases, 
although  in  five  of  the  six  the  wdiole  uterus  was  removed,  offered 
no  guidance  to  treatment  on  the  main  question  raised  in  the  paper. 

The  effects  of  the  various  methods  on  the  symptoms  of  the 
artificially  induced  menopause  were  also  regarded  as  not  giving 
very  satisfactory  indications  for  treatment, — excellent  results  hav- 
ing been  obtained  by  all  methods. 

The  removal  of  the  cervix  was  therefore  urged  on  the  theoreti- 
cal consideration  that  leaving  it  gave  an  increased  opportunity 
for  the  development  of  septic  mischief,  and  because  of  the  belief 
that  in  practice  the  convalescence  was  smoother  by  this  method. 

It  was  urged  that  in  performing  hysterectomy  the  cervix  should 
be  removed,  that  before  operating  the  patient's  health  should  be 
made  as  good  as  possible,  and  that  no  woman  should  be  advised 
to  retain  a  uterine  tumor  of  any  considerable  size,  or  which  had 
become  definitely  prejudicial  to  her  health. 

These  were  the  points  to  be  attended  to  with  a  view  to  improv- 
ing the  results  of  this,  which  is  already  one  of  our  most  successful 
operations. 

Mr.  Alban  Doran  admitted  that  Mr.  ]\Ialcolm  had  most  ably 
pleaded  for  panhysterectomy,  yet  for  several  reasons,  in  part  ad- 
mitted by  himself,  his  arguments  could  hardly  persuade  us  that 
the  so-called  "subtotal"  operation  ought  to  be  abandoned.  In 
the  first  place  the  cervix  w^as  an  important  part  of  the  pelvic  floor 
which  should  not  be  treated  as  a  negligible  quantity  by  the  oper- 
ator. We  knew  how  safely  it  could  be  spared  when  the  body 
of  the  uterus  badly  damaged  during  the  removal  of  an  adherent 
ovarian  tumor,  had  to  be  sacrificed ;  Pozzi  and  others  saved  the 
cervix  in  manv  cases  where  the  rest  of  the  uterus  was  taken 
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away  with  diseased  appendages,  provided  of  course  that  no  septic 
condition  was  probable.  In  the  second  place,  there  was  reason 
to  believe  that  in  order  to  ensure  the  full  benefits  which  should 
follow  the  saving  of  more  or  less  of  the  ovaries  in  hysterectomy, 
it  was  advisable  to  leave  a  portion  of  the  endometrium  as  well; 
in  other  words,  not  only  the  cervix,  but  a  little  more  of  the  uterus 
should  be  spared.  Mr.  Doran  had  brought  forward  evidence, 
based  upon  long  after-histories  of  sixty  subtotal  hysterectomies, 
showing  the  value  of  this  practice,  and  further  experience  had  not 
induced  him  to  alter  his  views.  Mr.  Doran  laid  great  stress  on 
long  after-histories,  for  a  woman  convalescent  from  hysterectomy 
for  fibroid  was  never  so  sure  of  permanent  benefit  as  was  a 
patient  convalescent  from  ovariotomy  for  a  nonmalignant  tumor. 
The  method  of  Crewdson  Thomas  should  be  applied  to  all  series 
of  subtotal  and  panhysterectomies,  and  it  would  be  instructive  to 
hear  some  day  of  Mr.  Malcolm's  results  after  passing  a  test  of  that 
kind.  Until  then  (if  even  then)  the  dcjath-knell  of  the  subtotal 
method  could  not  be  sounded. 

Dr.  Amand  Ro'UTH  did  not  consider  that  Mr.  Malcolm  had 
proved  his  contention  that  it  was  better  to  perform  total  rather 
than  subtotal  hysterectomy  in  operations  on  uterine  fibroids. 
Hitherto  panhysterectomy  in  fibromyomatous  uteri  had  been 
urged  from  the  point  of  view  that  the  cervix  was  apt  to  become 
malignant  if  not  removed.  It  had  not,  however,  been  proved  that 
fibroids  predisposed  to  uterine  cancer,  and  still  less  had  it  been 
shown  that  the  cervix  was  especially  prone  to  malignant  changes 
if  fibroids  were  present  in  the  uterine  body.  Even  if  such  a 
connection  were  proved,  it  had  still  to  be  shown  that  such  a 
tendency  persisted  after  the  fibroids  were  removed  by  a  subtotal 
hysterectomy.  To-night,  however,  Mr.  Malcolm  had  advocated 
the  removal  of  the  cervix  "on  the  theoretical  consideration  that 
leaving  it  gives  an  increased  opportunity  for  the  development  of 
septic  mischief."  Dr.  Routh  thought  that  this  was  theory  alone, 
and  that  the  author  had  advanced  no  sufficient  proof  that  the 
cervix  was  inflamed  in  his  case,  or  that  the  autotoxemia  from 
which  the  patient  undoubtedly  sufifered  was  of  cervical  origin.  He 
did  not  believe  that  the  blood  supply  of  the  cervix  after  subtotal 
hysterectomy  was  "to  some  extent  cut  off,"  nor  that  the  cervix 
tended  to  degenerate,  and  he  thought  the  phlegmasia  and  other 
symptoms  in  the  author's  cases  were  secondary  to  infection  of  the 
pelvic  cellular  tissue.  In  the  absence  of  proof  that  leaving  the 
cervix  was  likely  to  cause  mischief.  Dr.  Routh  thought  the  dis- 
advantages of  its  removal  should  be  carefully  considered.  The 
mortality  of  panhysterectomy  was  distinctly  greater.  Taking 
over  I, GOG  cases,  collected  by  Pozzi,  of  each  of  these  two  forms 
of  hysterectomy,  he  found  the  percentage  mortality  of  panhyster- 
ectomy was  10.4.  while  the  mortality  of  the  subtotal  operation 
was  only  7.4.  The  subtotal  operation  could  be  performed  more 
quickly,  and  there  was  less  hemorrhage,  and  the  hemorrhage  was 
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more  easily  controlled ;  sepsis  was  much  more  likely  to  occur  with 
mfection  of  li-atures  and  prolonged  suppuration,  if  the  vao-inal 
canal  were  opened  up.  The  len-th  of  the  vagina  was  maintained 
It  the  cervix  was  retained,  and  colpocele  could  be  avoided  by 
drawmg  the  stumps,  formed  by  the  ligation  of  the  uterine  and 
ovarian  vessels,  together  on  each  side.  This  procedure  was  use- 
less in  panhysterectomy.  There  remained,  too,  the  question  of 
internal  secretion,  and  it  was  quite  certain  that  such  a  glandular 
structure  as  the  cervix  must  have  one.  If  organs  were  to  be  re- 
moved for  possible  dangers  in  the  future,  where  is  the  line  to  be 
drawn?  Following  the  same  argument,  no  one  would  leave  a 
second  ovary  in  situ  if  one  were  being  removed;  no  one  would 
leave  the  appendix  vermiformis,  if  the  abdomen  were  opened  for 
any  cause.  He  was  sorry  that  he  did  not  think  that  .Air.  Malcolm 
had  made  out  his  case. 

Dr.  Eden  said  that  he  had  performed  a  large  number  of  hys- 
terectomies for  fibromyoma  by  the  supravaginal  method    and  a 
small  number  by  the  total  method,  and  he  was  equallv  satisfied 
with  both.     He  was  not  at  all  convinced  by  Mr.  Malcolm's  aro-u- 
ments  that  the  total  operation  possessed  anv  real  advantages  ot-er 
the  other.    Air.  Malcolm's  objections  to  the  supravaginal  operation 
were  two  m  number:  (i)  The  blood  supply  of  the  cervical  stump 
was  impaired  by  the  operation,  and  it  was  therefore  more  liable 
to  become  infected;  (2)  the  mucous  membrane  of  the  cervix  was 
a  greater  source  of  danger  than  that  of  the  vagina.    With  regard 
to  the  first  objection  it  must  be  recollected  that  the  blood  supplv 
of  the  cervix  consisted  of  the  circular  arterv  from  the  uterine 
and   anastomosing  branches   from  the  vaginal  arteries      In  the 
supravaginal  operation  the  uterine  arteries  were  divided  above 
the  origin  of  the  circular  branches,   while  the  vaginal  arteries 
were  uninjured ;  the  blood  supply  of  the  cervix  was  therefore  not 
attected  m  any  way  by  this  operation.     With  regard  to  the  sec- 
ond objection  he  thought  that  bacteriology  showed  the  vaginal 
tiora  to  be  much  oftener  pathogenic  than  those  of  the  cervix     The 
chnical  evidence  brought  forward  by  Mr.  Malcolm  in  support  of 
his  contention  upon  this  point  was  singularly  unconvincina^     For 
instance,  cases  of  phlegmasia  occurred  just  as  often  after  a  simple 
ovariotomy  as  after  a  panhysterectomy,  and  the  cervical  stump 
could  have  nothing  to  do  with  its  causation.     Again  the  occur- 
rence of  localized  cellulitis  around  the  stump  after  the  supra- 
vaginal operation  might  be  due  to  faultv  technic;  he  had  seen 
such  cases  himself  and  he  explained  them  in  that  way       4nd 
lastly,  he  suggested  that  the  case  in  which  Mr.  Malcolm  observed 
a  purulent  discharge   from  the  cervix  and  the  rectum  thirteen 
months  after  supravaginal  hysterectomy,  might  have  been  due  to 
gonorrheal  infection  acquired  subsequent  to  the  operation      On 
the  whole  he  was  not  convinced  that  there  was  any  practical 
advantage   in   the   total   operation.      It   was    argued   that   better 
drainage  was  obtained  by  the  removal  of  the  cervix ;  but  under 
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ordinary  circumstances  drainage  ought  not  to  be  required ;  it  was 
much  better  to  arrest  hemorrhage  completely  before  sewing  over 
the  peritoneal  edges.  It  certainly  appeared  to  him  that  prolapse 
of  the  bladder  was  more  likely  to  occur  after  the  total  operation, 
especially  if  vaginal  drainage  was  employed  for  a  few  days  after- 
wards. Since  it  could  be  more  rapidly  performed,  he  should 
continue  to  prefer  the  subtotal  operation  except  in  special  cir- 
cumstances. 

The  President  said  that  he  had  performed  total  abdominal 
hysterectomy  for  fibroids  to  the  entire  exclusion  of  the  partial 
operation  for  the  past  six  years  and  agreed  with  the  main  con- 
clusions of  the  author  that  total  abdominal  hysterectomy  was 
superior  to  supravaginal  amputation,  but  he  did  not  think  that 
Mr.  Malcolm  had  produced  much  evidence  of  its  superiority. 

He  (the  President)  had  given  the  points  of  superiority  of  the 
total  operation  at  the  Manchester  Meeting  of  the  British  ^Medical 
Association  in  Allbutt,  Playfair,  and  Eden's  "System  of  Gyne- 
cology," and  in  that  Society.  He  had  not  seen  any  evidence 
brought  forward  which  led  him  to  modify  his  opinion  as  to  the 
superiority  of  the  total  operation  when  performed  by  Doyen's 
method.  It  was  superior  in  that  it  had  a  lower  mortality  (as  is 
shown  in  Sanger  and  Herff's  extensive  statistics),*  it  provided 
for  drainage,  it  gave  security  against  injury  to  the  bladder  and 
ureters  and  ag^ainst  unrecognized  hemorrha^^^e.  it  removed  the 
cervix  which  might  become  infected,  slough,  contain  unrecognized 
malignant  disease  or  develop  malig'nant  disease  subsequently.  It 
was  also  less  likely  to  be  followed  by  intestinal  obstruction  if 
the  peritoneum  were  closed  by  a  purse-string  suture.  He  had 
never  seen  ])r(ilapse  nor  trouble  w'ith  the  bladder  caused  by  the 
operation.  lUimm  had  noticed  these  troubles  after  W'ertheim's 
operation  and  attributed  them  to  the  use  of  gauze  drainage.  The 
President  had  not  employed  gauze  drainag^e  after  abdominal 
hysterectomy  for  fibroids  for  several  years  past,  and  knew  that 
it  was  unnecessary  and  believed  it  to  be  injurious.  The  supposed 
advantage  of  the  internal  secretion  of  the  cervix  and  the  slight 
shortening'  of  the  vagina  by  the  removal  of  the  ccrvi.x  could  not 
be  seriously  set  off  against  the  above  mentioned  advantages.  Their 
importance  was  disproved  by  the  excellent  results  of  vaginal 
hysterectomy. 

Mr.  Malcolm  in  reply  said  he  was  quite  aware  that  his  argu- 
ments would  not  be  conclusive  to  those  who  thought  the  supra- 
cervical the  better  oj^eration.  He  had  brought  forward  all  the 
clinical  evidence  he  possessed  against  the  view  he  advocated  as 
well  as  that  in  its  favor.  Nevertheless  he  had  come  to  a  very 
decided  opinion,  founded  on  the  facts  stated,  that  the  complete 
operation  was  the  better  one.  Of  course  it  w^as  open  to  anyone 
to  sav  that  the  complications  which  arose  were  due  to  faulty 
*Encyklop<Tclie  dcr  Gcb.  iind    Gyii.,  1900.  Part  TI.,  p.  91. 
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technic,  but  every  care  was  taken  and  the  two  first  cases  offered 
no  diftculties  ot  manipulation,  so  that  he  was  himself  confident 
tnat  so  tar  as  he  was  concerned  these  cases  should  have  given  no 
trouble.     ^^loreover,  as  stated  in  the  paper,  there  was  no  mischief 
to  be  detected  by  manipulation  around  the  stump  and  clear  evi- 
dence of  mischief  in  it.     The  idea  that  the  third  case  mig-ht  be 
one  of  gonorrhea  was  also  possibly  correct,  but  the  mischief  was 
not  m  the  vagina  except  just  around  the  os,  and  there  was  cer- 
tainly much  inflammation  in  the  cervix  while  the  trouble  dated 
from  soon  after  the  operation.    On  the  whole  the  evidence  seemed 
to  tayor  the  view  that  a  ligature  was  separating.     ]VIr.  Doran 
had  pleaded  for  long  after-histories.    The  speaker  had  not  tackled 
this  extremely  laborious  investigation  in  a  series  of  cases  and  it 
ITpfin     1     .^^  he  heard  most  of  his  successful  operations,  but 
he  had  plenty  of  long  histories  in  which  the  results  were  all  he 
could  hope  for.    He  had  not  met  with  trouble  from  weakness  of 
the  pelvic  floor  nor  from  cellulitis  around  the  bladder      He  did 
not  pack  the  vagina.     Mr.  Malcolm  could  not  understand  how 
anything  m  his  paper  could  induce  Dr.  Routh  to  suggest  that  he 
advocated  the  removal  of  an  ovarv  because  it  might  become  cvstic 
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OBSTETRICS. 

Influence  Of  Weather  Conditions  on  Eclampsia.-Wilhelm 
Roth   (St.  Petersburg  Med.  ll'och.,  Dec.  2,  1906)   discusses  the 
influence  01  temperature,  moisture,  and  other  climatic  conditions 
on  the  occurrence  of  eclampsia  of  pregnancy  and  the  puerperal 
state.     He  concludes  that  unpleasant  weather  increases  the  apti- 
tude to  attacks   of  eclampsia.     Temperature  and   moisture  are 
the  most  iniDortant   factors.     Eclampsia   is   rare   in   drv,   warm 
weather.     These  weather  efifects  are  due  to  the  influenc^  on  the 
activity  of  the  skm.     The  sweat  secretion  aids  in  carrying  off 
poisons  from  the  system.    There  is  also  an  increase  of  the  kidney 
trouble  in  damp  weather.    A  sudden  cooling  of  the  bodv  bv  winds 
or  by  wetting  of  the  clothing  affects  the  weakened  organs      The 
au  omtoxication  IS  increased  by  the  absence  of  sweat  and  bad 

•     thi  n       K-'r.       .'  P'^"'-'"^  ''^'  °^  '^'''  ^"q"i^>-  is  to  be  found 
n  the  possibility  of  assisting  the  pregnant  woman  bv  directions 

l7rrj'''^"^  f '  r"^  '?  ^'^^"^  ^''  ^^^^"^t  '^^^Ses  of  temper- 
ature, to  avoid  drafts  and  sudden  cooling,  wet  feet  and  clothing, 
and  to  keep  the  skin  active.  Also  to  keep  the  house  warm  and  not 
let  the  fires  go  out  as  soon  as  the  first  warm  weather  gives  si-ns 
of  the  approach  of  summer.  ^  "^ 

Decapsulation   of   the   Kidney   for   Puerperal   Eclampsia.- 

Oscar  Polano  (Zent.  Gyn.,  Jan.  5,  1907)  having  a  case  of  puer- 
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peral  nephritis  in  which  conchisions  came  on  after  labor  and 
coma  threatened  the  patient's  life,  performed  a  decapsulation  of 
the  kidney  after  the  method  of  Edebohls,  with  the  hope  of  saving 
the  patient.  The  urine  before  the  operation  was  420  c.c.  in 
amount  per  24  hours,  specific  gravity  103.  albumin  i  per  cent. 
The  operation  took  place  ten  days  after  labor.  Pulse  was  small 
and  from  80  to  130  per  minute,  and  coma  deep.  The  kidney 
was  large,  hyperemic  and  cyanotic,  and  was  very  soft.  Three 
hours  after  operation  400  c.c.  of  urine  were  passed,  specific  gravity 
of  loio,  albumin  0.75  per  cent.  By  evening  the  patient  was  much 
improved,  the  pulse  being  100  per  minute,  she  reacted  to  loud 
calls  and  took  milk.  Nineteen  hours  after  the  operation  she 
died  from  edema  of  the  lungs.  Autopsy  showed  the  kidneys  to 
be  in  a  condition  of  acute  parenchymatous  nephritis.  There  can 
be  no  doubt  that  the  diuresis  that  was  brought  about  by  the  opera- 
tion was  of  value  to  the  patient.  Death  was  not  due  to  the  opera- 
tion, but  to  the  fact  that  the  kidneys  were  hopelessly  diseased. 

Ruptured  Extrauterine  Pregnancy  with  Effusion  of  Blood 
into  the  Abdomen. —  {Moiiat.  f.  Gcb.  it.  Gyii.,  Jan.,  1907)  Emil 
Haim  and  Oskar  Lederer  review  twenty-seven  cases  of  ruptured 
extrauterine  pregnancy  seen  at  the  Vienna  Hospital  from  1902  to 
1906.  In  several  of  these  patients  the  diagnosis  of  ruptured  ex- 
trauterine pregnancy  with  hemorrhage  into  the  abdomen  was  not 
made  until  after  operation,  since  there  are  many  difficulties  in 
differentiating  it  from  appendicitis,  and  diseases  of  the  genital 
organs.  The  authors  believe  that  the  increased  frequency  with 
which  extrauterine  pregnancy  is  observed  at  the  present  time  is 
due  rather  to  the  more  accurate  diagnosis  than  to  the  frequency 
of  gonorrhea,  as  is  claimed  by  some  authors.  The  condition  oc- 
curred more  frequently  in  pluripar^e  than  in  primiparse.  Previous 
inflammations  of  the  genital  organs  predispose  to  this  condition, 
such  as  endometritis,  abortion,  placental  adhesions,  or  adnexal 
troubles,  as  well  as  gonorrhea.  Obstructions  of  the  tubes  may 
come  from  any  inflammatory  tube  troubles  as  well  as  occur  in 
congenital  anomalies  of  the  tubes.  Amenorrhea  was  the  rule  in 
these  cases,  while  in  some  there  appeared  to  have  been  an  irregu- 
larity in  the  intervals  of  the  periods,  due  really  to  the  occurrence  of 
abnormal  hemorrhages  supposed  to  be  menstrual.  Manv  authors 
believe  that  during  pregnancy  there  are  regular  periods  of  con- 
traction of  the  muscular  fibers,  and  rupture  of  the  tube  is  apt 
to  occur  at  these  contraction  periods.  The  im.mediate  cause  of  the 
tubal  rupture  is  the  increase  in  size  of  the  ovum,  with  thinning 
of  the  sac  combined  with  contraction  of  the  muscular  walls  of 
the  tube.  Otljers  consider  that  violence,  active  movements  of 
the  mother,  pressure  and  blows  on  the  abdomen  influence  the  time 
of  rupture.  The  increase  of  blood  pressure  at  the  menstrual 
period  may  aid  it.  The  symptoms  are  not  altogether  plain. 
Pallor,  dyspnea,  feeble  pulse,  and  other  symptoms  of  shock  are 
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the  most  important.  The  pulse  is  rapid  and  variable,  the  bleeding 
coming  in  paroxysms,  with  intervals  of  quiet  between.  Tem- 
perature is  apt  to  be  subnormal.  Pain  on  pressure  in  the  ab- 
domen and  tympanitic  dullness  in  the  flanks,  if  present,  are  val- 
uable symptoms.  Examination  of  the  genitals  gives  very  little 
help  after  rupture  has  taken  place.  There  is  generally  a  slight 
hemorrhage  from  the  vagina.  Of  subjective  symptoms,  pain, 
weakness,  and  faintness  are  the  most  valuable.  For  diagnosis  a 
history  of  irregular  menstruation  wath  attacks  of  pain  and  faint- 
ness is  of  value.  This  condition  may  be  mistaken  for  perforative 
peritonitis,  appendicitis,  hemorrhagic  pancreatitis,  or  tuberculosis 
of  the  adnexa.  At  present  the  opinion  seems  to  be  that  instead 
of  doing  an  immediate  operation  it  is  best  to  w^ait  and  see  if  the 
fluid  will  not  become  encysted,  on  account  of  the  great  tolerance 
of  the  peritoneum  for  sterile  blood.  After  the  first  shock  has 
passed  the  chances  for  operation  are  better  than  in  collapse. 

Repeated  Extrauterine  Pregnancy. — L.  GratschofT  {Finska 
Ldkajresallsk.  Handl.,  Tillaggshafte,  iqo6)  records  a  case  of  re- 
peated ectopic  gestation  in  the  left  tube  at  an  interval  of  sixteen 
years,  during  which  the  patient  has  given  birth  to  seven  full-term 
children. 

Extrauterine  Pregnancy  with  Living  Child. — G.  Heinricius 
(Finska  LakaresliUsk.  FlandL,  Tillaggshafte,  1906)  reports  a 
laparatomy  for  extrauterine  pregnancy  performed  only  a  few 
weeks  before  term  by  which  a  living  child  was  secured,  weighing 
at  birth  2,050  grams  and  twenty-six  days  later  3,050  grams. 

Support  of  the  Abdominal  Walls  in  Pregnancy  and  After 
Labor. —  Walther  Clemm  {Zeni.  f.  Gyn.,  Jan.  19,  1907)  refers 
many  abdominal  symptoms  in  women  who  have  borne  children 
to  the  stretching  and  weakness  of  the  abdominal  walls  which 
remains  after  labor  and  is  intensified  by  lifting  the  children  dur- 
ing lactation.  All  sorts  of  gastrointestinal  troubles,  indigestion, 
stasis  of  the  bile  in  the  gall  bladder  producing  gallstones,  consti- 
pation, and  intestinal  obstruction  from  retained  feces,  may  come 
from  the  weakness  of  the  abdominal  walls  which  allow  of  displace- 
ments of  the  abdominal  viscera.  Movable  kidneys  and  gastropto- 
sis  are  among  the  most  common  of  these.  The  pressure  of  the 
abdominal  w-alls  is  necessary  to  the  passage  of  the  gall  along 
the  bile  ducts,  of  the  chyme  into  the  intestine,  and  of  the  feces 
in  the  colon.  The  use  of  bandages  is  often  harmful  since  they 
are  ill-shaped  and  are  worn  too  loose  and  taken  off  at  night.  The 
author  prefers  a  support  made  of  surgeon's  plaster,  put  on  while 
lying  down  immediately  after  labor,  and  well  fitted  so  as  to  sup- 
port the  organs.  The  abdominal  walls  are  epilated,  washed  with 
disinfectants,  and  with  ether  or  alcohol  so  as  tu  remove  all  fat 
before  putting  on  the  strips.  The  patient  supports  the  abdom- 
inal walls  with  both  hands  while  the  strips,  which  are  fixed  first 
in  front  over  the  pubes  and  doubled  at  the  lower  part,  are  drawn 
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backward  and  fixed  in  place  behind.  The  strips  avoid  the  crest 
of  the  ileum  on  the  sides  and  are  fixed  over  the  vertebrae  behind. 
If  the  recti  are  separated  pads  are  placed  under  the  plaster  strips 
so  as  to  bring-  them  together.  This  bandage  can  remain  in  place 
for  from  four  to  six  weeks  and  then,  after  waiting  a  few  days 
for  the  skin  to  rest,  may  be  replaced  by  new  strips,  while  the 
patient  supports  the  abdominal  walls  with  the  hands. 

Prolonged  Pregnancy  and  Its  Indications. — L.  M.  Bossi 
(Gyn.  Riind.,  H.  I.,  1907)  says  that  prolonged  pregnancy  signi- 
fies the  continuance  of  pregnancy  beyond  the  limits  that  are  usual. 
The  fetus  remains  in  the  uterus  longer  than  normal  and.  develops 
beyond  the  normal  limits.  The  weight  of  the  child  is  of  no  diag- 
nostic importance ;  the  last  coitus,  the  last  menstruation,  and  the 
quickening  are  unreliable  periods.  The  author  believes  that  these 
cases  occur  cjuite  frequently  and  form  a  complication  that  is  of 
much  importance.  The  important  points  are  the  length  of  the 
child,  not  its  weight,  the  developnient  of  the  bones,  and  the  hard- 
ness of  the  skull.  The  fetus  is  longer  than  usual,  the  bones  and 
the  skull  are  larger,  and  the  skull  is  less  compressible  than  normal, 
preventing  the  usual  moulding  of  the  head  in  the  descent  of  the 
child.  When  the  pregnancy  continues  more  than  293  or  300  days, 
the  physician  may  expect  a  difficult  extraction.  Some  women 
seem  predisposed  to  prolonged  pregnancies.  Inertia  uteri  is  apt  to 
be  present  in  these  cases.  The  indication  for  treatment  is  the 
artificial  induction  of  labor  when  j^ossible.  When  it  is  too  late 
to  accom])lish  anything  in  this  way  pubiotomy  should  be  per- 
formed. 

Retrocession  of  the  Head  During  the  Period  of  Expulsion. — 
J.  Berthaut  (Jour,  de  Med.  de  Paris,  Jan.  2^,  1907)  reviews  the 
various  theories  advanced  by  different  authors  as  to  the  cause  of 
recession  of  the  head  during  delivery  after  each  exj)ulsive  pain, 
at  the  time  when  the  head  has  reached  the  vulva,  and  advances  a 
theory  of  his  own.  When  the  head  has  reached  the  pelvic  floor 
it  distends  the  perineum  at  each  expulsive  effort,  and  recedes  be- 
tween the  pains,  until  the  neck  has  i)assed  the  lower  border  of  the 
symphysis.  Budin  ascribes  this  to  the  resistance  of  the  vaginal 
orifice,  and  says  that  the  trace  of  blood  on  the  head  shows  that  the 
vaginal  orifice  has  been  torn  a  little  and  the  resistance  b.as  ceased. 
The  author  cites  a  case  in  which  blood  appeared  on  the  head  and 
the  recession  still  continued  after  each  pain.  Smellie  advanced 
the  theory  that  it  was  the  coccyx  which  pressed  into  the  naso- 
frontal sinus  that  prevented  the  recession.  Baudclocque  and 
others  have  noted  that  recession  continues  until  the  parietal 
bosses  have  passed  the  tuberosities  of  the  ischium.  This  is  not 
a  mere  coincidence  but  has  a  relation  of  cause  and  effect.  The 
biparietal  diameter  of  the  head  is  now  in  a  shorter  diameter  than 
it  has  yet  passed  and  cannot  recede.  The  length  of  the  biparietal 
diameter  ex]>lains  why  the  head  has  for  so  long  a  time  been  de- 
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tained  in  tlie  canal,  aiul  its  passage  by  the  tuberosities  explains 
why  it  no  longer  recedes  between  the  pains,  yielding  to  pressure 
by  the  perineum. 

Indications  for  the  Induction  of  Premature  Labor  in  Con- 
tracted Pelvis. — J.  X'eit-Halle  {Beri.  Klni.  Woch.,  Feb.  ii, 
1907)  gives  the  indications  for  the  induction  of  premature  labor 
in  contracted  pelvis  thus :  In  the  ninth  month  of  pregnane}',  when 
the  position  of  the  child  and  the  comjjressibility  of  the  skull  are 
normal,  and  when  the  pelvis  is  so  small  that  a  child  at  full  term 
cannot  be  normally  delivered,  premature  labor  should  be  induced. 
There  is  some  danger  to  the  life  of  the  child  from  premature 
induction,  on  account  of  the  weakness  of  the  premature  child 
and  the  difficulty  of  bringing  it  up.  Both  Cesarean  section  and 
pubiotomy  give  good  results  as  to  the  life  of  the  child,  so,  accord- 
ing to  some  surgeons,  one  of  these  operations  should  be  preferred 
to  premature  labor.  In  pubiotomy  there  are  certain  dangers  to 
the  mother  on  account  of  possible  infection  through  the  wound, 
but  the  subcutaneous  operation  minimizes  these  dangers.  The 
author  therefore  believes  that  we  are  still  justified  in  selected 
cases,  especially  where  the  mother  refuses  to  go  to  a  hospital,  and 
where  the  parents  are  financially  able  to  bring  up  a  premature 
child,  in  inducing  labor. 

Increase  in  the  Size  of  the  Pelvis  by  Pubiotomy, — Edmund 
Waldstein  [Gyn.  Rtiiid.,  H.  i,  1907)  details  experiments  made 
by  him  to  determine  the  amount  of  increase  in  the  pelvic  diameters 
to  be  obtained  by  pubiotomy.  Pelves  were  selected  which  were 
too  narrow,  especially  too  flat,  to  permit  of  delivery  by  the  forces 
of  nature  or  by  the  artificial  means  used  by  the  accoucheur.  The 
driving  force  is  applied  in  the  plane  of  the  conjugate.  The  object 
of  pubiotomy  is  to  widen  the  pelvis  so  as  to  permit  of  the  passage 
of  the  hea(;l.  No  change  in  form  is  sought ;  the  pelvis  is  only 
enlarged  so  as  to  allow  the  head  to  pass.  The  author's  measure- 
ments show  that  there  is  a  not  inconsiderable  increase  in  the 
length  of  the  true  conjugate.  The  pelvis  takes  on  an  asymmetrical 
condition,  the  oblique  diameter  of  the  pubiotimized  side  is  in- 
creased, and  the  symphysis  is  pushed  over  toward  the  other  side. 
All  diameters,  especially  the  anteroposterior,  are  increased.  These 
results  are  true  for  normal  pelves.  The  greatest  interest  attaches 
to  abnormal  pelves,  especially  rachitic  ones.  The  rachitic  pelvis 
differs  from  the  normal  in  that  the  sacrum  is  wider,  and  the 
anteroposterior  diameter  of  the  pelvic  inlet  is  shortened  in  propor- 
tion to  the  lateral  diameter.  This  flattening  shortens  the  true  con- 
jugate. If  the  flattening  is  too  great,  onlv  Cesarean  section  can  be 
of  any  avail,  but  in  lesser  degrees  of  flattening  pubiotomv  will  be 
of  use,  since  the  conjugate- may  be  increased  as  much  as  1.5  centi- 
meters. In  diagonallv  contracted  pelves  it  is  also  of  use  as  well  as 
in  generally  contracted  pelves  with  the  child's  head  of  normal  size. 
In  the  last  case  the  increase  in  all  the  diameters  is  of  value.     If 
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the  head  is  of  unusual  size  in  even  a  normal  pelvis,  and  is  out  of 
proportion  to  the  size  of  the  pelvis,  pubiotomy  will  be  of  little 
avail. 

Second  Pubiotomy  in  the  Same  Patient, — Preller  {Zent.  f. 
Gyn.,  January  12,  1906)  tells  us  that  it  has  been  hoped  that  in 
cases  in  which  one  pubiotomy  has  been  done  there  would  be  nor- 
mal labor  in  case  of  a  succeeding-  pregnancy.  In  symphyseotomy 
there  is  a  permanent  widening  of  the  pelvis,  but  after  pubiotomy 
there  seems  to  be  little  hope  of  any  permanent  enlargement. 
There  is  some  mobility  of  the  bones  soon  after  labor,  but  the 
longer  the  interval  that  elapses  the  harder  becomes  the  callus  and 
there  is  little  if  any  Vv^idening.  Some  cases  have  been  published 
in  which  normal  delivery  of  a  second  child  occurred,  but  such  in- 
fants appear  to  have  been  abnormally  small.  The  author  de- 
scribes a  case  of  his  own  in  which  there  had  been  one  pubiotomy 
in  a  pelvis  with  a  conjugate  of  7.25  cm.  In  the  next  labor,  after 
sixteen  hours  of  strong  contraction,  it  became  necessary  to  do 
another  pubiotomy.  It  was  decided  to  do  the  operation  on  the 
opposite  side  of  the  pelvis  and  extraction  by  version  resulted  in 
the  birth  of  a  living  child  of  small  size.  One  advantage  of  the 
operation  is  that  the  recovery  and  the  puerperal  state  are  so  nearly 
normal  that  the  patient  does  not  dread  a  repetition  of  the  opera- 
tion. In  the  case  of  the  Cesarean  operation  the  patient  manifests 
great  dread  of  pregnancy  and  a  repetition  of  the  operation.  When 
two  pubiotomies  have  been  done  there  is  more  hope  of  a  perma- 
nent widening  of  the  pelvis,  on  account  of  the  large  amount  of 
callus  formed.  It  is  a  question  whether  it  is  better  to  do  the  sec- 
ond operation  on  the  same  or  the  opposite  side.  When  the  blad- 
der has  become  adherent  over  the  site  of  the  first  operation  it  is 
much  easier  to  operate  on  the  other  side.  If  lack  of  nutrition  of 
the  bones  results  from  the  double  operation  it  would  seem  better  to 
do  the  two  operations  on  the  same  side. 

Technique  of  Scopolamin-Morphine  Narcosis  in  Labor — C.  J. 
Gauss  (Zciit.  f.  Gyn.,  January  12,  1907)  says  that  we  do  not  wish 
or  expect  to  obtain  a  complete  unconsciousness  with  scopolamin- 
morphine  in  labor,  but  rather  a  sleep  in  which  there  is  no  feeling 
of  pain  and  no  remembrance  by  the  patient  of  the  labor.  Too 
small  a  dose  simply  gives  a  partial  unconsciousness,  after  which 
the  patient  has  some  recollection  of  what  occurred,  while  if  too 
much  is  given  the  resulting  unconsciousness  will  last  too  long,  or 
may  even  end  in  death.  Between  the  two  lies  a  zone  of  safety  to 
the  patient  which  enables  her  to  go  through  the  trying  ordeal 
without  any  discomfort.  Facility  in  the  technique  is  to  be  ob- 
tained only  by  practice,  since  there  is  an  idiosyncrasy  to  be  con- 
sidered in  every  individual.  Only  an  experienced  observer  can 
judge  perfectly  just  how  much  of  the  drugs  will  give  the  desired 
condition.  The  amount  to  be  given  must  be  based  on  the  ability 
to  notice  what  is  going  on  by  the  patient.     She  should  not  be  con- 
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scious  of  exploration  of  the  genitals,  catheterization,  etc.  It  is 
best  to  inject  at  first  .0003  of  scopolamin  with  .01  of  morphine. 
In  an  hour,  if  the  patient  gives  evidence  of  pain,  we  may  give  a 
second  injection  of  .0003  scopolamin  without  any  morphine.  The 
second  injection  may  not  be  needed.  In  general  the  writer  found 
that  a  dose  of  .0075  scopolamin  was  necessary  to  obtain  the  de- 
sired condition.  In  some  cases  .0009  was  necessary,  while  in 
others  .0045  was  all  that  was  needed.  If  too  many  injections 
are  given  we  shall  get  a  cumulative  effect  from  the  drug,  and  a 
prolonged  unconsciousness  after  delivery.  A  frequent  error  with 
the  beginner  is  to  try  to  force  the  sleep.  If  the  narcosis  is  too 
deep  there  are  weak  pains,  absence  of  reflex  abdominal  pressure, 
and  deep  asphyxia  of  the  child.  Small  doses  not  too  near  together 
give  better  results.  Another  error  is  to  begin  too  soon  with  the 
injections.  They  must  not  be  given  until  the  contractions  are 
frequent,  stron-^  and  painful. 

Scopolamin-Morphine  in  Labor. —  Preller  {Miinchener  Mediz. 
Woch.,  Jan.  22,  1907)  gives  the  results  of  the  use  of  scopolamin- 
morphine  injections  at  the  Mannheim  Maternity.  Out  of  the  last 
1,000  cases  delivered  220  were  given  the  injections,  with  the  best 
of  results  in  most  cases.  The  dose  should  not  be  too  large  and 
the  most  careful  observation  of  the  action  of  the  drugs  should 
accompany  the  injections,  so  as  to  forestall  any  bad  effects  that 
may  occur  in  individual  cases.  After  some  experience  each  case 
may  be  individualized  so  as  to  get  the  best  results.  The  general 
application  of  the  method  should  take  place  only  in  hospitals.  Only 
considerable  experience  will  justify  the  use  of  the  method  in  pri- 
vate practice,  both  on  account  of  the  fears  of  the  relatives  when 
they  see  the  semiconscious  condition,  and  on  account  of  the  con- 
stant necessity  of  trained  oversight  of  the  patient  throughout 
labor.  The  dose  should  be  small  at  first  and  the  intervals  between 
the  injections  should  vary  with  the  effect  of  the  first  injection  on 
the  patient.  The  first  injection  should  be  given  when  the  pains 
have  come  regular  and  moderately  severe,  coming  from  five  to 
seven  minutes  apart.  Begin  with  .000^75  scopolamin  and  .01  of 
morphine,  in  separate  solutions,  mixing  as  needed.  The  patient 
should  sleep  quietly,  not  be  in  a  state  of  narcosis,  and  awake 
enough  at  the  contractions  to  express  some  sense  of  their  pres- 
ence, but  should  not  remember  them  after  labor  is  over.  Two  in- 
jections are  generally  enough,  the  second  without  morphine.  In 
70  per  cent,  of  the  cases  injected  the  desired  sleep  was  obtained. 
Most  of  the  patients  desired  to  take  the  injections  at  the  next 
labo;:.  In  18  per  cent,  the  sleep  was  not  deep,  and  in  12  per  cent, 
the  results  were  not  good  because  labor  ended  too  soon  to  se- 
cure the  sleep.  There  is  a  marked  effect  on  the  heart,  but  is  to 
slow  and  regulate  the  beats  at  first.  Later,  with  too  large  a  dose, 
the  heart  becomes  faster  and  weaker.  The  respiration  is  not  much 
affected,  and  the  kidneys  show  no  signs  of  injury.     There  are 
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redness  of  the  face,  hot  skin,  and  thirst,  in  a  few  cases  headache 
afterward ;  rarely  vomiting.  In  two  cases  there  were  slight  de- 
lirium and  hallucinations.  The  pains  are  made  slower  and  more 
regular,  and  the  voluntary  pressure  of  the  patient  is  lessened  on 
account  of  her  partial  unconsciousness.  The  labor  is  perhaps 
somewhat  slowed,  but  no  protracted  labors  occurred.  Operation 
frequency  was  not  increased.  There  were  no  late  bad  effects,  and 
no  interference  with  lactation.  All  the  children  were  delivered 
alive  except  one.  They  give  one  short  cry  and  then  go  to  sleep 
for  a  half  hour,  when  they  awake  and  cry  naturally.  Slight  skin 
irritation  suffices  to  provoke  respiration.  The  child's  heart  is 
somewhat  slowed,  but  not  weakened  in  most  cases.  Contraindica- 
tions to  the  use  of  the  injections  are  respiratory,  cardiac,  and 
renal  symptoms  present  before  labor;  weak  pains  and  inertia, 
fever,  anemia,  somnolence,  contracted  pelvis,  premature  rupture 
of  the  membranes,  and  eclampsia. 

Hemorrhages  into  the  Central  Nervous  System  in  the  New- 
born in  Labors  Terminated  by  Forceps. —  A.  Couvelaire  (A}in. 
de   Gyn.   et  d'Obst.,  Jan.,   1907)    endeavors  to  show  that  hem- 
orrhages into  the  nervous  substance  that  infiltrate  are  quite  fre- 
quent after  difficult  labors  that  have  been  terminated  by  forceps. 
Their  localization  is  generally  in  the  cerebellum  and  medulla,  in 
contradistinction   to  the   cerebral   hemorrhages   which   appear   in 
weak  premature  infants  that  die  some  days  or  weeks  after  deliv- 
ery.   The  author  has  made  a  study  of  213  autopsies  made  at  the 
Baudelocque  Hospital  in  the  service  of  Pinard,  during  the  last 
four  years.      There    were   seventy   infants    weighing   over    3,000 
grams,  that  is,  well-developed  infants,  and  among  these  were  nine 
cases  of  hemorrhage  in  the  medulla  and  bulbo,  with  or  without 
cerebellar  hemorrhage ;  six  of  these  occurred  after  forceps  opera- 
tions, one  in  a  breech  case  and  two  by  compression  of  the  cord. 
Among  the  premature  infants  and  weak  ones  there  were  eighteen 
cases    of    cerebral    hemorrhages.     The    pressure    in    the    bulbo- 
medullary  hemorrhages  is  produced  by  the  bones  of  contracted 
pelves,  by  the  lower  part  of  the  cervix,  which  is  insufficiently  di- 
lated, and  by  the  perineum.     The  author  makes  a  study  of  six 
cases  occurring  after  laborious  forceps  operations  and  gives  his 
conclusions.     There  was  an  involuntary  but  severe  pressure  on 
the  skulls  of  these  infants  in  the  course  of  forceps  extraction,  the 
process  lasting  from  five  to  forty  minutes.     In  one  infant  there 
was  a  dent  in  the  frontal  region  due  to  pressure  of  the  promontory 
of  the  sacrum,  and  in  one  a  fracture  of  the  sagittal  suture  from 
excessive  biparietal  pressure.     The  author  concludes  that  hem- 
orrhages are  liable  to  occur  when  traction  by  the  forceps  has  to 
act  against  resistance  of  the  bones  or  soft  parts.     These  hem- 
orrhages are  at  a  distance  from  the  seat  of  pressure,  in  the  medulla 
and  bulbar  region.     This  pressure  drives  tlie  basal  ganglia  deeper 
into  the  spinal  canal,  and  the  ganglia  are  often  infiltrated  by  ex- 
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travasated  blood.  Pre-existent  vascular  lesions  due  to  syphilis 
tacilitate  these  hemorrhages  after  slight  pressure  by  forceps'  The 
cerebral  substance  is  exempt  from  these  hemorrhages  in  infants 
tha  are  deliyered  at  full  term.  ^yhiIe  they  occur  in  premature  in- 
fants that  die  soon  after  birth.  In  the  one  case  in  xvhich  there 
was  a  fracture  of  the  skull  there  was  a  cerebellar  hemorrhage 
hllmg  the  arachnoid  cavity  throughout  the  cerebro-spinal  ax?s 
as  wel  as  many  interstitial  hemorrhages  in  the  bulbar  region  and 
cerebellar  hemispheres. 

Twisting  of  the  Cord  About  the  Neck  of  the  Fetus  and  Its 
Results  to  the  Child.— Ernst  Holzbach  {Zent.  f.  Gyn     Jan  s 
1907J  says  that  pure  strangulation  of  the  child  from  traction  on 
the  cord  twisted  about  the  neck  is  very  rare.    The  great  veins  of 
the  cord  he  in  the  hollow  of  the  neck  and  are  protected  by  their 
position  as  long  as  the  head  is  unborn.     At  the  moment  "of  the 
exit  of  the  head  pressure  on  them  may  be  made  by  the  soft  parts 
Most  accouclieurs  cut  the  cord  and  the  child  is 'able  to  breathe 
naturally.     The  chief  danger  is  of  pressure  on  the  cord  bv  the 
force  of  the  contractions  working  against  the  withholding  power 
of  the  uterus.    With  a  short  cord  the  pressure  is  quite  enough  to 
compress  the  veins  fatally.     The  elasticity  of  the  cord  plavs  an 
important  part  here.     The  accumulation  of  carbonic  acid  in  the 
child  s  blood  causes  poisoning,  but  the  moment  that  pressure  is 
relieved  the  elasticity  of  the  cord  reestablishes  circulation    and  if 
the  pressure  has  not  continued  too  long  the  carbonic  acid  is  ear- 
ned away     As  soon  as  the  head  passes  the  vulva  respiration  mav 
be  established.    At  the  moment  when  the  head  passes  out  the  cord 
IS   pressed  against  the   symphysis  and  circulation  may  then  be 
stopped  by  the  shoulders,   the  acceleration  of  the  birth  by  the 
accoucheur   soon   removes   this   pressure.     In   a  number  of  the 
authors  cases  he  noticed  that  during  each  contraction  the  sound 
of  the  heart  was  lost   and  after  it  the  pain  could  again  be  heard. 
The  child  would  be  delivered  without  asphyxia  and  having  aspi- 
rated no  mucus,  but  with  the  cord  about  the  neck,  and  a  coSsircr- 
able  amount  of  blood  would  be  discharged  along  ^vith  the  child 
He  regarded  this  as  due  to  traction  on  the  shortened  cord  bv  the 
descent  of  the  child,  causing  separation  of  a  portion  of  the  pla- 
".t      u.T  .^f  ''^^""^  ^^"-     Should  this  separation  be  extensive 
the  child  might  die  from  lack  of  sufficient  uterine  circulation  to 
keep  It  ahve.     Midwives   should  be  instructed  to  cut  the  cord 
after  the  birth  of  the  head  \yhen  the  cord  is  about  the  neck,  to 
facilitate  respiration. 

Twins  in  a  Single  Amniotic  Sac  with  Twisting  and  Knot- 
ting of  the  Cords.-W.  Piltz  (Zent.  f.  Gyn.,  Jam  12.  1907) 
tells  us  that  a  single  amniotic  sac  common  to  txvins  is  exceedino-lv 
rare.  In  10,600  births  there  were  80  twin  pregnancies,  with  one 
case  of  common  amniotic  sac.  In  the  author's ^case  the  first  twin 
was  born  living;  the  second  was  dead,  the  knotted  cords  hano-ino- 
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down  with  a  hand  into  the  vagina  before  birth.  The  placenta 
showed  no  trace  of  a  partition  between  the  two  cords,  which 
emerged  from  it  very  near  together.  The  cords  were  very  long. 
There  is  some  difference  of  opinion  as  to  the  cause  of  the  absence 
of  a  division  between  the  portions  of  the  amniotic  sac  occupied  by 
the  children.  The  consensus  of  opinion  seems  to  be  that  there 
are  always  in  the  beginning  of  the  pregnancy  two  amniotic  sacs, 
but  that  from  some  cause  the  partition  is  injured  and  then  be- 
comes atrophied  and  disappears.  The  cause  of  the  absorption  is 
variously  given  as  inflammation,  trauma  due  to  injuries  of  the 
mother,  or  excessive  exercises  with  jumping  or  jarring  motions. 
Others  consider  an  unequal  pressure  of  the  fluids  in  the  two 
sacs  as  responsible  for  a  gradual  loss  of  nourishment  in  the  parti- 
tion, ending  in  atrophy.  In  the  author's  case,  as  there  was  no 
trace  of  any  remains  of  the  separating  membrane  it  is  evident 
that  there  must  have  been  some  cause  acting  very  early  in  the 
pregnancy  to  bring  about  the  absorption  of  the  membrane.  The 
length  of  the  cord  and  movements  of  the  mother  facilitated  the 
knotting  of  the  cord  that  was  noticed. 

Surgical  Treatment  of  Puerperal  Pyemia. —  A.  Faix  ( Gaz.  dcs 
Hop.,  Feb;  2,  1907)  says  that  ligation  of  the  veins  of  the  pelvic 
basin  has  been  more  practised  in  other  countries  than  in  France. 
The  form  of  pyemia  that  is  suitable  for  such  treatment  is  a  gen- 
eralized affection  of  puerperal  origin,  diffused  only  by  thromboses 
of  the  veins  of  the  uterus  of  a  septic  nature  and  only  in  such 
cases  is  it  justifiable.  When  the  infection  has  spread  beyond  this 
region  and  metastases  have  occurred,  such  treatment  is  worse 
than  useless.  As  long  as  criminal  abortion  is  as  frequent  as  it 
still  is  we  shall  have  cases  of  puerperal  pyemia  for  which  the 
physician  is  not  responsible.  Bacteriology  has  shown  how  the 
germs  invade  the  uterus,  and  nass  by  way  of  the  sinuses  into  the 
venous  circulation,  creating  endovenous  lesions,  and  favoring  the 
formation  of  a  clot.  This  clot  produces  septic  emboli,  and  on  the 
degree  of  sepsis  depends  the  severity  of  the  disease.  There  is  an 
acute  form  in  which  there  is  no  remission  of  temperature,  with 
numerous  metastases,  frequent  chills,  and  death  soon  followii.g. 
This  depends  on  a  more*  rapid  penetration  and  greater  virulence 
of  the  germs.  Another  more  chronic  form  exists  which  pro- 
gresses more  slowly,  wath  remissions  of  fever,  and  irregular 
chills,  in  which  the  virulence  of  the  agent  is  less,  and  which  is 
more  curable.  The  germs  penetrate  into  the  beginnings  of  the 
utero-ovarian  and  hypogastric  veins  and  form  thrombi,  which 
liquefy,  each  becoming  a  fresh  source  of  infection  by  the  ciicula- 
tion.  Each  new  chill  occurs  with  a  new  seat  of  thrombosis. 
Immediately  after  labor  an  endometritis  appears,  with  slight 
fever ;  then  the  temperature  becomes  normal,  and  some  weeks 
after  labor  the  series  of  chills  begins.  The  only  lesion  in  these 
cases  is  thrombosis  of  the  hypogastric  and  utero-ovarian  veins. 
The  numerous  forms  of  treatment  that  have  been  proposed  have 
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been  unsuccessful  in  putting  an  end  to  the  mortality  of  pyemia 
Ligation  of  the  thrombosed  veins  Avill  form  a  barrier  to  emboli" 
prevent  transmission  of  the  infection  by  way  of  the  veins,  and 
will  enable  us  to  treat  the  original  source  locally.     It  has  been 
successful   m   treating   septic   thrombosis   in   the   lateral   sinuses 
trom  the  ear  and  else^vhere.     A  contraindication  to  operation  is 
the  extension  ot  the  process  into  the  great  veins,  with  suppurative 
periphlebitis,    lymphatic    involvement,    and    severe    mestastases 
Upitz  considers  criminal  abortion  as  an  absolute  indication  for  the 
operation.  _    Severe   infections   occur  after  placenta   praevia,   the 
ground  being  prepared  by  hemorrhage,  and  after  artificial  re- 
hvery  or  manual  extraction  of  part  of  the  placenta.     Appear- 
ance of  complications  gives  diagnostic  aid,  such  as  pulmouarv 
embolism  and  parametritis.     If  the  process  has  existed  for  some 
ime  and  the  system  has  been  able  to  struggle  successfully  for  a 
time  against  the  infection  the  virulence  is  probably  less,  and  opera- 
tion will  be  more  likely  to  be  successful  in  curing.     As  long  as 
the  heart  and  kidneys  are  in  good  condition  operation  mav  be 
done      In  acute  cases  when  the  thrombosis  has  not  been  carried 
tar  there  is  hope  in  operation.     When  there  is  a  hard  cord  run- 
ning from   the  ovary  along  the  infundiblo-pelvic  ligament   the 
spermatic   artery   is   involved.     Absence   of  edema   of  the   Ws 
indicates  that  the  veins  of  the  pelvis  are  not  involved      As  to 
which  side  to  operate  on  we  may  be  guided  by  the  location  of 
tenderness  on  pressure.     The  veins  should  be  ligated,  and  the 
thrombosed  portions  excised,  the  vein  being  denuded  carefully 
and  hgated   with  catgut.     Twenty  cases   of  this   operation   are 
published  by  the  writer.     Of  these,  thirteen  patients   died  and 
seven  recovered.    The  recoveries  were  in  the  more  chronic  cases. 
Prudence  and  circumspection  bid  us  operate  promptly  in  acute 
infections  and  after  some  time  in  chronic  cases,  which  o-iyg  the 
best  results. 

Complications  of  Pregnancy,  Labor  and  Puerperal  State 
Due  to  Wandering  Spleen.— Carl  Heil  {Arch.  f.  Gyn.,  Bd.  91, 
11.  I)  states  that  wandering  spleen  may  be  a  cause  of  complica- 
tions of  pregnancy,  labor,  or  the  nuerperal  state,  although  this 
seems  to  be  rare.  In  pregnancy  such  complications  may  cause 
ditticulty  in  diagnosis.  Symptoms  of  pressure  on  the  various 
abdominal  organs  may  be  troublesome.  Pain  mav  be  a  marked 
symptom.  Extirpation  of  the  spleen  mav  be  done  during  pre<^- 
nancy  without  any  bad  results  to  the  patient,  and  without  inter- 
rupting the  pregnancy.  Torsion  of  the  pedicle  of  the  spleen  may 
cause  severe  symptoms.  During  labor  the  spleen  may  become 
dislocated  into  the  small  pelvis  and  cause  symptoms  due  to  pres- 
sure after  labor.  On  the  other  hand,  as  in  the  author's  case,  no 
untoward  effects  may  be  observed  during  anv  of  these  periods, 
and  deliver}-  may  occur  normally  at  term,  followed  by  a  normal 
puerperal  state. 

Lactation  and  Typhoid  Fever.— AI.  P6hu    {Ami.  de  Med   et 
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Chir.,  March  i,  1907)  describes  observations  made  at  tiie  Hos- 
pital of  Lyons  as  to  the  effect  of  typhoid  fever  upon  lactation, 
and  its  transmissibility  to  the  child  by  nursing-.  It  has  long-  been 
established  that  it  is  not  desirable  to  continue  lactation  during 
the  course  of  the  acute  contagious  diseases,  such  as  scarlatina, 
variola,  and  diphtheria.  But  the  same  has  not  been  established 
for  typhoid  fever.  He  bases  his  conclusions  on  five  cases  of 
typhoid  fever  in  nursing  women,  all  of  which  recovered  without 
any  especial  severity  of  the  disease,  the  convalescence  occurring 
at  the  usual  time,  and  no  unusual  weakness  being  manifested. 
Lactation  seemed  to  do  no  harm  to  either  mother  or  child.  The 
use  of  cold  baths  is  not  contraindicated  by  lactation.  The  amount 
of  milk  is  not  much  diminished  by  the  fever,  and  continues  for  a 
sufficiently  long  period  to  enable  the  child  to  be  weaned  at  the 
I)roper  time.  None  of  the  children  had  any  disturbances  that 
could  be  ascribed  to  the  typhoid  fever,  although  one.  in  whose 
mother's  milk  there  was  a  Widal  reaction,  presented  a  very  slight 
reaction  of  ag,glutination.  The  normal  mammary  gland  seems  to 
present  a  good  filter  to  bacteria,  since  they  do  not  pass  from  the 
circulation  into  the  milk  unless  the  epithelium  of  the  glands  has 
been  injured  by  disease. 

Twelve  Cases  of  Mastitis  Treated  by  Suction  Apparatus. — 
Fr.  Hartmann  {Mi'inch.  Med.  W'och.,  Feb.  5,  1907)  details  the 
treatment  of  twelve  cases  of  mastitis  of  various  degrees  of  severity 
by  means  of  Bier's  suction  apparatus,  with  excellent  results.  He 
states  that  the  bad  results  reported  under  such  treatment  are  due 
to  failures  in  technique.  One  mistake  that  is  made  is  the  use  of 
too  small  a  bell  glass.  The  glass  should  be  twelve  or  fifteen  centi- 
meters in  diameter,  and  should  cover  almost  the  whole  breast. 
A  small  incision  should  be  made  over  the  abscess  if  pus  has 
already  formed,  since  suction  alone  will  not  cause  a  collection  of 
pus  to  be  absorbed.  If  pus  has  not  yet  formed  the  focus  may 
be  dissipated.  If  too  small  a  glass  is  used  severe  pain  will  be 
produced  and  irritation  of  the  focus  of  infection.  The  sitting 
should  be  about  one-half  hour  in  length,  and  suction  should  be 
applied  for  five  minutes  at  a  time,  with  three  to  five  minute 
pauses  between,  and  reapplications  .should  be  made  four  to  five 
times.  Milk  should  be  emptied  out  of  the  gland  afterward  by  a 
small  glass.  The  sound  breast  should  be  nursed  by  the  infant. 
Another  mistake  that  may  be  made  is  leaving  off  the  treatment 
too  soon,  when  a  new  focus  may  be  produced,  or  a  return  at  the 
old  focus  take  place.  The  results  of  treatment  should  be  relief 
of  pain  and  fever,  disappearance  of  fresh  foci  without  incision 
in  three  to  five  days.  If  pus  has  formed,  with  incision,  <-hey 
should  heal  in  one  or  two  weeks,  more  quickly  than  under  any 
other  surgical  treatnicnt.  The  cosmetic  results  are  good.  The 
subacute,  indurated  forms  are  not  suitable  for  suction  treatment, 
but  are  better  treated  by  pressure  and  massage.  Old  cases  which 
have   ruptured   spontaneously   are   longest   in   healing.      Suction 
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sLCbses    neal    rapidly    by    absorption    of   the    infiltratinn        \      . 
processes  soon  become  less  marked.     Dra  L^fs  General K 

may  act  as  a  protection  agaL't  hlfSon,  or  supprtrood'S^H  v 
emorrhage.    In  infectious  diseases  occi,;  the  "?eatest  chan"  •    K 

e=tfitif to-?.el  p-s  7i-  f'n  'T  "■"' 

tion  in  the  number  of  "^eukocv^;    ?^,ese   "  , vin^'^J    "■'"' ™"'" 
.8000  in  dm-eren.  cases  and  at  chieferrrper  Xfn     ^ani^ase" 

I'^or^rtL^^T'LtTrnr.c''  ^r  r^'^ 

tion  both  affect  the  blood  ch  ^g    .    ?n  t  ise  caseTinlvhil-'h  rb^" 

;:uL-s%";!r.s:rf re4r  ot  i-"i^-^^ 

from  18,000  to  28,000  leutocvte      \:io;.rt°h  'rV  f  "',"  T"' 

a^l    recovered       Qualitative    and    quantitative   leuSe    d^^e 
took  place,  indicating  the  power  of  the  serum  for  ^ood      Thfr; 
uas  an  increase  of  leukocytes  which  reached  its  helghfin  Three 
to   five   days       The   mononuclear    leukocNtes    were    hicrea^ed     n 
number,   and  this   indicated   the  benefit  of  the  iniec   on       Yen 
trophiles  were  also  increased.  e  injection.     Aeu- 
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GYNECOLOGY  AND  ABDOMINAL  SURGERY. 

Administration  of  Alcohol  in  Gynecology  and  Obstetrics. — 

A.  Theilhaber  {Miinch.  med.  Woch.,  Jan.  22,  1907)  considers 
the  internal  use  of  alcohol  in  g\'necology  and  obstetrics  as  not 
only  valueless,  but  harmful  to  the  patient.  It  gives  the  woman 
who  is  pregnant  only  a  false  strength,  and  its  use  is  the  means 
of  producing  the  drink  habit  in  many  mothers  who  previously  did 
not  use  it.  The  children  of  drinkers  are  apt  to  be  stupid,  and 
it  is  found  that  in  the  heredity  of  idiocy  and  crime  alcoholism 
in  the  mother  bears  a  prominent  part.  Given  at  the  time  of 
labor  it  has  the  effect  of  lessening  the  force  of  contraction  and 
increasing  hemorrhage.  Used  in  septic  conditions  it  prevents  the 
formation  of  the  antibodies  that  antagonize  the  poisons  of  the 
'disease.  Large  doses  of  alcohol  weaken  the  power  of  the  heart 
muscle.  Alcohol  increases  genital  hyperemia  and  is  harmful  in 
combating  anemia  after  hemorrhage.  In  nursing  women  it  does 
not  increase  the  amount  of  milk,  as  has  been  thought,  but  rather 
diminishes  it.  It  should  be  forbidden  in  young  girls,  owing  to  the 
genital  hyperemia  that  it  causes.  The  same  is  true  of  all  forms 
of  increased  menstrual  flow,  whether  at  the  menopause  or  earlier. 
It  increases  hemorrhage  in  myomata  and  chronic  metritis,  and 
secretion  in  salpingitis,  endometritis,  and  vaginitis.  It  has  an 
unfavorable  influence  in  gonorrhea  and  facilitates  the  occurrence 
of  general  paralysis  in  the  syphilitic  patient.  Its  influence  is  un- 
favorable in  neurasthenia  and  hysteria,  as  well  as  in  all  the  symp- 
toms of  the  menopause.  It  is,  therefore,  to  be  omitted  in  all 
gynecological  and  obstetrical  treatment  with  advantage  to  the 
patient. 

Rachistovain  and  Scopolamin  in  Laparotomy. — M.  Chaput 
{La  Prcsse  Med.,  Feb.  23,  1907)  has  operated  on  215  patients 
during  the  year,  of  which  thirty  were  laparotomies,  under  stovain 
and  scopolamin  anesthesia,  with  excellent  results.  He  concludes 
that  scopolamin  injected  previous  to  lumbar  anesthesia  with  sto- 
vain combined  with  a  small  amount  of  cocain  will  give  perfect 
anesthesia,  without  nervous  disturbance,  accompanied  by  natural 
sleep,  the  numbness  reaching  upward  to  the  middle  of  the  ster- 
num, and  permitting  any  laparotomy  to  be  performed.  The 
after  effects  are  good,  there  is  seldom  any  vomiting;  the  patient 
may  drink  and  take  food  almost  immediately ;  there  is  no  shock ; 
and  albuminuria  is  unknown.  There  are  no  fatalities  under  this 
method  of  procedure.  In  the  beginning  the  author  used  only 
stovain-cocain,  but  the  patients  suft'ered  from  nervous  agony, 
and  had  an  unpleasant  impression  of  the  operation.  With  the  use 
of  one-quarter  of  a  milligram  of  scopolamin  injected  one  hour 
before  the  puncture,  a  pleasant  sleep  is  brought  about,  which 
leaves  only  pleasant  impressions  in  the  patient's  mind,  while  it 
allows  of  arousing  the  patient  easily  when  desired  by  speaking 
to  her.     The  bowels  move  spontaneously  on  the  second  day,  and 
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in  six  days  the  patient  is  able  to  be  up.  The  scopolamin  increases 
the  depth  and  extent  of  the  anesthesia,  and  the  stovain  increases 
the  hypnotic  effect  of  the  scooolamin. 

Grafting  of  New  Growths. — H.  Hartmann  and  P.  Lecne 
(Aim.  de  Gyii.  et  d'Ohst.,  Feb.,  1907)  say  that  cases  of  the  graft- 
ing of  new  growths  are  not  frequently  recorded,  but  that  it  un- 
doubtedly exists.  He  gives  histories  of  four  cases  observed  by 
himself.  In  one  the  grafting  occurred  from  a  cancer  of  the 
cervix  to  the  vagina,  in  the  posterior  cul-de-sac.  The  growth 
was  not  of  the  type  of  pavement  epithelium  that  we  should  ex- 
pect in  the  vaginal  wall,  but  was  of  the  same  tissue  as  that  on 
the  cervix,  that  is,  a  cylindrical  epithelioma.  The  three  other 
grafts  occurred  after  surgical  operations,  each  reproducing  the 
same  type  as  the  original  growth  that  had  been  removed.  The, 
author  concludes  that  both  epitheliomata  and  benign  growths 
may  be  grafted  accidentally  or  by  surgical  operation  on  a  new 
region.  In  operating  on  a  neoplasm  it  is  necessary  to  reject 
any  instrument  that  has  entered  the  growth,  and  to  remove  the 
growth  entire  whenever  possible.  All  bleeding  surfaces  must 
be  protected  during  the  operation  and  cauterized  when  there 
may  have  been  infection. 

The  Gonococcus  in  the  Female. — Janet  {Gaz.  de  Gyn.,Yth. 
15,  1907)  says  that  the  vagina  offers  a  large  surface  that  would 
act  as  an  excellent  culture  medium  for  the  gonococcus,  but  that 
at  the  same  time  it  is  rarely  the  point  of  infection.  The  germ 
passes  by  this  obvious  location  and  enters  the  glands  of  Bartholin, 
the  urethra,  uterus,  or  tubes.  In  woman,  who  is  unable  to  see 
her  genital  organs  and  is  accustomed  to  some  discharge  of  a  leu- 
corrheal  nature,  a  moderate  discharge  is  passed  by  as  only  nor- 
mal, and  so  the  infection  goes  on  untreated,  to  become  chronic. 
When  the  diagnosis  is  made  the  treatment  attacks  the  uninfected 
vagina  by  injections  and  does  not  reach  up  to  the  real  seat  of 
the  discharge  in  the  uterus  or  tubes.  In  the  immense  majority  of 
cases  the  gonococcus  goes  on  unhindered.  Women  are  much  more 
easily  infected  than  men,  and  generally  g'ain  the  disease  at  the 
first  contact  with  an  infected  male.  The  use  of  an  immediate  in- 
jection to  wash  away  the  poison  is  useless  in  most  cases  because 
the  infection  has  been  carried  up  to  the  highest  portion  of  the 
vagina  and  has  passed  beyond  the  reach  of  the  injection.  We 
generally  see  these  cases  in  the  chronic  stage,  but  the  patient  can 
give  a  history  of  much  suffering  at  some  period  which  she  did  not 
know  was  from  gonorrheal  infection.  The  discharge  lessens  and 
becomes  less  virulent  for  the  patient,  but  is  easily  lighted  up  by 
fatigue,  traumatism,  or  the  menstrual  flow.  It  is  all  the  time 
virulent  to  others.  After  several  contacts  with  those  possessing 
the  disease  the  woman  or  man  becomes  vaccinated  toward  it,  and 
a  new  contact  produces  no  effect.  Yet  they  are  just  as  contagious 
to  others.     This  is  the  reason  why  men  who  have  passed  bv  the 
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stage  of  infecting  their  mistresses  consider  themselves  in  a  con- 
dition to  marry.  Yet  they  at  once  infect  the  wife  who  has  never 
acquired  any  immunity  to  the  germs.  Prostitutes  have  ali  had 
gonorrhea  at  some  time,  but  they  have  become  immune  to  it,  and 
as  the  men  are  also  immune  they  fail  to  infect  them  also.  In  these 
prostitutes  there  are  few  germs,  and  a  superficial  injection  suf- 
fices to  wash  them  away.  This  is  the  reason  they  do  not  always 
infect  men.  The  use  of  potassium  permanganate,  carried  into  the 
infected  regions  with  proper  applicators,  will  soon  cure  the  dis- 
ease when  chronic. 

Preventive  Surgery  in  Epithelioma  of  the  Mammary  Gland 
and  Appendix. — L.  Longuet  {Prog.  Med.,  Feb.  2,  1907)  says 
that  certain  organs,  when  they  have  lost  their  physiological  func- 
tion, undergo  atrophy  and  are  liable  to  take  on  malignant  degen- 
eration. Such  is  the  mammary  gland  after  the  menopause.  It  is 
so  connected  with  the  uterus  in  function  that  it  then  also  under- 
goes atrophy.  The  author  suggests  that  we  might  be  justified  in 
doing  a  sort  of  surgical  vaccination  to  prevent  mammary  cancer, 
by  a  subcuta.neous  removal  of  the  gland  elements,  and  thus  pre- 
vent the  possibility  of  malignant  disease  in  the  gland.  Either 
cancer  is  a  general  disease  with  local  manifestations,  and  requires 
serotherapy  and  constitutional  treatment,  or  it  is  a  local  disease, 
and  can  be  cured  by  removal  if  this  is  accomplished  soon  enough. 
The  author  leans  to  the  last  opinion.  But  the  surgeon  seldom 
meets  with  the  mammary  cases  until  they  have  reached  an  ad- 
vanced stage,  and  it  is  difficult  to  remove  all  the  diseased  tissues. 
Its  insidious  approach  does  not  lead  the  ])atient  tc.  the  physician 
in  time  for  a  preventive  operation.  If  operation  could  be  done 
before  the  evolution  of  malignancy,  or  in  all  cases  that  were 
even  suspicious  of  degeneration,  we  could  lessen  by  many  the 
recurrences,  which  are  now  estimated  at  from  20  to  40  per  cent, 
of  all  cases  operated  on.  In  like  manner  many  appendices  that 
are  examined  after  operation  are  found  to  be  atrophied.  They 
are  hard,  small,  fibroid,  and  contain  within  them  islands  of  epi- 
thelium that  remain  from  the  lining  of  the  organ,  and  that  are 
apt  to  undergo  cancerous  degeneration.  .\  preventive  surgical 
operation  undertaken  after  forty  years  of  age,  when  the  ap- 
pendix atrophies,  would  put  an  end  to  the  possibilities  of  malig- 
nant disease  of  the  appendix.  There  are  some  weighty  objections 
to  such  a  procedure.  One  is  that  there  are  many  appendices  and 
mammary  glands  that  never  degenerate,  and  that  it  would  be 
undesirable  to  operate  on  all  persons  to  prevent  the  possible  can- 
cer. P)Ut  not  all  persons  have  smallpox,  and  yet  vaccination  has 
become  general  to  prevent  it.  So  surgical  vaccination  might  be 
popularized  for  cancer. 

Abnormal  Conditions  of  the  Vermiform  Appendix. — A.  P. 
Ik'ineck  (Mobile  Med.  and  Suri;;.  Jour..  Jan..  Hpj)  bases  his 
pa]ier  on  3.750  consecutive   autopsy  records  of  the  Cook  ('ount\ 
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Hospital,  made  between  January  i,  1893,  and  November  30,  1906. 
In  533  of  these  cases  the  appendix  was  found  adherent  to  neigh- 
boring- structures.  He  says  that  it  is  almost  always  an  intra- 
peritoneal organ ;  exceptionally,  it  is  extraperitoneal,  and  then, 
usually,  only  partly  so.  It  has  been  found  in  nearly  every  portion 
of  the  abdominal  or  pelvic  cavities.  It  may  form  the  contents  or 
part  of  the  contents  of  a  hernial  sac,  where  it  is  not  immune 
from  the  lesions  to  which  it  is  subject  when  normally  located.  It 
may  be  adherent  to  any  intraperitoneal  organ  or  structure.  Ap- 
pendiceal adhesions  may  or  may  not  be  associated  with  symp- 
toms. It  may  be  adherent  to  some  extraperitoneal  structures,  kid- 
ney, retrocolic  cellular  tissues,  etc.  Pathological  conditions  have 
been  found  which  seem  to  indicate  that  inflammations  can  ex- 
tend from  it  to  neighboring  organs  and  structures  to  which  it  is 
adherent,  and  vice  versa.  In  the  diagnosing  of  obscure  abdominal 
and  pelvic  conditions,  the  probability  of  a  previous  or  of  an 
existing  appendicitis  must  be  considered.  Pus  may  be  present 
within  the  cavity  of  the  appendix,  within  the  walls  of  the  ap- 
pendix, or  the  condition  of  periappendiceal  abscess  may  occur. 
Inflammation  of  the  appendix  may  terminate  in  resolution,  in 
adhesion  formation,  in  obliteration  of  the  appendix  (partial  or 
complete),  in  interstitial  thickening,  in  gangrene,  ulceration,  ainl 
perforation  of  the  organ ;  may  terminate  in  suppuration.  One 
attack  of  appendicitis  predisposes  to  other  attacks,  until  complete 
obliteration  of  the  lumen  of  the  appendix  has  taken  place.  The 
condition  of  supernumerary  appendix  does  not  occur.  Congeni- 
tal absence  of  the  appendix,  if  it  occurs,  is  so  infrequent  as  to  be 
ignored,  from  a  clinical  standpoint.  The  appendix  may  vary  in 
length  from  1-2  cm.  to  26  cm.  The  lodgment  of  foreign  bodies 
in  the  lumen  of  the  appendix  is  an  infrequent  occurrence,  only 
two  cases,  excluding  enteroliths,  having  been  observed  in  3,750 
cases.  Neoplastic  disease  of  the  appendix  is  uncommon.  Neo- 
plasms of  the  appendix  are  probably  almost  always  secondary, 
either  by  continuity  or  contiguity  of  tissue,  or  by  vascular  trans- 
plantation. This  organ  may  be  the  seat  of  lesions  of  the  same 
nature  as  can  occur  in  other  portions  of  the  alimentary  canal,  viz. 
typhoidal,  tuberculous,  actinomycotic,  dysenteric,  etc.  Tuber- 
culous appendicitis  is  almost  always  secondary.  The  lessened 
frequency  during  the  last  decade  of  diflfuse  suppurative  peritonitis 
following  operations  for  appendicitis  is  due,  first,  to  more  exact 
diagnosis  ;  second,  to  earlier  operation  :  third,  to  excision  of  the 
appendix  and  of  its  mesentery  in  cases  not  complicated  bv  peri- 
appendical  abscess ;  fourth,  to  better  and  more  perfect  technique 
on  the  part  of  the  operator,  limiting  the  surgical  intervention  in 
cases  of  periappendical  abscess  to  incision,  evacuation,  and  drain- 
age of  the  pus  cavity  if  the  appendix  is  not  easily  accessible.  If 
the  appendix  is  easily  accessible  it  should  be  removed  at  the  pri- 
mary operation. 
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Tubercular  Hypertrophy  and  Stenosis  of  the  Urethra  in  a 
Woman. —  Henri  Rartmann  {Aim.  de  Gyn.  et  d'Obst.,  Jan., 
1907)  demonstrates  by  the  history  of  a  case  observed  by  himself 
the  existence  of  the  rare  condition  of  stenosis  of  the  urethra  in 
a  female  subject,  due  to  tuberculosis  of  that  organ.  The  patient, 
a  woman  27  years  of  age,  had  suffered  for  six  years  from  fre- 
quent and  painful  micturition,  and  had  received  all  sorts  of  medi- 
cal and  surgical  treatment  without  relief.  Examination  showed  a 
mass  of  granulations  about  the  urethral  orifice  which  almost  en- 
tirely closed  the  meatus.  There  was  only  a  very  small  opening, 
which  was  located  in  the  middle  of  the  trumpet-shaped  orifice. 
Excision  of  the  lower  portion  of  the  urethra  and  suture  of  the 
mucous  membrane  of  the  urethra  to  that  of  the  surrounding  sur- 
face of  the  vulva  resulted  in  a  complete  cure.  Examination  of  the 
tissue  removed  showed  a  typical  tubercular  structure,  though  no 
tubercle  bacilli  could  be  demonstrated  in  it.  Inoculation  of  guinea 
pigs  produced  death  with  typical  tuberculosis  of  the  tracheo- 
bronchial glands.  This  case  shows  the  occurrence  of  stricture  of 
the  female  urethra  without  any  cicatricial  process  as  its  cause,  and 
should  lead  to  a  careful  study  of  troubles  of  micturition  in  women, 
with  a  hope  of  finding  such  strictures  more  frequently  than  has 
been  believed  possible.  This  form  of  tuberculosis  is  comparable 
to  lupus  on  the  skin. 

Wandering  of  a  Gauze  Drain  into  the  Bladder  after  Lapa- 
rotomy.— W.  Stoeckel  (Zeiit.  f.  Gyn.,  Jan.  5,  1907)  describes  a 
case  of  vesical  fistula  in  the  opening  of  which  there  was  seen  a 
foreign  body  when  cystoscopic  examination  was  made.  The  pa- 
tient had  undergone  a  laparotomy  for  gonorrheal  disease  of  the 
adnexa,  and  had  been  transferred  from  one  hospital  to  another 
before  the  wound  was  healed,  on  account  of  the  closing  of  the 
hospital  which  she  had  first  entered.  By  the  change  of  physician 
it  was  lost  sight  of  that  a  piece  of  the  gauze  drain  had  not  been 
removed.  The  patient  left  the  hospital  with  a  fistulous  opening  in 
the  abdominal  wound,  and  there  was  always  some  soreness  in  the 
abdomen.  The  fistula  led  down  to  the  left  side  of  the  vagina. 
In  order  to  close  it  a  solution  of  silver  nitrate  was  injected  and 
milky  urine  soon  appeared  from  the  bladder.  Cystoscopic  ex- 
amination showed  that  there  was  an  opening  into  the  bladder 
from  which  threads  could  be  seen  swinging  in  the  urine.  It  was 
thought  that  a  ligature  had  been  left  in  and  had  worked  its  way 
down  to  the  bladder.  A  forceps  was  introduced  into  the  blad- 
der and  with  some  difficulty  a  strip  of  iodoform  gauze  twenty- 
one  centimeters  long  was  removed.  There  was  no  true  cystitis 
and  the  healing  of  the  fistula  was  rapid.  A  foreign  substance  left 
in  the  abdomen,  if  sterile,  can  remain  there  for  some  time  with- 
out exciting  inflammatory  action.  The  gauze  had  worked  down 
to  the  neighborhood  of  the  bladder,  through  whose  wall  a  small 
opening  into  the  bladder  had  been  torn  in  separating  adhesions 
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from  the  bladder.  The  peristaltic  action  of  the  bladder  muscle 
had  drawn  it  partly  into  the  bladder,  where  it  had  remained 
fixed  and  had  become  covered  with  salts. 
.  Symptomatology  and  Early  Diagnosis  of  Cancer  of  the 
Cervix.— Polosson  {Ua::.  dc  Gyn.,  Feb.  i,  1907)  tells  us  that 
cancer  of  the  cervix  occurs  at  an  earlier  age  than  that  of  the 
body.  The  earliest  seen  by  him  was  at  the  age  of  twenty-one 
years.  It  is  most  frequent  in  women  from  forty  to  fifty  years  old. 
In  multiparae  it  is  more  frequent  than  in  nulliparae,  tears  of  the 
cervix  seeming  to  predispose  to  cancer.  After  the  menopause 
cancer  should  be  suspected  if  hemorrhage  occurs ;  before  the 
menopause  if  there  is  irregular  bleeding.  Hemorrhage  occurs 
especially  as  a  result  of  connection,  after  violent  exertion,  def- 
ecation or  a  simple  douche.  A  serous  discharge  tinged  wirh 
red  next  appears.  Later,  when  ulceration  occurs,  the  discharge 
becomes  fetid.  Pain  appears,  when  the  periuterine  tissues  are 
invaded,  from  compression  of  nerve  trunks  of  the  pelvis  or 
branches  in  the  broad  ligament.  When  fetid  discharge  and  pain 
occur  it  is  already  too  late  to  operate.  At  first  there  is  no 
effect  on  the  general  health  of  the  patient.  Even  in  advanced 
cases  there  may  be  good  appetite,  and  color  and  flesh  may  be 
retained.  Early  diagnosis  depends  on  examination  of  every  pa- 
tient who  has  irregular  hemorrhages.  Vaginal  touch  may  show 
vegetations  of  the  cervix,  vascular  and  friable,  or  ulcerated, 
bleeding  when  touched.  The  cervix  is  increased  in  size,  hard, 
and  injfiltrated  in  some  cases,  while  the  ulceration  is  in  the  cer- 
vical canal.  The  uterine  cavity  should  be  explored.  A  fragment 
removed  may  be  examined  to  confirm  the  diagnosis.  Immvidiaic 
operation  alone  will  save  the  patient. 

Spontaneous  Extrusion  of  a  Carcinomatous  Uterus  after 
Cauterization  with  Chloride  of  Zinc. — Albert  Blau  {Zent.  f. 
Gyn.,  Jan.  26,  1907)  records  a  case  of  carcinoma  of  the  uterus 
which  had  invaded  the  entire  body  of  the  organ  and  part  of  the 
cervix,  while  there  was  purulent  involvement  of  the  adnexa  on 
one  side,  and  infiltration  of  the  broad  ligaments.  The  uterus  was 
tamponed  with  gauze  soaked  in  a  solution  of  chloride  of  zinc, 
after  draining  the  pus  tube,  and  the  cervix  was  freely  painted 
with  zinc  chloride.  Eight  days  after  the  application,  without  any 
pain  felt  by  the  patient,  the  uterus  was  found  to  have  become 
detached  and  to  be  presenting  in  the  vagina.  It  was  removed 
in  a  necrotic  condition,  and  on  examination  it  was  found  that  in  its 
place  remained  a  thin  walled  sac  through  which  could  be  felt  coils 
of  intestines.  Some  days  after,  it  was  found  that  this  sac  had 
contracted  to  small  dimensions  and  the  patient  went  on  to  an 
uninterrupted  recovery.  Whether  there  would  be  a  recurrence 
of  the  growth  in  the  infiltrated  broad  ligaments  it  was  as  yet  too 
early  to  say.  The  patient  was  entirely  relieved  for  the  time  from 
all  her  bad  symptoms.     This  is  a  happy   result  of  the  use  of 
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chloride  of  zinc  that  cannot  always  be  expected,  as  severe  cauter- 
ization often  results  in  sloughing  and  septic  poisoning. 

Treatment  of  Cancer  of  the  Cervix. — Joseph  Godart  {La 
Policlin.,  Jan.  15,  1907)  discusses  the  treatment  of  cancer  of  the 
cervix.  Most  recurrences  take  place  in  the  neighobring  glands, 
showing  that  enough  tissue  has  been  removed.  Operation  should 
be  more  thorough  and  all  possible  diseased  tissues  should  be 
excised.  Early  examination  and  diagnosis,  a  conviction  of  the 
curability  of  cancer  by  early  operation,  and  more  gynecological 
knowledge  will  lead  to  more  good  results.  The  author  believes 
that  abdominal  hysterectomy  gives  better  results  than  vaginal. 
Mortality  by  it  is  less,  and  the  field  of  operation  can  be  better 
disinfected.  It  is  better  to  curette  away  all  fungosities  at  a  pre- 
liminary operation,  so  that  there  shall  be  less  edematous  in- 
filtration at  time  of  the  main  operation  and  better  antisepsis. 
This  should  be  done  one  week  before  operation.  Laparotomy  en- 
ables the  surgeon  to  judge  better  of  the  condition  of  the  adnexa, 
extent  of  the  disease  upward,  condition  of  the  ureters,  intestine, 
and  bladder.  Above  all,  when  operation  is  useless  it  may  be 
confined  to  exploratory  incision.  Fifty-six  per  cent,  of  cases  may 
be  operated  on  through  the  abdomen,  thirteen  per  cent,  only  by 
the  vaginal  route.  Contraindications  are  anemic  cachexia  in  old 
subjects,  albumin  in  urine,  uremia,  edema  of  the  legs.  Locally, 
extension  to  the  vagina  permits  operation,  while  that  to  bladder 
contraindicates  it.  Hydronephrosis  or  pyonephrosis  due  to  in- 
vasion of  the  ureter  prevents  operation.  When  the  uterus  is 
little  deformed  and  movable  vertically  it  shows  little  involve- 
ment of  the  parametrium.  The  infiltration  of  the  ligaments  may 
be  chiefly  inflammatory.  With  involvement  of  the  glands  along 
the  iliacs  to  the  aorta  no  operation  is  admissible.  Recurrences 
locally  are  rapid.  The  broad  ligaments  are  invaded  in  two-thirds 
of  all  cases,  and  should  be  thoroughly  removed.  The  glands  may 
be  swollen  while  not  infected.  The  first  to  be  involved  are  the 
uterine,  sacral,  iliac,  and  hypogastric.  Next  come  the  lumbar 
glands ;  last  the  inguinal  and  peri-inguinal.  The  parametrium  is 
involved  in  seventy  per  cent,  of  all  cases ;  the  glands  in  twenty 
per  cent.    The  parametrium  should  be  removed  at  every  operation. 

Surgical  Treatment  of  Cancer  of  the  Cervix. — J.  L.  Faure 
{La  Fresse  Med.,  March  2,  1907)  believes  that  we  should  not 
make  the  statement  that  cancer  of  the  cervix  is  incurable,  in  view 
of  the  many  cases  that  have  remained  cured  for  a  considerable 
period  after  operation.  He  thinks  that  the  vaginal  operation  for 
cancer  of  the  cervix,  which  does  not  enable  us  to  remove  enough 
of  the  pelvic  tissues  to  prevent  recurrence,  has  cast  discredit 
on  operation  for  this  condition.  The  vaginal  operation,  although 
simple,  is  altogether  inadequate.  The  author  has  made  use  of 
the  abdominal  route  for  ten  years,  and  has  succeeded  in  obtain- 
ing a  definite  cure  in  a  sufficient  number  of  cases  to  justify  the 
statement  that  cancer  of  the  cervix  is  curable  by  surgical  means. 
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He  makes  a  very  wide  dissection  in  the  paracervical  tissues  and 
the  parametrium,  but  does  not  remove  all  the  pelvic  glands. 
The  operation  should  be  done  as  soon  as  the  diagnosis  is  made, 
which  is  unfortunately  late,  owing  to  the  insidious  approach  of 
the  disease  which  does  not  bring  the  patient  to  the  physician 
until  the  disease  is  advanced. 

Abdomino-Pelvic  Orthopedics. — Honore  Soulie  (Arch.  Prov. 
de  Chir.,  Jan.,  1907)  calls  our  attention  to  the  long  train  of 
symptoms  manifested  in  patients  who  sufifer  from  displacement 
of  the  abdominal  viscera.  These  are  digestive  troubles,  constant 
sense  of  fatigue,  headache,  vertigo,  insomnia,  irritability,  melan- 
choly, and  loss  of  flesh.  These  are  evidences  of  an  advanced 
neurasthenia,  resulting  from  the  dragging  of  displaced  organs. 
There  may  be  simple  stretching  of  the  abdominal  walls,  or  ptoses 
of  various  organs,  and  the  association  of  multiple  grave  lesions. 
The  equilibrium  of  the  viscera  is  maintained  by  the  folds  of 
peritoneum,  and  by  the  pressure  of  tension.  The  latter  is  the 
result  of  the  intraintestinal  tension  and  the  functional  energv  of 
the  abdominal  walls.  These  walls  by  their  movements  exercise 
an  auto-massage  on  the  splanchnic  organs,  which  aids  in  keep- 
ing up  their  functions.  They  have  an  important  effect  on  the 
intra-abdominal  circulation.  They  empty  the  pelvic  plexuses  like 
an  aspirating  pump,  and  prevent  congestions  that  are  injurious 
to  the  pelvic  organs.  The  effect  on  the  general  health  results 
from  the  effect  on  the  great  sympathetic  system  and  the  arterial 
trunks  of  the  abdomen  and  pelvis.  Visceral  displacements  add  to 
the  dragging  on  these  organs.  All  these  eft'ects  are  lost  when 
the  abdominal  walls  are  distended.  The  author  believes  that  this 
condition  should  be  treated  surgically,  by  whatever  operations 
are  necessary  to  replace  all  the  viscera  and  close  all  ruptures. 

Uterine  Fibroma  Complicated  by  Grave  Anemia. — Paul 
Petit  {Gaz.  des  Hop.,  Feb.  14,  1907)  says  that  when  a  patient 
suffering  from  fibroma  uteri  is  in  a  good  general  condition  she 
should  recover  from  operation.  But  if  she  is  exsanguinated  from 
repeated  and  severe  hemorrhages  she  may  succumb  from  lack  of 
sufficient  vitality  to  survive  the  shock  and  strain.  If  she  be  near 
the  menopause  an  operation  is  indicated  only  by  serious  and  press- 
ing symptoms  due  to  compression.  Rest,  medication,  and  electroly- 
sis should  be  resorted  to.  When  the  patient  is  yound,  operation 
should  be  done  if  the  tumor  grows  rapidly ;  if  it  causes  frequent 
and  severe  hemorrhage ;  if  it  compresses  the  neighboring  viscera ; 
if  it  produces  pain  or  edema ;  if  there  are  signs  of  malignant 
degeneration  of  the  tumor.  If  there  is  severe  anemia  an  opera- 
tion cannot  be  well  borne ;  loss  of  blood,  shock,  anesthesia,  with  a 
feeble  heart,  all  contraindicate  operation  until  the  patient  has 
been  prepared  for  it  by  supportive  treatment.  There  may  be  fatty 
degeneration  of  the  heart,  arteriosclerosis,  or  cardiorenal  sclerosis, 
all  of  which  are  unfavorable  to  anesthesia  and  operation.     The 
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hemorrhages  must  be  stopped  for  some  weeks,  so  as  to  give  the 
organs  time  to  regenerate.  Hydrochloride  of  hydrastine  is  the 
best  hemostatic,  in  doses  of  .10  to  .20  gms.  per  day,  used  by  hypo- 
dermic injection.  Electrolysis  and  applications  of  tampons  of 
chloride  of  zinc,  50  per  cent.,  are  both  effective.  The  zinc  gives 
no  bad  results  and  is  well  tolerated.  \Mien  the  tumor  is  hard, 
benign,  of  abdominal  evolution,  and  the  hemorrhage  only  menor- 
rhagic,  a  castration  will  cause  rapid  atrophy.  When  the  tumor  is 
malignant,  edematous,  telagiectatic,  cystic,  produces  metrorrhagia, 
or  when  there  are  severe  compression  symptoms,  the  best  treat- 
ment is  an  immediate  hysterectomy. 

Operative  Treatment  of  Prolapse  of  the  Vagina  and  Uterus. 
— A.  Diihrssen  {Gyii.  Riiiid.,  \'o\.  I.,  1907)  says  that  an  operation 
to  be  of  value  in  prolapsus  must  resect  the  hypertrophied  vaginal 
walls,  make  a  strong  pelvic  floor,  return  the  uterus  to  a  normal 
position  and  size,  and  replace  the  cystocele.  The  first  two  indi- 
cations are  cared  for  by  kolpoperineorrhaphy,  or  kolporrhaphy, 
the  third  by  vaginofixation  and  amputation  of  the  redundant  cer- 
vix, and  the  removal  of  the  cystocele  must  be  carried  out  by  re- 
traction of  the  cystocele  sac.  The  author  proposes  an  opera- 
tion to  accomplish  this  last  requirement.  A  T-shaped  incision 
frees  the  bladder.  The  wall  of  the  cervix  is  loosened  from  the 
vagina  and  parametrium  as  far  as  the  uterus.  By  traction  on 
the  vaginal  portion  of  the  cervix  the  bladder  and  its  peritoneum 
are  separated  from  the  uterus.  The  whole  body  of  the  uterus  in 
its  unopened  peritoneal  sac  is  drawn  forward  and  the  peritoneal 
sac  opened  over  the  front  wall  of  the  uterus,  and  sutured  with 
three  catgut  sutures  to  the  sides  of  the  longer  incision.  The  cer- 
vix is  amputated  when  necessary,  and  kolpoperineorrhaphy  done. 
This  method  is  available  in  the  greatest  degrees  of  prolapsus,  and 
can  be  modified  to  suit  any  case.  A  considerable  portion  of  the 
vaginal  walls  may  be  resected  and  a  retroflexed  uterus  may  be 
fixed  to  the  vaginal  walls.  In  separating  the  bladder  great  care 
must  be  exercised,  since  the  adhesions  are  often  difiicuU  to  sepa- 
rate. When  the  prolapsus  is  cured  the  diseases  of  the  adnexa  are 
relieved  at  the  same  time.  With  this  operation  total  extirpation 
of  the  uterus  is  not  necessary  to  cure  complete  prolapsus,  and 
the  powers  of  cohabitation,  conception,  and  gestation  are  all  pre- 
served. The  author  cites  two  cases  in  which,  after  long  sterility, 
pregnancv  supervened  only  a  few  months  after  his  operation  had 
been  performed.  A  resistant  rectovaginal  septum  is  created  by 
this  operation,  which  can  be  done  in  ten  minutes. 

The  Schuchardt-Schauta  Operation  for  Total  Colpo-Hyste- 
rectomy. — M.  R.  Proust  {La  Pressc  Med.,  March  16,  1907) 
commends  the  operation  for  total  colpo-hysterectomy  as  modified 
by  Schuchardt  and  Schauta.  The  first  step  is  a  circular  incision 
about  the  vagina  and  a  complete  closure  of  the  vagina,  so  as  to 
shut  the  cancer  out  from  the  field  of  operation,  that  the  danger  of 
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infecting  it  may  be  removed.  The  incision  may  be  made  at  what- 
ever portion  of  the  vagina  is  necessitated  by  the  size  of  the 
growth.  A  paravaginal  incision  is  made  auxihary  to  this,  along 
the  side  wall  of  the  vagina,  through  all  the  soft  parts  of  the 
perineum,  so  as  to  carefully  isolate  the  rectum  from  the  cancer. 
The  bladder  and  urethra  are  then  dissected  free  from  it.  The 
fourth  step  is  the  liberation  of  the  lateral  borders  of  the  vagina 
and  dissection  of  the  base  of  the  parametrium.  The  peritoneum  is 
next  opened  and  the  uterus  is  separated  from  the  vaginal  walls. 
The  peritoneum  is  closed,  and  the  ring  of  the  vagina  is  perfected 
again,  with  closure  at  the  top,  so  as  to  leave  a  closed  sac.  The 
sequel?e  of  the  operation  are  simple,  and  no  complications  ensue. 
The  results  of  the  operation  are  most  excellent. 

Large  Cyst  of  the  Vagina. — Fritz  de  Beule  {Ann.  de  la  Soc. 
Bclgc  de  Chintrgie,  March,  1907)  reports  a  case  of  very  large 
cyst  of  the  vagina  operated  on  successfully.  The  theories  as  to 
the  causation  of  vaginal  cysts  are  gone  over.  The  origin  is  given 
differently  by  different  authors.  The  most  probable  origin  is 
from  the  Wolffian  body,  and  these  cysts  are  characterized  by  a 
prolongation  upwards  tow^ard  the  broad  ligament.  This  the 
author  considers  the  probable  origin  of  all  cysts  larger  than  a  nut. 
They  may  be  single,  or  several  in  number,  in  a  vertical  series.  Of 
the  small  cysts,  disseminated  over  the  surface  of  the  vagina,  the 
origin  is  probably  pseudoglandular,  from  the  obliteration  of  crypts 
or  lacunae  at  the  bottom  of  which  epithelium  has  accumulated, 
giving  place  later  to  a  liquid.  In  the  author's  case  the  cyst  filled 
the  entire  vaginal  cavity,  had  hardly  any  pedicle,  and  was  in- 
serted into  the  anterior  wall  of  the  vagina  in  its  upper  half.  The 
uterus  was  crowded  backward  and  the  cervix  could  hardlv  be 
reached.  It  was  covered  with  normal  mucous  membrane.  When 
the  cyst  appeared  first  it  was  soft  and  felt  like  the  intestine.  It 
appeared  suddenly  and  later  returned  as  a  firm,  elastic  body.  The 
author  believes  that  at  first  it  was  a  hernia  of  the  intestine  through 
the  wall  of  the  vagina,  covered  with  mucous  membrane,  and  that 
when  it  appeared  again  it  was  a  hydrocele  developed  in  the  hernial 
sac. 

Purulent  Vaginal  Cyst  in  a  Twelve-year-old  Girl.— Heymann 
{Zcnt.  f.  Gyn.,  Feb.  2,  1907)  describes  a  case  of  rare  vaginal  cyst 
in  a  girl  twelve  years  of  age,  and  discusses  the  etiology  of  these 
growths.  The  patient  had  menstruated  for  two  and  a  half  vears 
before  the  cyst  appeared.  She  asked  for  advice  on  account  of  se- 
vere pain  in  the  abdomen,  accompanied  by  fever.  The  uterus  was 
found  fixed  in  the  left  side  of  the  pelvis,  and  in  front  of  it  was  an 
elastic,  immovable  tumor,  the  size  of  an  egg,  which  was  very 
painful.  Pressure  caused  a  thin,  purulent,  bad-smelling  fluid  to 
flow  from  the  cervix  uteri,  indicating  a  communication  of  the 
cyst  with  the  uterus.  The  tumor  was  placed  between  the  an- 
terior fold  of  the  right  broad  ligament  and  the  anterior  vaginal 
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wall.  The  cyst  was  opened  through  an  incision  in  the  vaginaj 
wall  and  was  emptied  of  a  fluid  similar  to  that  in  the  uterus,  but 
the  communication  was  not  found.  The  cyst  was  tamponed  with 
iodoform  gauze  and  left  to  granulate.  The  cyst  had  a  connective 
tissue  wall,  lined  with  epithelium  of  cylindrical  form.  Differen- 
tial diagnosis  had  to  be  made  from  closure  of  one  horn  of  a 
double  uterus,  right  pyocolpos,  and  right  pyometra.  Various 
explanations  have  been  given  of  the  origin  of  such  cysts.  The 
author  espouses  the  theory  that  they  arise  from  remains  of 
Miiller's  ducts.  In  small  cysts  the  symptoms  are  negative.  The 
larger  ones  produce  pressure  sensations  and  pain  in  the  pelvis. 
The  only  useful  therapeutic  means  are  free  opening  of  the  cysts 
and  drainage,  or  total  extirpation. 

Operation  for  Absent  Vagina. — Haberlin  {Zent.  f.  Gyn., 
March  2,  1907)  reports  the  case  of  a  patient  28  years  of  age, 
married,  who  was  unable  to  have  connection  on  account  of  an 
entire  absence  of  vagina,  combined  with  absence  of  uterus  and 
adnexa.  He  believes  that  in  such  cases,  when  marriage  has  been 
contracted  without  knowledge  of  the  deformity  and  coitus  is  de- 
sired, it  is  best  to  make  an  artificial  vagina  of  sufficient  length  to 
allow  of  coition.  He  operated  on  this  patient  and  was  successful 
in  getting  a  useful  vagina.  It  is  most  difficult  in  such  cases  to 
obtain  enough  mucous  membrane  to  line  the  canal.  The  steps 
of  the  operation  that  he  suggests  for  this  purpose  are  as  fol- 
lows :  The  place  for  the  new  vagina  is  to  be  between  the 
perineum  behind  and  the  urethra  in  front,  opening  between  the 
bladder  and  rectum.  Celiotomy  is  done,  resecting  a  piece  of  the 
small  intestine  15  to  20  centimeters  long.  The  intestine  is  united 
and  the  upper  end  of  the  removed  portion  of  the  intestine  is 
closed.  The  bladder  is  loosened  from  the  rectum,  and  the  resected 
piece  of  intestine  is  implanted  in  the  canal  which  has  been  made 
between  bladder  and  rectum,  connectin^T  below  with  the  portion 
of  the  rudimentary  vagina  that  existed.  The  abdomen  is  closed 
with  vaginal  drainage.  This  makes  a  very  complicated  opera- 
tion and  one  not  without  danger.  Still,  the  author  considers  it 
justifiable  in  appropriate  cases  in  married  women. 

DISEASES  OF  CHILDREN. 

Facial  Paralysis  in  the  New-Born. — L.  Demelin  and  P.  Gueniot 
{L'Obst.,  Nov.,  1906)  publish  their  observations  of  eighty  cases 
of  facial  paralysis  in  the  new-born  seen  at  the  clinic  of  Tarnier 
in  Paris.  Facial  paralysis  in  the  new-born  is  almost  invariably 
of  the  peripheral  type,  involving  the  face  on  the  same  side  as 
the  nerve  injury,  while  in  connection  with  hemiplegia  the  lesion 
is  central  and  involves  the  opposite  side.  Peripheral  paralysis 
is  complete  when  it  involves  the  muscles  of  the  entire  side  of  the 
face,  and  incomplete  when  it  does  not  attack  those  of  the  eyelids 
and  frontal  muscles,  or  involves  only  those  of  the  lids  and  not  of 
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the  mouth.  In  most  cases  the  paralysis  is  of  the  complete  type 
in  the  new-born  infant.  In  hemiplegia  with  a  central  lesion 
it  is  usually  incomplete.  The  injury  to  the  nerve  is  from  pres- 
sure on  the  trunk  during  delivery,  generally  by  forceps.  The 
point  of  lesion  is  just  outside  the  stylo-mastoid  foramen,  where 
the  nerve  passes  over  a  ridge  formed  by  the  bone.  Soon  after 
this  it  passes  into  the  substance  of  the  parotid  gland  where  it  is 
protected,  and  bifurcates  into  the  temporo-facial,  going  to  the 
muscles  of  the  forehead  and  eyebrows,  and  the  cervico-facial,  mov- 
ing the  rest  of  the  face.  The  muscles  of  the  tongue  and  throat 
are  never  affected  in  this  paralysis,  since  they  are  not  innervated 
by  the  facial.  The  symptoms  are  a  flaccid  condition  of  the 
whole  or  part  of  one  side  of  the  face,  while  the  normal  muscles 
of  the  opposite  side  draw  the  mouth  toward  their  side,  the  eye 
of  the  affected  side  remaining  open  and  staring.  A  serious  com- 
plication is  a  syndrome  characterized  by  convulsions  and  attacks 
of  cyanosis.  They  occur  within  forty-eight  hours  of  birth  and 
indicate  meningeal  or  cranial  hemorrhage  and  pressure  on  the 
brain.  The  eyes  may  be  affected  by  phlyctenulae,  ecchymoses, 
or  edema.  Cephalhematoma  may  occur,  or  lateral  deviation  of 
the  jaw,  cranial  fracture,  etc.  Spontaneous  paralysis,  non- 
operative,  does  occur,  but  is  rare  and  is  due  to  compression 
of  the  nerve  against  a  projection  of  the  bony  pelvis,  resulting 
from  abnormal  attitude  of  the  head,  such  as  imperfect  flexion 
during  labor.  Paralysis  due  to  forceps  is  the  most  common. 
The  author  found  that  out  of  499  applications  of  forceps  facial 
paralysis  occurred  in  30  cases.  The  grasp  of  the  forceps  must 
press  directly  on  a  point  behind  and  below  the  ear  to  produce 
paralysis,  w^here  the  anterior  border  of  the  sterno-mastoid 
muscle  is  behind  the  lobule  of  the  ear.  The  anterior  blade  of 
the  forceps  is  the  one  which  does  the  harm,  and  if  pressure  is 
extreme  it  may  cause  hemorrhage  and  cerebral  compression. 
The  force  employed  in  the  use  of  the  forceps  is  important.  Ex- 
treme force  may  be  necessary  when  there  is  an  abnormal  position 
of  the  head,  poor  flexion,  or  oblique  inclination,  which  does  not 
bring  the  anterior  fontanelle  tow^ard  the  center  of  the  excavation. 
A  symmetrical  application  of  an  elastic  forceps  will  prevent 
trouble.  Here  the  muscles  of  the  neck  protect  the  nerve.  Diag- 
nosis of  central  paralysis  may  be  made  when  the  lesion  is  on  the 
opposite  side  to  the  paralysis,  the  paralysis  is  incomplete,  and 
convulsions  or  cerebral  symptoms  accompany  it.  In  such  cases 
the  prognosis  is  grave.  When  the  paralysis  is  complete  per- 
ipheral and  due  to  extreme  pressure  it  is  quickly  recovered  from. 
If  it  lasts  more  than  two  weeks  there  has  been  too  great  force 
applied  b}^  the  forceps.  Hemorrhage  at  the  base  of  the  brain 
would  affect  other  nerves  than  the  facial  at  the  same  time,  and 
other  symptoms  would  be  added  to  the  paralysis  of  the  face. 
Purulent  Rhinitis  with  Lemon-Colored  Discharge  in  the  New- 
Bom. — Cyrille  Jeannin  (L'Obst.,  Nov.,  1906)  describes  a  form  of 
purulent  rhinitis  occurring  in  the  new-born  that  seems  to  be 
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epidemic,  and  in  which  there  is  a  discharge  that  is  of  a  bright 
lemon-yeUow  color  and  very  irritating,  producing  excoriations 
of  the  face,  and  severe  swehing  of  the  nasal  mucous  membranes. 
It  occurs  during  the  first  two  weeks  of  life  and  generally  from 
the  third  to  the  seventh  day.  It  begins  suddenly  with  a  very 
profuse,  clear,  yellowish  discharge  from  the  nostrils.  After  a  few 
days  it  becomes  thick  and  creamy  and  dries  into  greenish  yellow 
crusts  often  streaked  with  blood.  There  is  marked  difficulty 
in  respiration,  the  child  is  unable  to  nurse,  and  its  general  con- 
dition fails  rapidly.  There  are  intestinal  complications,  vomiting, 
pneumonia  and  paralysis  in  some  cases.  Death  may  occur  in 
from  twenty-four  hours  to  six  days,  generally  from  broncho- 
pneumonia. If  the  child  lives  it  is  well  in  from  six  to  ten  days. 
The  disease  is  very  fatal.  It  seems  to  be  due  to  the  direct 
propagation  of  germs  by  way  of  the  respiratory  tract.  The 
disease  occurs  in  cold  weather  and  is  epidemic,  spreading  through 
a  ward  rapidly.  Many  authors  believe  that  this  disease  is  a 
result  of  gonococcic  infection,  since  the  pus  has  the  appearance  of 
the  pus  of  blenorrhagia.  The  author  examined  the  discharges 
from  twenty  patients.  In  the  first  days  there  were  few  leuko- 
cytes, but  a  large  number  of  cocci  isolated  or  in  groups.  The 
germs  proved  to  be  staphylococcus  pyogenes  aureus  and  strep- 
tococcus pyogenes.  No  pneumococci,  gonococci  or  colon  bacilli 
were  found.  The  disease  is  never  coincident  with  gonorrheal 
ophthalmia,  but  is  due  to  staphylococcus  aureus.  The  cases 
should  be  rigorously  isolated.  A  mild  irrigating  fluid,  used  warm, 
containing  weak  boric  acid  and  bichloride,  1-4000  is  the  best 
application.  The  child  must  be  fed  with  breast  milk  from  a 
spoon. 

Unilocular  Cysts  of  the  Maxillae. — A.  Broca  and  R.  Dupont 
(Rev.  Mois.  d.  Mai.  dc  I'llnf.,  Dec,  1906)  says  that  cysts  of  the 
maxillary  bones  are  of  two  varieties,  radicular  cysts  and  denti- 
gerous  cysts.  The  first  variety  occurs  in  consequence  of  caries 
of  a  tooth  which  has  accomplished  a  normal  evolution,  penetrat- 
ing into  the  jaw.  The  second  variety  surround  a  non-carious 
tooth  that  has  never  reached  the  surface  of  the  jaw.  The  tooth 
leaves  a  space  in  the  alveolar  line  and  is  found  when  the  cyst 
is  opened.  The  cyst  has  a  thick  wall,  an  epithelial  lining,  and 
has  been  established  for  a  long  time  before  it  is  discovered. 
In  the  development  of  the  teeth  there  is  left  between  the  enamel 
of  the  formed  tooth  and  the  internal  face  of  the  follicular  sac  a 
virtual  cavity  filled  normally  with  epithelial  cells.  It  is  this 
cavitv  that  becomes  the  cyst  in  those  cases  where  the  tooth  is 
included  in  the  maxilla.  Liquid  accumulates  here  under  the 
influence  of  irritations  and  other  pathological  conditions.  In  the 
cyst  there  are  found  traces  of  the  tooth  in  the  form  of  ivory  grains 
or  even  a  perfect  crown.  The  irritation  may  be  in  form  of  a 
dental  caries  with  periodonititis  or  a  trauma.  These  cysts  of 
inclusion  are  quite  rare :  they  appear  generally  from  the  eighth 
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to  the  tenth  year.  The  cyst,'  if  outside  of  the  bone,  effaces  the 
canine  fossa  and  forms  a  swelling  on  the  face.  If  internal  there 
is  a  swelling  in  the  mouth.  These  cysts  generally  end  in  suppura- 
tion, and  open  outwardly.  Radicular  cysts  are  frequent  in  adults 
while  rare  in  children.  They  result  from  peridental  debris  irri- 
tated by  a  carious  root,  taking  on  cystic  degeneration.  The 
treatment  is  operative.  The  cyst  should  be  excised  and  the  cor- 
responding tooth  removed  to  avoid  recurrence. 

Leukoplakia. — On  account  of  the  unusual  youth  of  the  pa- 
tient, a  girl  of  eleven  years,  jM.  B.  Hartzell  (Med.  Rec,  Feb.  9, 
1907)  reports  a  case  of  leukoplakia  of  the  entire  mucosa  of  the 
mouth  and  tongue,  which  had  already  existed  for  some  time, 
associated  with  keratosis  of  the  neck  and  back.  An  additional 
feature  of  interest  in  the  case  was  the  subsequent  occurrence 
of  epithelioma  of  the  tongue  at  the  early  age  of  twenty-six. 

Ferments  in  the  Urine  of  the  Child. — Angiola  Borrino  {Riv. 
di  Clin.  Fed.,  Dec,  1906)  reviews  experiments  that  have  been 
made  to  determine  the  presence  of  ferments  in  the  urine  of 
adults,  and  tells  us  that  both  pepsin  and  trypsin  are  usually  to  be 
found.  The  author  has  carried  the  experiments  further,  making 
examinations  of  the  urine  of  healthy  children  from  birth  to  the 
age  of  twelve  years.  Uropepsin  was  found  to  be  present  at  all 
ages,  even  in  the  new-born,  and  other  authors  have  found  pepsin 
in  the  stomach  of  the  fetus  as  well.  Trypsin  was  not  found  in 
the  urine  of  babies,  nor  was  any  ferment  that  digested  fibrin  in 
an  alkaline  medium.  These  facts  go  to  show  that  a  peptic  fer- 
ment exists  in  the  organism  from  the  first  days  of  life  in  a  rela- 
tively large  amount,  and  is  found  in  the  urine.  That  pepsin  is 
found  in  the  stomach  of  the  fetus,  shows  that  it  appears  before 
any  reflex  effect  can  be  felt  from  the  presence  of  food  in  the 
stomach. 

Bacteria  Normally  Found  in  the  Mouth  and  Changes  Pro- 
duced by  Them, — T.  (  )shima  {^Irch.  f.  Klin.  HciL,  \'ol.  45. 
Part  I  )  has  made  careful  examinations  of  the  bacteria  found 
under  normal  conditions  in  the  mouths  of  children,  and  noted 
the  changes  that  may  arise  as  a  result  of  their  presence  when 
abnormal  conditions  arise.  Under  ordinary  circumstances  these 
organisms  are  harmless,  but  when  chemical  or  other  changes 
have  injured  the  epithelium  of  the  mucous  membranes  patho- 
logical conditions  may  be  produced  by  them.  These  bacteria  are 
very  numerous,  and  as  many  as  six  different  varieties  are  usually 
present  in  the  normal  mouth.  The  author  first  tested  the  presence 
of  lactic  acid  in  the  normal  mouth  and  the  lactic  acid  bacteria.  He 
found  them  present  more  frequentlv  between  the  ages  of  three 
and  six  months,  but  not  when  the  child  was  fed  on  mother's  milk 
or  cow's  milk.  Leptothrix  and  other  bacteria  were  present.  In 
fever  they  were  alwavs  nresent.  Dentition  had  no  influence  on 
lactic  acid.     When  alkaline  buttermilk  or  cow's  milk  was  fed  it 
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was  never  present.  In  children  who  had  no  teeth,  cocci  were 
most  frequent,  while  in  those  that  were  over  one  year  leptothrix 
was  most  frequent.  In  pathological  conditions  as  cause  of  lesions 
of  the  mucous  membrane  of  the  mouth  and  pharynx  he  found 
bacteria  as  follows  :  Spirilla  causing  inflammation  of  the  gums, 
tongue,  and  tonsils  ;  leptothrix  causing  inflammation  of  the  tongue, 
tonsils,  and  pharynx;  sarcin^e  causing  inflammation  of  the  phar- 
ynx; bacillus  fusiformis  causing  stomatitis  ulcerosa;  iodococcus 
vaginatus  causing  inflammation  of  the  gums  and  throat.  In  some 
cases  several  pathological  conditions  were  present  at  once. 

Infant  Feeding. — Paul  Londe  (La  Prcsse  Med.,  Feb.  20, 
1907)  gives  it  as  his  opinion  that  the  amount  and  nature  of  the 
feeding  of  infants  should  be  graded  according  to  the  state  of  de- 
velopment, rather  than  the  body  weight.  The  quality  of  the  milk 
will  depend  on  its  careful  milking  from  a  healthy  herd,  properly 
fed.  The  milk  should  be  boiled  for  five  minutes,  cooled,  and  set 
away  under  a  fine  napkin  until  used.  Sterilization  is  not  neces- 
sary. The  nursing  bottle  should  be  easy  to  wash  and  graduated, 
and  should  be  washed  with  water  containing  bicarbonate  of  soda. 
The  milk  should  be  diluted  and  sugar  added.  If  the  amount  be 
proportioned  to  the  child's  weight  it  is  very  likely  that  the  child 
will  get  too  much  nourishment,  which  is  far  worse  than  too 
little,  as  his  digestion  will  become  disordered  sooner  or  later. 
It  is  important  not  to  determine  how  much  the  child  can  take,  but 
how  little  the  child  will  thrive  on.  The  ration  for  the  new- 
born should  be  increased  from  five  to  ten  cubic  centimeters  per 
day  for  the  first  week,  five  centimeters  per  day  for  the  rest  of 
the  month,  and  five  cubic  centimeters  every  other  day  for  two 
months  more.  The  author  gives  a  table  for  amount  of  feedings 
for  different  ages. 

Influence  of  Moist  Weather  on  the  Development  of  Epi- 
demics of  Summer  Diarrhea. —  £lie  Dccherf  {Arch,  de  Med.  d. 
Enf.,  Dec,  1906)  describes  epidemics  of  summer  diarrhea  such 
as  appear  annually  in  the  north  of  France,  and  reach  their  maxi- 
mum in  August  and  September,  after  the  most  severe  heat  is 
over,  instead  of  in  July,  when  the  heat  is  greatest.  He  has  care- 
fully inquired  into  the  etiology  of  these  epidemics  and  finds  that 
they  are  most  severe  in  dry  seasons,  and  in  the  latter  part  of 
summer,  when  the  green  vegetation  on  which  the  cattle  feed  is 
dried  up  by  the  extreme  heat.  The  diarrhea  occurs  es[)ccially 
among  bottle-fed  infants,  but  to  a  certain  extent  also  in  nurs- 
lings, lie  finds  that  when  green  vegetation  fails  the  cows  arc  fed 
on  hay  and  on  roots,  such  as  beets,  that  have  been  kept  over  from 
the  previous  year,  and  that  have  become  much  altered  during  the 
hot  season.  He  finds  that  in  such  animals  toxins  arc  developed 
that  pass  into  the  milk  and  aft'cct  the  child  through  the  milk 
drunk  by  the  mother.  The  cows  themselves  are  affected  by  in- 
testinal catarrh,  due  to  the  same  toxins.  Adult  milk  drinkers  also 
have  intestinal  catarrh.     The  author  concludes  that  in  order  t» 
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avoid  such  epidemics,   which  are  very  fatal,  the   feeding  of  the 
cows  on  wliose  milk  infants  are  to  be  fed  should  l^e  supervised. 

Two  Cases  of  Dysentery. — Ribadeau-Dumas  and  Burnier 
{Ann.  de  Med.  et  Cliir.  Inf.,  Jan.  i,  1907)  report  two  cases  of 
dysentery  of  a  very  severe  type  treated  with  the  antidiphtheritic 
serum  of  Dopter.  Both  had  bacilli  of  Shiga's  type  in  the  stools, 
which  were  very  numerous,  accompanied  with  much  ]:)ain,  and 
consisted  almost  entirely  of  blood  without  feces.  Death  occurred 
in  one  case  from  a  complicating  broncho-pneumonia.  In  both 
cases  there  was  an  amelioration  of  symptoms  soon  after  the  in- 
jections were  given.  One  case  was  cured  entirely  in  seven  days, 
having  had  thirty  stools  per  day.  The  colon  in  the  case  that 
died  .showed  typical  lesions  of  dysentery.  A  large  amount  of 
serum  was  given  in  each  case. 

Malformations  of  the  Heart. — AI.  \'ielliard  {Ann.  de  Med. 
et  Cliir.  Inf.,  Jan.  i,  1907)  describes  a  case  of  malformation  of 
the  heart  which  reached  the  unusual  age  of  two  years  and  a  half 
before  death.  The  heart  was  markedly  deformed,  the  right  ven- 
tricle being  much  hypertrophied,  the  aorta  turning  toward  the 
right  instead  of  the  left,  the  pulmonary  artery  being  contracted, 
and  the  interv'entricular  and  interauricular  septa  both  being  per- 
forated. There  was  a  complete  transposition  of  the  arteries,  a 
condition  which  is  exceedinglv  rare.  The  apnearance  of  the 
valvular  apparatus  was  suggestive  of  an  intrauterine  endocarditis, 
a  condition  that  is  often  met  with  in  malformed  hearts.  Some 
authors  see  in  this  pulmonary  endocarditis  a  cause  of  the  per- 
foration of  the  interventricular  septa,  w'hile  others  explain  the 
latter  as  an  arrest  of  development. 

Curves  of  Weight  and  Temperature  in  Infantile  Gastro- 
intestinal Diseases. — Lucien  Rivet  {Rev.  Mens,  des  Mai.  de 
I'Enf.,  ¥th.,  1907)  has  studied  the  curves  of  weight  and  tem- 
perature of  infantile  gastrointestinal  diseases  under  the  use  of 
various  forms  of  diet.  He  concludes  that  the  water  diet  is  the 
best  means  of  combating  the  trouble  in  the  beginning,  while 
cereal  gruels  may  take  the  place  of  milk  after  twenty-four  to 
forty-eight  hours.  Vegetable  soups  retard  the  approach  of  emacia- 
tion, but  do  not  prevent  it,  and  there  may  be  retention  of  chlorides 
and  anasarca.  Babeurre  produces  more  or  less  severe  fever,  and 
should  not  be  given  early  in  the  course  of  the  disease.  Emacia- 
tion may  continue  for  a  long  period  after  the  diarrhea  has  ceased, 
and  may  even  go  on  to  a  cachectic  condition.  Secondary  infec- 
tions may  have  a  bad  effect  on  the  temperature  curve,  and  main- 
tain a  true  septicemic  fever  or  produce  enlargement  of  the  glands. 
Any  of  the  forms  of  diet  may  cause  flesh  to  be  put  on,  but  the  best 
of  all  foods  is  breast  milk.  In  some  cases  that  cannot  take  raw 
milk  at  all.  cereals  and  raw  meat  are  of  use.  When  there  is  a 
hereditary  taint  in  a  debilitated  subject  it  may  be  found  impos- 
sible to  obtain  a  cure,  but  cachexia  may  supervene  under  the  best 
«f  treatment. 
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Appendicitis  in  the  Nursing  Child. — Henri  Mayet  {Ann.  de 
Med.  et  Chir.  Inf.,  Feb.  15,  1907)  says  that  during  the  first  year 
of  Hfe  appendicitis  is  exceptionally  severe,  and  its  danger  is  in- 
creased by  the  difficulty  of  diagnosis.  It  is  never  present  alone, 
but  is  a  complication  of  enteritis,  and  the  age  of  the  child  makes 
it  impossible  to  locate  the  pain.  In  most  cases  the  disease  is  not 
diagnosticated  from  the  intestinal  trouble  which  accompanies  it, 
and  no  autopsy  is  made.  When  the  diagnosis  is  made  one  should 
operate  at  once,  since  the  progress  of  the  peritonitis  is  extremely 
rapid,  and  death  ensues  in  from  one  to  four  days  from  the  be- 
ginning of  the  complication.  The  author  has  found  only  nine 
cases  reported  in  literature,  and  although  it  often  occurs  without 
recognition  during  life,  the  small  number  of  reported  autopsies 
seems  to  indicate  its  rarity.  At  this  age  feeding  with  flesh  is  not 
to  be  given  as  a  cause,  since  the  child  is  fed  with  milk  or  some 
cereal  substitute.  Foreign  bodies  have  not  been  found  at  the 
recorded  autopsies.  The  author  believes  intestinal  troubles  to  be 
the  etiological  factor  of  importance.  The  records  give  constipa- 
tion or  diarrhea  in  all  cases.  The  accompanying  enteritis  is  gen- 
erally of  a  severe  form.  There  may  be  ulcerations  and  bloody 
stools.  Appendicitis  is  simply  a  localization  of  the  enteritis.  It 
is  to  be  suspected  when  the  abdomen  becomes  swollen,  the  mus- 
cles are  held  stiff,  when  there  is  a  modification  of  the  percussion 
note  over  the  right  iliac  fossa,  when  the  vomitus  becomes  green, 
and  the  pulse  and  temperature  high.  It  is  apt  to  occur  in  children 
that  are  emaciated,  cachectic,  rachitic,  and  predisposed  to  any  com- 
plication. The  prognosis  differs  materially  from  that  after  the 
first  year  of  life,  when  the  course  of  the  disease  is  apt  to  be  slow 
and  mild,  while  under  one  year"  it  is  fulminating  and  fatal. 

Chloroanemia  of  Infants. — Alery  (Jour,  de  Med.  et  Chir. 
Prat.,  Feb.  10,  1907)  tells  us  that  in  the  chloro-anemia  of  infants 
the  diminution  of  the  amount  of  iron  in  the  blood  plays  an  im- 
portant part.  The  role  of  iron  in  the  blood  is  much  more  im- 
portant in  the  infant  than  in  the  adult.  In  the  new-born  the 
proportion  of  iron  stored  up  in  the  tissues  is  much  greater  than 
in  the  adult.  It  forms  a  sort  of  reserve  fund  to  be  made  use  of 
and  eliminated.  The  defect  may  be  congenital,  arising  from  the 
anemia  of  the  mother,  and  then  it  is  most  serious.  It  may  result 
from  the  too  long  continued  use  of  milk  as  a  food ;  when  the 
diet  should  contain  other  food  that  produces  more  iron.  The 
amount  of  iron  in  milk  is  somewhat  small,  and  is  compensated 
by  the  use  of  the  stored  up  iron.  The  iron  in  the  blood  of  the 
infant  is  probably  contained  in  the  hemoglobin,  while  there  is  some 
in  the  blood  ferments,  and  here  it  is  not  a  simple  element,  but  has 
an  extremely  complex  effect  on  nutrition.  Up  to  the  age  of  five 
months  more  iron  is  eliminated  than  is  taken  in.  Foods  should 
be  given  in  these  anemias  that  contain  more  iron,  but  at  the  same 
time  iron  administered  by  medication  is  more  useful.  The  chief 
symptoms  of  chloro-anemia  are  extreme  pallor  of  the  skin  and 
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mucous  membranes,  lividity,  fatigue,  apathy  and  intellectual  dull- 
ness. The  fat  is  often  preserved.  The  children  lose  the  taste 
for  solid  food,  which  is  really  necessary  to  them.  The  glands, 
liver,  and  spleen  are  not  enlarged ;  there  is  a  souffle  over  the 
vessels  of  the  neck.  Insomnia  and  slight  elevation  of  temperature 
are  frequent.  Examination  of  the  blood  shows  lack  of  hemo- 
globin;  the  number  of  globules  is  not  changed,  but  they  are 
altered  in  shape  and  in  their  chromophilic  properties.  The  cause 
may  be  maternal,  hemorrhage  of  the  cord,  or  icterus.  Digestive 
troubles  seem  to  play  no  part  in  the  cause.  The  best  form  of  iron 
to  administer  is  the  protoxalate,  lo  to  15  centigrams  per  day. 

Prevention  of  Infection  in  Clinical  Waiting-rooms. —  Eugen 
Fromm  (Miincli.  med.  Woch.,  Jan.  8,  1907)  notices  the  numerous 
and  bitter  complaints  that  are  made  by  the  parents  of  children 
who  have  to  wait  for  treatment  in  the  out-patient  departments 
of  hospitals  that  by  contact  with  other  children  afflicted  with  con- 
tagious diseases  these  diseases  are  communicated  to  children  com- 
ing for  treatment  of  other  affections.  There  seems  to  be  justice 
in  the  complaints  to  a  certain  degree.  The  author  has  arranged 
in  his  waiting  room  a  series  of  small  compartments  of  a  size  to 
contain  one  or  two  children  with  their  attendants.  Each  new- 
child  is  placed  in  one  of  these  compartments,  the  walls  of  which 
reach  high  enough  to  arrange  a  sloping  canvas  roof  connecting 
with  the  partition  wall  of  the  waiting-room.  The  walls  are  painted 
so  that  they  can  be  washed  over  with  disinfectants  after  each 
use  of  the  compartment.  The  child  is  kept  in  this  isolation  room 
until  an  assistant  has  had  the  opportunity  to  examine  him  and  to 
ascertain  that  there  is  no  contagious  disease,  or  until  he  is  re- 
moved to  an  isolating  ward  when  such  disease  is  present.  The 
author  recommends  the  construction  of  such  compartments,  which 
he  has  found  of  great  value,  in  every  children's  clinic. 

Etiology  of  Infantile  Tuberculosis.— A.  Calmette  {La  Presse 
Med.,  Dec.  26,  1906)  claims  that  tubercular  infection  in  children 
is  rarely  from  milk,  and  more  rarely  occurs  by  way  of  the  respira- 
tory tract.  The  infection  comes  generally  by  way  of  the  mouth, 
through  the  many  objects  that  the  child  puts  in  his  mouth  which 
have  lain  on  the  floor  or  elsewhere,  and  have  been  infected  by 
germs  brought  into  the  house  by  members  of  the  family.  The  in- 
fant creeps  about  the  house  on  all  fours  and  then  carries  the 
hands  soiled  with  dust  to  his  mouth,  or  puts  all  sorts  of  objects 
into  the  mouth,  carrying  germs  with  them  which  are  swallowed 
or  carried  into  the  throat.  Here  they  are  taken  up  by  the  lym- 
phatic structures  and  carried  to  the  glands,  which  accounts  for  the 
frequent  infections  of  the  lymphatic  structures  in  children. 
Again,  the  food  that  is  to  be  eaten  is  contaminated  b\;_  the  germs 
from  tuberculous  members  of  the  family  and  germs  are  intro- 
duced with  it.  Although  man  is  capable  of  infection  by  bovine 
tuberculosis,  infection  by  human  tuberculosis  is  three  times  as 
frequent.     We  must  educate  the  public  to  the  knowledge  of  this 
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method  of  infection  by  way  of  the  gastrointestinal  tract  and  teach 
them  to  prevent  the  infant  from  ingesting  germs  by  way  of  the 
hands.  We  should  riot  stop  sterilizing  milk,  but  should  go  fur- 
ther in  our  prophylaxis.  The  mesenteric  glands  of  the  infant 
form  a  marvelous  protective  mechanism,  which  filters  out  many 
bacteria  and  destroys  them,  while  others  are  committed  to  the 
circulation  and  carried  to  various  organs.  The  primary  tuber- 
cular lesion  is  always  vascular.  In  the  adult  we  have  a  less  active 
glandular  protection  than  in  the  child,  and  hence  the  respiratory 
infection  is  much  more  frequent.  Since  sterilization  of  milk  has 
become  general  the  number  of  gastrointestinal  diseases  in  infants 
has  decreased,  but  the  number  of  cases  of  tuberculosis  has  not 
been  lessened.  This  shows  how  little  the  sterilization  of  milk  has 
accomplished  in  the  removal  of  the  causes  of  tuberculosis. 

Tuberculous  Lymphadenitis  in  Children. — E.  Weill  and  C. 
Leseur  {Arch,  dc  Med.  dcs  Eiif.,  March.  1907)  state  that  the 
ganp^lionic  swellings  in  children  that  are  not  leukemic  are  gen- 
erally the  result  of  infections.  Tuberculosis  is  the  most  frequent 
form  of  infection.  Sometimes  it  affects  only  the  liver  and  spleen ; 
at  others  only  the  lymph  nodes,  or  it  appears  like  generalized 
lymphadenoma.  The  authors  describe  a  case  in  which  the  cervical 
glands  were  caseous.  Examination  and  inoculation  from  these 
glands  showed  them  to  be  tuberculous.  The  fever  was  intermit- 
tent. There  was  tracheobronchial  adenopathy,  compression  of 
the  pneumogastric,  rapid  heart,  dyspnea,  compression  of  the 
brachial  plexus,  paralysis  of  the  right  arm,  and  feeble  radial 
pulse.  The  authors  conclude  that  tuberculosis  may  cause  chronic, 
generalized,  adenopathies  wdiich  appear  like  tumors  of  lymph- 
adenoma,  but  are  tubercular  lymphomata.  This  condition  is  ac- 
companied by  splenomegaly,  hepatomegaly,  and  anemia.  There 
may  or  may  not  be  intermittent  fever.  Histologically  this  con- 
dition differs  from  tubercular  adenitis  by  the  predominance  of 
lesions  of  a  sclerotic  nature,  and  by  the  absence  of  caseation.  The 
bacilli  isolated  from  these  tumors  produce  a  slow  form  in  animals, 
exclusively  affecting  the  glands,  a  true  tuberculous  lympliadenitis. 

Surgical  Tuberculosis  Treated  at  the  Seaside. — Riccardo 
Sabatucci  (Gas.  Med.  di  Roma.,  Dec.  i  and  15,  1906)  has  ob- 
served the  treatment  of  surgical  tuberculosis  in  children  at  the 
seaside  hospital  at  Anzio,  and  as  a  result  has  changed  his  opinion 
as  to  the  necessity  of  early  surgical  interference  in  such  cases.  He 
has  found  the  benefits  of  the  treatment  so  great  as  to  both  the 
general  and  the  local  conditions  that  he  prefers  this  form  of 
treatment.  From  84  to  90  per  cent,  of  cases  are  cured  at  the  sea- 
side. The  hospital  is  situated  on  a  point  of  land  400  feet  above 
the  sea,  and  surrounded  by  a  large  and  beautiful  garden.  The 
little  patients  remain  out  of  doors  the  entire  day  and  take  a  sea 
bath  each  daily.  Apparatus  for  immobilization  of  joints  is  made 
use  of,  and  the  children  wear  their  braces  into  the  water.     The 


BRIEF    OF    CURRKXT    LrFERATURE.  2^3 

greatest  benefits  are  received  in  glandular  and  osseous  tubercu- 
losis, and  no  operations  are  performed  other  than  drainage  and 
curetting  of  sinuses.  The  author  made  careful  examinations 
of  the  blood  and  found  that  there  was  a  marked  benefit  to  the 
blood  condition.  There  was  increase  of  the  red  blood  corpuscles 
and  hemoglobin,  diminution  of  leucocytes  and  lymphocytes, 
lessened  number  of  polynuclear  neutrophiles,  and  increase  of 
eosinophiles. 

Treatment  of  Scarlatina  in  the  Septicemic  Form. — Alfons 
Kramer  (St.  Petersburg  Med.  IVoch.,  Feb.  lo,  1907)  describes 
the  method  of  treatment  used  by  himself  in  the  care  of  the  septi- 
cemic forms  of  scarlatina.  He  makes  use  of  formamint,  a  prep- 
aration in  which  formaldehyde  is  combined  with  milk  sugar,  and 
made  into  tablets.  He  institutes  the  use  of  tablets  of  formamint 
dissolved  slowly  in  the  mouth  for  three  or  four  days,  every  two 
or  three  hours,  or  as  long  as  the  temperature  is  elevated,  and  the 
tonsils  show  a  pathological  condition.  A  powder  of  iodol  and 
sugar  is  blown  into  the  throat,  and  warm  compresses  are  used  ex- 
ternally. As  soon  as  septic  symptoms  occur  he  uses  injections  into 
the  bowels  of  soda  solution  and  formalin,  one  to  three  drops  in 
each  injection,  the  water  being  held  so  as  to  be  absorbed.  With 
the  injection  milk  and  rice  gruel  are  mixed.  The  author  believes 
that  the  use  of  formaldehyde  in  septic  cases  of  scarlet  fever  is  a 
distinct  advance  in  medicine.  He  finds  that  this  method  of  treat- 
ment has  lowered  the  mortality  of  the  disease  in  his  practice. 

Scarlet  Fever  Treated  with  Chloral  Hydrate. — From  an  anal- 
ysis of  the  kidney  condition  of  eight  hundred  cases  of  scarlet 
fever  treated  with  routine  doses  of  chloral  hydrate  and  contrasted 
with  seven  hundred  and  fifty-six  cases  in  which  the  usual  reme- 
dies were  employed,  B.  Franklin  Royer  (Thcr.  Gas.,  Jan.  15, 
1907)  concludes  that  chloral  hydrate  is  of  distinct  value  in  the 
treatment  of  scarlet  fever,  and  when  used  in  doses  of  sufificient 
size  to  secure  light  somnolence  does  not  seem  to  be  a  circulatory 
depressant.  Chloral  hydrate  ameliorates  nervous  symptoms  bet- 
ter than  any  remedy  yet  suggested  in  the  treatment  of  scarlatina. 
Chloral  hydrate  allays  the  itching  of  the  skin  often  found  annoy- 
ing in  scarlet  fever.  When  chloral  hydrate  is  given  routinely  dur- 
ing the  febrile  period  and  for  some  days  thereafter,  postfebrile 
nephritis  appears  to  be  less  frequent.  This  study  would  seem  to 
justify  the  more  extended  use  of  chloral  in  the  treatment  of  scar- 
let fever,  and  a  more  detailed  study  as  to  how  it  acts  on  the  kid- 
ney itself. 

Prophylaxis  of  Scarlatinal  Nephritis. — This  article,  by  H.  P. 
Thompson  (Edin.  Med.  Jour.,  Feb.,  1907)  gives  the  results  and 
conclusions  from  the  treatment  of  300  cases  of  scarlatina  with 
urotropine,  hexamethylenetetramine  and  metramine.  The  writer 
states  that  scarlatinal  nephritis  is  a  distinct  part  of  the  disease, 
and  should  not  be  looked  upon  as  an  inevitable  sequela,  which 
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presents  itself  in  a  certain  percentage  of  cases  ;  and  as  such  it 
should  be  open  to  treatment.  The  only  form  of  treatment  that  is 
likely  to  be  of  any  real  value  in  counteracting  the  nephritis  is 
the  prophylactic,  the  object  being  either  to  kill  outright,  or  to 
weaken  the  virus  by  a  substance  which  is  in  itself  harmless.  And 
as  the  virus  is  in  the  general  circulation  at  the  beginning  of  the 
disease,  it  must  be  present  in  the  kidneys  and  urinary  system.  A 
milk  and  farinaceous  diet  should  be  insisted  jjpon  for  the  first 
three  weeks,  during  which  time  patients  should  be  kept  in  bed, 
and  they  should  be  kept  in  the  house  for  the  two  weeks  following, 
and  care  should  be  taken  until  desquamation  is  completed.  Pa- 
tients should  be  encouraged  to  take  plenty  of  diluents  as  long  as 
there  is  no  evidence  of  fluid  collecting  pathologically  in  any  part 
of  the  body.  All  methods  of  excretion  should  be  encouraged  and 
helped  in  every  way  possible.  Thus  the  fauces  should  be  fre- 
quently swabbed  gently,  and  gargled  with  sodium  bicarbonate 
solution  to  remove  mucus,  and  this  should  be  followed  by  a  weak 
antiseptic  solution,  e.g.  chlorine  water  or  listerine.  A  syringe 
should  be  used  when  gargling  is  not  feasible,  but  care  should  be 
taken  that  it  is  not  done  too  forcibly,  to  cause  the  extremely 
infectious  tonsillary  exudate  to  be  driven  up  the  Eustachian 
tubes,  as  the  child  splutters  and  swallows.  Desquamation  should 
be  encouraged  by  frequent  sponging  and  occasional  tepid  baths,  to 
prevent  a  clogging  of  the  exits  of  the  sebaceous  glands  with  par- 
tially shed  epithelium.  Constipation  should,  of  course,  be  avoided, 
but  purging  lowers  the  arterial  tension,  and  should  be  guarded 
against ;  for  a  low  arterial  tension  is  detrimental  to  diuresis,  which 
should  be  encouraged.  Rather  above  than  below  the  normal 
amount  of  urine  should  be  the  guide.  A  frequent  examination  of 
the  urine  should  be  carried  out.  The  rest  of  the  paper  is 
devoted  to  an  analysis  of  cases  to  show  the  writer's  belief  that  the 
urinary  antiseptic  is  more  efficacious  when  administered  under  its 
trade  name,  urotropine,  than  when  given  as  hexamethylenetetra- 
mine,  which  is  officially  designated  in  the  United  States  Pharma- 
copceia  as  hexamethylencamine.  He  advises  that  all  cases  of 
scarlatina  should  be  treated  from  the  beginning  with  5  gr.  doses 
or  urotroj)ine,  thrice  daily  for  children  up  to  twelve  years ;  and  for 
patients  above  that  age.  71-2  grs.,  thrice  daily.  In  the  adminis- 
tration of  the  druo-  the  importance  of  dilution  with  water  must 
not  be  overlooked.  This  treatment  should  be  continued  to  the 
end  of  the  twenty-eighth  day  of  the  disease. 

Recurring  Scarlatiniform  Erythema. — A.  Herbert  {Rev.  Med. 
de  Noniiandie,  Vch.  2().  1907)  describes  a  case  of  recurrent  scar- 
latiniform erythema  that  may  easily  be  confused  with  true  scar- 
latina. The  eruption  begins  on  the  second  day  of  the  illness,  after 
there  has  been  a  rise  of  temperature,  but  without  sore  throat.  It 
is  preceded  by  malaise  and  gastric  symptoms.  It  appears  on  the 
face,  neck,  thorax,  and  limbs,  and  is  accompanied  with  heat  and 
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tension  of  the  skin,  and  some  swelling  of  the  face.  There  is  no 
albuminuria.  It  is  followed  by  a  profuse  desquamation  on  hands 
and  feet  m  plaques.  It  fades  in  five  days,  and  desquamation  is 
complete  in  two  weeks.  It  may  disappear  for  some  time,  and 
then  the  symptoms  reappear  with  a  new  rash.  In  scarlatina  the 
redness  persists  longer  and  desquamation  is  slower.  Contagion 
of  this  eruption  has  never  been  observed  and  it  is  rare  in  oc- 
currence. According  to  Brocq  it  is  due  to  autointoxication  in 
predisposed  subjects. 

Aphthous  Fever.— Legendre  {La  Rev.  Med.  de  Normandie, 
Feb.  26,  1907)  describes  a  form  of  fever  accompanied  bv  vesicles 
on  the  lining  of  the  mouth  which  is  prevalent  among  cattle,  and 
IS  propagated  to  human  beings,  especially  children.  It  is  not  en- 
tirely harmless,  as  the  fever  may  be  intense,  and  large  ulcerations 
may  form  in  the  mouth  from  the  confluence  of  the  ruptured 
vescicles,  while  death  may  ensue  from  weakness  in  infants.  In 
general  it  is  over  in  two  or  three  weeks.  It  attacks  the  forest 
animals,  and  from  them  is  communicated  to  the  cows,  and 
from  them  again  to  the  children  who  play  with  them  or  drink  their 
milk,  or  eat  meat  from  sick  animals.  It  mav  be  carried  by  the 
unwashed  hands  of  the  milker.  It  may  enter  a  solution  of'  con- 
tmuity  of  the  mucous  membranes.  The  svmptoms  are  the  same 
in  man  and  animals.  The  virus  has  an  affinitv  for  voung  infants. 
Prevention  consists  of  boiling  the  milk,  the  virus  be'ing  killed  by  a 
temperature  of  80°  to  85°.  Adults  emploved  about  cattle  should 
practice  perfect  cleanliness,  washing  the  hands  with  antiseptics, 
and  cauterizing  any  wounds.  Treatment  consists  of  weak  alka- 
line solutions  to  wash  the  mouth  and  touch  the  ulcers.  In  ani- 
mals vinegar  wash  is  useful. 

Koplik's  Spots  in  Measles.— Charles  J.  Dillon  {Med.  Rec, 
Feb.  16,  1907)  has  studied  a  series  of  abotit  285  cases  of  measles 
with  reference  to  the  occurrence  and  significance  of  buccal  spots 
in  this  disease.  He  says  that  Koplik's  symptom  is  a  constant, 
definite,  early  diagnostic  sign  of  measles,'  of  greater  diagnostic 
value  when  present  than  even  the  rash.  The  constancv  of  the 
symptom  is  indicated  by  the  fact  that  in  221  cases  observed  from 
tne  period  of  incubation  well  into  convalescence  it  was  definitely 
absent^  only  twice.  Koplik's  spots  sometimes  disappear  before 
there  is  any  sign  of  a  skin  eruption,  and  frequentlv  before  the 
rash  has  fully  bloomed.  Cases  seen  in  the  earliest  stages  and 
presenting  but  few^  Koplik's  spots  as  vet  are  known  to  have 
infected  exposed  children,  and  for  this  reason  the  earlv  detection 
of  the  spots  can  hardly  be  expected  to  prove  a  prophvlactic  meas- 
ure of  any  great  value.  Koplik's  symptom  is  usuallv.  if  not  al- 
ways, preceded  by  a  febrile  movement,  and  the  thermometer 
would  seem  to  be  the  best  aid  to  earlv  diagnosis  when  dealing 
with  an  epidemic  in  an  institution. 

Rheumatism  in  Childhood.— J.  Ross  Snyder      {Jour.    Amcr. 
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Med.  Assn.,  Feb.  9,  1907)  says  that,  eliminating  scurvy,  pyemic 
arthritis,  and  the  soreness  and  stiffness  of  joints  and  muscles 
caused  by  cruel  clothing,  coddlings,  and  bouncings,  the  cases  of 
rheumatism  occurring  in  nurslings  are  reduced  almost  to  nil. 
From  the  eighth  year  onward  an  attack  of  rheumatism  in  a  child 
resembles  more  or  less  closely  the  adult  type.  He  enumerates  a 
large  number  of  conditions  regarded  at  times  as  manifestations  of 
rheumatism  in  the  young,  and  discusses  a  few  of  the  most  im- 
portant. While  acknowledging  the  frequent  association  of  endo- 
carditis with  rheumatism,  he  believes  that  the  latter  is.  too  fre- 
quently assumed  to  be  the  cause  of  the  condition  which  may  re- 
sult from  other  infective  processes.  Concerning  the  relationship 
of  chorea  and  rheumatism,  he  says  that,  bacteriologically,  a  con- 
nection between  them  has  not  been  proven.  Also,  while  rheuma- 
tism is  of  common  occurrence  among  negroes,  chorea  is  rarely 
seen  in  that  race.  In  certain  localities  where  rheumatism  is  en- 
demic, chorea  is  not  proportionately  increased,  and  in  fact  may 
be  met  with  but  seldom.  In  other  localities  rheumatism  is  almost 
unknown,  though  chorea  is  by  no  means  infrequent.  Before 
puberty  chorea  occurs  more  frequently  in  females.  The  same  is 
true  of  rheumatism,  if  we  regard  the  so-called  manifestations  at 
this  period  as  not  too  shadowy  for  diagnostic  purposes.  At  and 
after  puberty  the  number  of  cases  of  chorea  occurring  in  females, 
as  compared  with  cases  occurring  in  males,  is  even  more  decidedly 
increased.  But  at  about  this  period  of  life,  when  the.  symptoms 
of  rheumatism  are  more  clearly  marked  than  in  childhood,  rheu- 
matism is  more  frequent  in  males.  These  facts,  coupled  with  our 
knowledge  that  not  an  inconsiderable  number  of  cases  of  chorea 
occur  during  pregnancy ;  that  an  attack  may  follow  emotional 
strain  or  fright;  that  accredited  reports  of  cases  following  some 
one  of  the  exanthemata  are  not  infrequent ;  that  chorea  some- 
times develops  immediately  after  slight  injury  or  surgical  opera- 
tion, would  all  seem  against  the  opinion  that  there  is  any  close 
connection  with  rheumatism.  Unless  we  believe  that  there  is 
no  such  specific  disease  entity  as  acute  rheumatism,  and  that  all 
cases  classed  under  that  name  arc  no  more  or  less  than  strepto- 
coccus infections,  the  writer  thinks  we  nuist  admit  that  a  consid- 
erable number  of  these  cases  of  arthritis,  with  their  com|)lications 
developing  in  the  wake  of  tonsilitis,  are  as  far  from  being  rheu- 
matic in  nature  as  are  cases  of  acute  pyemic  arthritis  in  infants. 
He  suggests  that  erythema  nodosum  is  only  another  variable 
streptococcus  infection  of  which  the  tonsils  are  the  usual  j^ort  of 
cntr\-. 

Rheumatism  in  Childhood. — While  acknowledging  the  loose 
and  indefinite  use  of  the  term  rheumatism  and  the  gradual  elimina- 
tion of  many  conditions  formerly  descril^ed  under  this  name. 
C.  H.  Dunn  (Jour.  Amcr.  Med.  Assn.,  Feb.  9,  1907)  argues  in 
favor  of  the  recognition  of  rheumatic  fever  as  a  definite  entity. 
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He  says  that  in  considering  as  a  whole  the  acute  infection  in  its 
varied   manifestations   making  up   the   conception   of   rheumatic 
tever,  certain  facts  stand  out  as  marked  pecuHarities  of  the  dis- 
ease in  early  life:    (i)  The  comparative  mildness  of  the  articular 
manifestations.     (2)  The  relative  frequency  of  cardiac  manifesta- 
tions.    (3)   The  large  number  of  cases  in  which  there  are  onlv 
cardiac  manifestations.    This  number  is  actually  greater  than  the 
number  of  cases  having  only  articular  manifestations.     (4)  The 
frequent  occurrence  of  endocarditis  or  pericarditis  as  the  primary 
manitestations.     (5)  The  most  severe  manifestations  are  the  car- 
diac.   In  acute  endocarditis,  and  to  a  still  greater  degree  in  acute 
pericarditis,  the  severity  of  the  case,  as  measured  l3y  subjective 
discomfort  and  duration  of  fever,  as  well  as  by  danger  to  life   is 
greater  than  in  acute  arthritis.      (6)    The  marked  tendency' to 
recurrent   attacks,  with   varying  manifestations.     A  very   large 
number  of  the  patients  had  had  frequent  attacks  of  fever,  wi'th 
articular  or  cardiac  symptoms,  previous  to  the  attack  for  which 
they  were  then  under  treatment.     The   recurrent  attacks  show 
no  particular  order  of  occurrence.      Sometimes  the  first  is   the 
most  severe  ;  sometimes  the  mildest.    At  times  chorea. occurs  first ; 
at  times  arthritis,  at  times  fever  and  dyspnea,  at  times  pericarditis! 
Sometimes  joints,  endocardium,  and  pericardium  are  affected  to- 
gether; at  other  times  endocarditis  mav  occur  alone,   followed 
after  months  or  years  by  an  articular  attack,  and  later  still  by  a 
pericarditis.    The  whole  of  childhood  seems  to  be  a  period  when, 
at  various  times,  endocardium,  pericardium,  and  articular  synovial' 
membrane    are    particularly    susceptible    to   this    infection!      The 
writer  believes  that  the  principal  cause  of  the  condition  known  as 
failure  of  compensation  in  children  is  due,  not  to  overexertion,  but 
to  a  fresh  infection.     The  chief  characteristic  of  the  clinical  pic- 
ture in  childhood  is  its  definiteness  and  the  strong  resemblance 
of  all  the  cases  one  to  another.     The  general  course,  range  of 
temperature,  symptomatology,  recurrences,  associated  manifesta- 
tions, give  a  picture  strongly  suggestive  of  a  definite  disease.     If 
this  clinical  picture  merely  represents  a  specific  reaction  of  the 
body  to  various   causes,  it  must  at  least  be  admitted  that  the 
reaction   is  very  specific.      It  rather  suggests   an   infection,  and 
more,   a   specific   infection,   in   which   the'  infecting  agent  has   a 
marked  tendency  to  select  constantlv.  and  over  and  over  again 
certain  definite  parts  of  the  body.     Whatever  its  portal  of  entrv. 
it  localizes   itself  with   a   remarkable  constancy   in   the   synovial 
membranes  of  the  joints,  in  the  endocardium,'  and  in  the  peri- 
cardium.    When  it  has  so  localized  itself,  it  produces  a  definite 
and  constant  febrile  reaction,  and  -definite  and  constant  lesions, 
chiefly  a  non-purulent  inflammation.     A  certain  number  of  these 
causes  came  to  autopsy.     The  finding  showed  onlv  minor  devia- 
tions, being  essentially  the  same  pathologic  process,  which  has 
for  years  been  described  as  occurring  in  acute  rheumatic  arthritis, 
endocarditis,   and   pericarditis.      That   these   lesions   can   be   pro- 
duced by  the  pyogenic  organisms  is  possible,  but  remains  to  be 
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further  proved.  There  is  at  least  a  marked  contrast  between  the 
lesions  in  all  these  cases  and  those  produced  by  the  ordinary 
virulent  pyogenic  cocci.  The  severity  of  the  cardiac  manifesta- 
tions points  toward  a  virulent  infection,  and  hence  is  against  the 
view  that  the  manifestations  are  due  to  a  variety  of  pyogenic  cocci 
in  an  attenuated  form.  The  definiteness  of  the  clinical  picture 
alone  is  sufficient  justification  for  regarding  rheumatic  fever  as  a 
definite  entity,  and  most  probably  a  specific  infection. 

Rheumatic  Carditis  in  Children. — Joseph  M.  Patton  {Clin. 
Rev.,  Feb.,  1907)  calls  attention  to  the  facts  that  the  majority  of 
cardiopathies  in  the  young  are  of  rheumatic  origin,  and  that  in- 
flammations of  the  heart  in  children,  when  more  than  transitory, 
usually  involve  all  the  layers  of  that  organ.  Typical  attacks  of 
rheumatism  are  not  common  before  the  tenth  year,  and  are  rare 
before  five.  Cardiac  symptoms  may  precede  other  rheumatic 
manifestations.  In  heart  disease  of  children,  muscular  degenera- 
tions of  the  heart  and  vessels  are  not  present  and  hypertrophy 
is  rapidly  effected,  so  overstrain  is  a  less  serious  danger  than  with 
the  adult.  Of  s3anptoms,  pain  and  restlessness  are  relatively 
sHght ;  dyspnea  is  more  important  than  in  adults ;  slight  edema 
is  frequent ;  the  pulse  is  a  more  uncertain  guide  and  the  heart 
sounds  and  murmurs  are  of  less  importance.  No  one  symptom  is 
as  important  in  a  child  as  in  an  adult.  The  chief  factors  in  the 
etiology  of  heart  disease  in  early  life  are  local  disturbances  in 
the  upper  respiratory  tract,  and  overcrowding  of  children  in 
tenements  and  schools.  Premonitory  to  actual  cardiac  disease  in 
children  may  be:  Imperfect  nutrition,  transitory  fever,  growing 
l)ains,  epigastric  pain,  nervousness,  night  terrors,  chorea,  myalgia, 
arthritis,  tonsillitis,  epistaxis,  slight  lobular  pneumonia,  pleurisy, 
small  glandular  nodules,  erythema  multiforme,  and  irregular 
bowels.  When  the  heart  is  attacked  early  and  severely,  pain, 
d\spnea,  nervous  excitability  and  the  thumping  impulse  of  the 
heart  call  attention  to  its  involvement,  but  in  many  instances 
rlieumatic  manifestations  elsewhere  or  irregular  forms  of  rheu- 
matism will  distract  the  attention  from  the  heart.  Dilata- 
tion of  the  heart  in  children  is  one  of  the  earliest  and  most 
valuable  signs  of  cardiac  trouble.  To  distinguish  myocarditis  is 
difficult.  It  is  shown  by  a  degree  of  cardiac  weakness  not  ac- 
counted for  by  the  endocardial  condition  present,  when  pericarditis 
and  marked  endocardial  involvement  can  lie  excluded.  The  com- 
plete impotence  to  arrest  the  development  of  incurable  cardiac 
lesions  em])hasizes  the  necessity  of  preventing  the  initial  infection 
by  care  of  the  upi>er  respiratory  tract,  avoidance  of  overcrowding 
and  imperfect  ventilation  in  Jiomes  and  schools,  and  general  hy- 
giene of  childhood.  The  treatment  of  acute  carditis  demands 
chieflv  rest  in  the  recumbent  position  until  pulse  rate  is  not  in- 
creased more  than  four  or  five  beats  by  assuming  the  erect  posi- 
tion. .\  rest  of  half  to  one  hour  after  meals  should  be  insisted 
upon  when  the  child  begins  to  get  aobut  on  its  feet.     L'se  of  the 
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ice-bag  over  the  precordium  quiets  the  heart  and  relieves  pain, 
but  any  measure  which  worries  or  excites  the  child  is  not  worth 
continuing.  Salicylates  with  alkalies  are  of  value;  so  are  the 
iodides  in  convalescence.  Strychnine  should  be  used  with  caution, 
and  only  for  frequent,  weak  pulse  or  collapse;  digitalis,  in  the 
acute  stage,  only  if  the  heart  is  dilated.  Alcohol  is  useful  for 
threatened  collapse.  P'or  high  fever  with  excited  heart  and 
restlessness,  five  or  ten  grains  of  sodium  bromide  with  a  drop  of 
tincture  of  aconite  and  a  teaspoonful  of  sweet  spirits  of  nitre 
every  two  hours  will  be  efficient.  Local  or  general  bleeding  should 
be  done  only  with  caution  when  the  right  side  is  dilated. 

Effect  of  Gonorrhea  in  the  Mother  Upon  the  Early  Nutri- 
tion of  the  Child.— R.  W.  Lobenstine  and  J.  A.  Harrar  (Bull. 
Lying-in  Hasp.  N.  Y.,  Dec,  1906)  base  their  deductions  upon 
the  observation  of  50  babies  of  gonorrheal  mothers,  150  of  normal 
mothers,  and  50  of  gonorrheal  mothers  with  more  or  less  severe 
temperatures.  .  They  find  that  the  average  birth-weight  of  the 
babies  of  "gonorrheal  mothers"  is  less  than  that  of  babies  of 
"normal  mothers."  In  the  writers'  series  the  former  weighed 
an  average  of  297  grams  less  than  the  latter.  The  average  in- 
itial loss  is  more  pronounced  in  the  gonorrheal  babies  (5.82  per 
cent.,  as  against  4.74  per  cent.).  The  amount  of  loss,  regained 
on  the  tenth  day,  is  only  10.9  per  cent,  in  the  gonorrheal  babies, 
as  against  49.3  per  cent,  in  the  normal  babies.  The  gonorrheal 
babies  show  both  more  temperature  disturbance  and  more  intes- 
tinal disturbance  than  the  normal  babies.  The  babies  of  non- 
gonorrheal,  febrile  mothers  show  a  greater  average  initial  loss 
than  the  normal  babies,  and  regain  by  the  time  of  discharge  but 
5.3  per  cent,  of  their  loss,  as  against  49  per  cent,  in  normal  babies. 
Gonorrhea  in  the  mother  in  the  later  months  of  pregnancy  is  not 
only  a  cause  of  a  greater  number  of  premature  births,  but  it  has 
a  decided  influence  in  lowering  the  average  birth-weight  at  term. 
This  low  average  birth-weight  is  probably  largely  due  to  the  local 
effects  of  the  disease,  vitiating  the  normal  nutrition  of  the  fetus. 
The  writers  believe  that  the  apparent  inability  of  the  "gonorrheal 
babies"  to  regain  by  the  tenth  day  any  appreciable  percentage  of 
their  birth-weight  is  due  both  to  the  lowered  standard  of  nutri- 
tion at  birth,  as  well  as  to  the  temperature  of  the  mothers,  and 
probablv  not  to  "gonorrheal  toxins"  excreted  in  the  milk. 

Treatment  of  Gonococcic  Conjunctivitis. — G.  E.  De  Schwei- 
nitz  {Titer.  Gas.,  Jan.  15,  1907)  says  that  the  prognosis  of 
ophthalmia  neonatorum  is  not  nearly  as  unfavorable  as  in  gonor- 
rheal conjunctivitis  of  adults,  provided  the  patient  is  seen  early. 
The  treatment  of  this  disease  should  be  as  follows :  Painstaking 
but  gentle  irrigations  in  the  ordinary  manner,  and  not  with  the 
aid  of  any  of  the  most  unnecessary  special  devices  for  introducing 
the  fluid  beneath  the  lids ;  rarely,  and  only  in  cases  with  much 
swollen  lids  and  of  robust  nature,  cold  compresses  for  the  first 
twentv-four  hours;  constant  flooding  of  the  conjunctival  sac  with 
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a  25  per  cent,  solution  of  arg-yrol,  which  acts  as  a  protective  and 
which  floats  to  the  surface  of  the  purulent  material,  renderin.^  its 
removal  more  easy ;  most  assiduous  watching  of  the  case  and 
adding  to  the  treatment  always  a  daily  application  of  nitrate  of 
silver,  provided  the  symptoms  do  not  promptly  subside  under  the 
argyrol  treatment  or  any  other  measures  which  may  be  employed. 
Many  cases  of  ophthalmia  neonatorum  are  better  treated  with 
argyrol  for  the  simple  reason  that  it  can  do  no  harm.  The 
proper  method  of  applying  the  nitrate  of  silver  is  as  follows: 
The  conjunctival  sac  is  first  thoroughly  irrigated  and  all  pus  and 
lymph  carefully  washed  away.  Next,  both  lids  are  everted  so  as 
to  obtain  full  exposure  of  the  swollen  tarsal  conjunctiva.  With  a 
small  cotton  mop,  which  has  been  dipped  into  a  freshly  prepared 
2  per  cent.  (gr.  x  §j)  solution  of  nitrate  of  silver,  the  conjunctiva 
thus  exposed  is  gently  but  thoroughly  painted  until  a  white  film, 
due  to  the  formation  of  chloride  of  silver  and  coagulated  albumin, 
forms.  With  a  physiologic  salt  solution  the  surface  is  next  irri- 
gated until  every  particle  of  the  white  film  which  has  formed  is 
washed  away,  and  a  clean  red  surface  remains.  The  lids  are 
then  restored  to  their  normal  position  and  the  sac  once  more 
irrigated.  By  this  means  all  the  nitrate  of  silver  is  neutralized, 
and  all  substances  which  might  irritate  or  injure  the  cornea  are 
removed.  Finally,  iced  compresses  are  applied  for  five  or  ten 
minu.tes. 

Cells  in  the  Exudate  of  Cerebrospinal  Meningitis. — M.  Spe- 
roni  {Presse.  Med.,  Feb.  23,  1907)  has  made  examinations  of  the 
exudate  in  patients  attacked  with  epidemic  cerebrospinal  meningi- 
tis. The  fluid  may  be  scanty  or  large  in  amount.  It  contains  fibrin 
in.  small  (juantities.  All  the  cellular  elements  of  the  blood  are 
found  in  the  exudate.  Polynuclears  with  entroi)hilic  granula- 
tions predominate,  more  or  less  degenerated,  and  many  of  them 
containing  the  diplococcus  intracellularis  meningitidis.  Mono- 
nuclear leukocytes,  large  and  small,  are  present,  the  large  cells 
being  few.  The  protoplasm  is  basophilic.  They  have  a  phagocytic 
action  on  the  leukocytes,  red  blood  cells,  detritus,  and  bacteria. 
There  are  more  or  less  red  blood  corpuscles,  and  yellow,  amor- 
phous pigment.  Fibroblasts  are  found,  originating  in  the  prolifer- 
ation of  the  adventitia  of  the  vessels,  especially  the  large  arteries. 
They  are  phagocytic.  While  the  leukocytes  destroy  the  bacteria, 
the  proliferated  cells  remove  the  debris  of  the  struggle  from  the 
tissues. 

Hereditary  Syphilis  in  the  Fetus. — C.  Fouquet  {Bull,  de  la 
Soc.  d'Obst.  dc  Paris,  Jan.  17.  1007)  describes  his  examinations 
of  the  organs  of  four  fetuses  that  died  before  birth  from  hercd- 
itarv  syphilis,  and  gives  his  conclusions.  He  deduces  the  prac- 
tical dictum  that  everv  child  of  a  syphilitic  parent  should  be  sub- 
mitted to  anti-syphilitic  treatment  whether  it  shows  any  evidence 
of  infection  or  not,  since  the  organism  may  exist  in  a  dormant 
state,  and  mav  later  become  active  and  cause  lesions  to  appear. 
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1  he  author  states  that  the  more  he  examines  the  tissues  of  svph- 
ihtic  patients  the  more  he  is  convinced  that  the  Spirochocta  pallida 
IS  the  cause  of  the  infection.    All  the  internal  organs  may  contain 
the   parasites   even    when   microscopicallv   they   appear   normal. 
There  is  a  definite  relation  between  the  nurnber  of  parasites  present 
in  an  organ  and  the  severity  of  the  lesion.     In  three  of  the  cases 
examined  by  the  author  the  infection  was  recent,  occurring  shortly 
before  conception,  and  the  mothers  were  in  the  height  of  the 
secondary  stage.    In  three  fetuses  parasites  were  found  in  abund- 
ance.   In  cases  of  long-standing  syphilis  of  the  parent  the  number 
of  parasites  found  in  the  fetus  is  ^mall  and  the  lesions  are  less 
marked.     When  the  parasites  are  very  abundant  the  offspring 
succumbs  quickly,  with  a  true  syphilitic  septicemia;  when  some 
parasites  die  there  is  a  less  marked  infection.    But  not  all  of  them 
die,  and  it  is  fair  to  ask  what  becomes  of  them.     It  may  be  sup- 
posed that  they  become  dormant  either  as  spirilla  or  in  some  as 
yet  unknown  form,  and  later  become  active  again.    Their  number 
and  virulence  become  less  under  syphilitic  treatment  in  all  prob- 
ability.    When  they  are   found  in  the  ductus  choledochus  they 
produce  edematous  inflammation  of  the  liver  and  the  jaundice  of 
the  new-born  may  result  from  this.    When  present  in  the  glomeruli 
and  uriniferous  tubules  of  the  kidneys  they  will  appear  in  the 
urine  and  be  of  use  in  diagnosis  if  the  urine  be  examined  for 
them.     They  are  also  found  in  the  testicles,  and  here  account 
for  infection  of  the  spermatozoa,  and  their  latency  for  the  non- 
apiDearance  of  the  infection  in  the  fetus  although  they  appear  later. 
Spontaneous   Cure   of  Taenia  Nana. — Scipione   Riva-Rocci 
{Riv.  dl  Clin.  Fed.,  Jan..   1907)   describes  taenia  as  a  somewhat 
rarer  disease  among  Italians  than  among  other  European  children. 
But  the  in  frequency  with  which  it  is  observed  by  physicians  may 
be  in  part  ascribed  to  the  custom  of  the  people  of  treating  the 
disease  in  the  family  without  medical  aid.    Of  the  different  forms 
of  tape-worm  taenia  nana  is  the  rarest.     The  author  observed 
that  the  parasite  is  not  as  permanent  in  the  stools  as  the  other 
forms  of  taenia,  but  that  it  soon  decomposes  and  does  not  give  a 
characteristic   appearance,   there  being  only   streaks   or   threads 
remaining  that  look  verv  much  like  streaks  of  mucus  or  oxyuris 
vermicularis.     The  ova  are  much  more  recognizable  by  means  of 
the  microscope  than  the  parasites  themselves.     The  author  ob- 
served a  case  in  a  child  nine  years  of  age  in  whom  there  were 
no  symptoms  referable  to  the  worms  and  none  of  chronic  gastro- 
intestinal catarrh,  but  in  which  the  physician  was  called  in  on 
account  of  an  acute  intestinal  catarrh.     In  the  stools  of  the  first 
two  days  the  parasite  was  recognizable  by  the  microscope  in  very 
large  numbers  and  there  were  countless  ova,  but  after  that  time 
the  parasites  were  so  decomposed  as  to  become  unrecognizable 
by  the  microscope.     The  author  believes  that  this  was  due  to 
some  poison  that  was  produced  by  the  acute  catarrh  of  the  in- 
testine, which  destroyed  the  life  of  the  parasite  and  caused  it  to 
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become  decomposed.  No  anthelmintics  were  administered,  and 
in  spite  of  the  fact  that  the  head  of  the  worm  was  not  found,  the 
case  was  cured  spontaneously.  It  has  been  under  observation  for 
four  years  since  this  cure,  and  at  no  time  have  there  been  any 
evidences  of  the  presence  of  the  worms. 

Congenital  Paludism. — N.  Pezopoulos  and  J.  P.  Cardamatis 
{Arch,  de  Med.  dcs  Enf.,  Jan.,  1907)  state  that  when  the  malarial 
parasite  is  found  in  the  blood  of  pregnant  women  it  is  not  in  that 
of  the  new-born  child  or  the  fetus  after  abortion.  The  authors 
have  examined  the  blood  of  six  new-born  children,  of  the  mothers, 
and  of  the  placentae  after  birth.  They  observed  many  plasmodia 
in  the  blood  of  the  mothers,  but  none  in  the  new-born  children. 
Parasites  were  found  in  the  blood  from  the  maternal  side  of  the 
placenta,  but  none  in  that  on  its  fetal  side,  nor  in  the  umbilical 
cord.  In  the  placenta  after  abortion  there  were  no  parasites. 
Hence  it  may  be  stated  that  the  plasmodia  are  found  only  in  the 
maternal  circulation.  While  they  stay  for  long  periods  in  the 
placental  lacunae,  owing  to  the  slowness  of  the  circulation  there, 
they  do  not  pass  through  into  the  fetal  circulation,  nor  infect  the 
fetus. 

Fibrosarcomata  of  the  Neck. — Victor  Veau  {Arch,  dc  Med. 
dcs  Enf.,  Jan.,  1907)  describes  the  occurrence  of  extrapharyngeal 
fibrosarcomata  arising  from  periosteum,  aponeuroses,  nerves,  and 
duramater  as  comparatively  frequent  in  children.  Fibrosarcomata 
of  the  periosteum  generally  arise  from  the  cervical  vertebrae,  be- 
ginning on  the  apophysis  of  a  transverse  or  spinous  process.  They 
may  originate  from  the  scapula,  inferior  maxilla,  or  hyoid  bone. 
When  of  aponeurotic  origin  they  come  from  the  vessels  of  the 
neck.  If  of  nervous  origin  the  cervical  ganglion  of  the  sympa- 
thetic is  the  site  of  growth.  They  may  be  implanted  on  the  dura- 
mater of  the  cervical  canal,  the  pedicle  passing  out  between  the 
vertebrae.  These  tumors  have  a  distinct  capsule  which  separates 
them  from  the  surrounding  tissues.  They  are  in  relation  with  the 
sternomastoid  muscle.  They  are  bluish,  very  hard,  and  on  palpa- 
tion appear  to  be  deeply  situated.  In  the  beginning  they  are  be- 
nign tumors,  but  are  apt  to  degenerate  and  become  malignant. 
They  cause  pain  bv  compression  and  irritation  of  the  brachial 
plexus,  which  irradiates  from  the  tumor.  WHien  malignant  they 
must  be  removed  promptly  to  save  life. 

Thyroid  Gland  in  Relation  to  Marasmus. — J.  W.  Simpson 
(Scot.  Med.  and  Surg.  Jour.,  Dec,  IQ06)  has  collected  and  exam- 
ined eighty  thyroid  glands  taken  from  children  dying  of  (i) 
acute  diseases,  such  as  bronchopneumonia,  endocarditis,  etc.;  (2) 
tuberculous  disease,  (3)  marasmus.  In  the  group  of  (i)  acute 
diseases  the  thyroids  showed  chiefly :  marked  diminution  of  the 
colloid :  vesicles  without  colloid  frequentlv  filled  with  infiltrating 
cells;  increase  in  fibrous  tissue.  In  the  group  of  (2)  tuberculous 
disease  the  changrcs  were  much  the   same,  but   the   increase  of 
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fibrous  tissue  was  the  most  common  lesion.  In  the  (3)  marasmus 
group  the  marked  and  ahnost  constant  gland  changes  were :  a 
large  portion  of  the  vesicles  patent  but  devoid  of  colloid ;  marked 
increase  of  fibrous  tissue,  frequently  intravesicular ;  marked  cell 
proliferation  in  a.  number  of  the  vesicles.  These  made  the  writer 
think  that  the  diseased  state  of  the  gland  might  be  the  cause 
rather  than  the  result  of  marasmus.  The  writer  discusses  the 
four  most  common  causes  of  marasmus :  constitutional  causes,  im- 
proper feeding,  bad  hygienic  surroundings,  •  acute  disease,  and 
attempts  to  show  the  eft'ect  of  the  thyroid  gland  in  these  con- 
ditions. He  has  treated  in  hospital  six  well-marked  cases  of 
marasmus,  all  of  which  had  been  in  the  wards  upon  regulated 
diet  for  some  time  and  were  steadily  losing  weight.  The  regu- 
lated diet  in  these  cases  was  unchanged,  but  one-third  to  one-half 
grain  of  thyroid  substance  was  administered  three  times  a  day. 
One  of  these  patients  died ;  the  five  others  all  showed  marked  im- 
provement during  the  thyroid  treatment.  Of  twelve  similar  cases 
treated  in  the  out-patient  department  three  died;  one  was  un- 
changed and  still  under  treatment :  the  remaining  eight  did  well. 
One  of  the  children  which  died  was  improving  under  treatment, 
but  was  carried  off  by  pertussis  and  bronchopneumonia.  Of  the 
eight  dispensary  cases  which  responded  to  treatment,  five  were 
cured,  three  still  improving  steadily.  Of  these  eight,  six  were 
put  on  thyroid  treatment  at  once,  while  two  were  simply  dieted 
for  three  weeks  and  continued  to  lose  weight  until  thyroid  medi- 
cation was  begun.  They  then  gained  immediately.  The  writer 
has  recently  given  thyroid  extract  with  favorable  results  in  six 
other  cases  in  which  the  children  had  failed  to  gain  weight. 

Acute  Pemphigus  of  Childhood. — A.  Londgo  {Riv.  di  Clin. 
Pcd.,  Feb.,  1907)  describes  his  observation  of  four  cases  of  acute 
pemphigus  in  children.  He  ascribes  the  greater  frequency  of  the 
disease  in  children  to  the  greater  vulnerability  of  their  skins  and 
the  greater  opportunities  they  have  for  contagion.'  The  period  of 
incubation  is  nine  or  ten  days,  that  of  eruption  five  or  six  days. 
It  begins  with  fever  and  malaise,  afitation  or  delirium,  and 
an  eruption  of  bullae,  many  in  number,  the  disease  being  carried 
by  the  blood-vessels  and  lymphatics.  The  bullae  are  seated  in  the 
superficial  layers  of  the  derma,  except  when  of  large  size,  when 
they  reach  the  deeper  layers.  The  blood  examinations  show 
oligocythemia,  polynuclear  leukocytosis,  and  eosinophilia.  In  all 
four  of  the  author's  cases  he  found  by  examination  of  the  fluid 
from  the  bullae  Staphylococcus  aureus  in  pure  culture.  He  also 
found  it  in  the  urine.  He  believes  that  the  Staphylococcus  aureus 
is  not  present  accidentally  in  the  bullae,  but  has  an  etiological  re- 
lation to  the  disease.  The  prognosis  is  good,  and  treatment  con- 
sists of  mild  antiseptic  washes  and  drying  powders. 

Continuous  Generalized  Tonic-Clonic  Spasm  and  Acute 
Encephalitis  in  Children. — Orazio      d'Allocco      (La      Ri forma 
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Med.,  Feb.  23,  1907)  says  that  the  acute  period  of  encephalitis 
is  so  short  that  in  general  one  sees  the  cases  in  the  chronic  stage, 
that  of  paralysis.  In  the  child,  the  babe,  and  the  fetus  the  causes 
are  not  the  same  as  those  in  the  adult.  The  venous  system  is 
more  developed  than  the  arterial ;  thrombosis  of  the  trunks  and 
secondary  branches  is  frequent  and  produces  disorders  that  do 
not  destroy  life.  The  author  gives  the  histories  of  six  cases,  only 
one  of  which,  observed  in  the  acute  stage,  came  to  autopsy.  In 
all  there  was  a  general  infection,  accompanied  by  motor  disturb- 
ances of  cerebral  origin,  and  secondary  nature.  In  one  case  there 
was  a  traumatism  as  a  causal  agent.  There  was  a  clonic  spasm  of 
the  paralyzed  extremities  that  later  became  tonic.  In  none  was 
there  a  spastic  condition.  The  disease  came  on  in  an  acute  form 
with  symptoms  of  a  general  infection.  The  clonic  spasm  was 
continuous,  uniform,  and  almost  rhythmical.  The  limbs  were 
flexed,  the  head  was  extended.  There  was  no  trophic  disturb- 
ance, and  electric  irritability  was  increased.  The  physiopathology 
of  the  condition  consists  of  stimulation  of  the  central  convolutions 
and  lobulus  centralis  of  one  or  both  hemispheres.  As  long  as 
the  stimulation  lasts  the  spasm  continues ;  then  acute  inflammation 
or  degeneration  succeeds,  and  paralysis  comes  on.  The  condition 
is  analogous  to  acute  anterior  poliomyelitis. 

Pigmentation    Following    Administration    of    Arsenic. — J. 

Lobel  (Arch,  of  Fed.,  Jan.,  1907)  rci)orts  a  case  of  generalized 
pigmentation  and  palmarkeratosis  in  a  boy  of  6  years  and  .9 
months  after  the  administration  of  453  drops  of  Fowler's  solution 
during  a  period  of  forty-seven  days.  These  conditions  cleared  up 
after  withdrawal  of  the  arsenic  and  local  treatment  for  the  cu- 
taneous itching  and  keratosis. 


ITEM. 


THE  THIRTY-SECOND  ANNUAL    MEETING   OF   THE 
AMERICAN   GYNECOLOGICAL  SOCIETY. 

Will  be  held  at  Washington.  D.  C,  on  Tuesday.  Wednesday,  and 
Thursday,  May  7.  8.  9,  1907.     Sessions  will  be  held  in  University 
Hall,  George  Wa.shington  L'niversity,  Fifteenth  and  H  streets. 
The  profession  is  cordially  invited  to  attend. 
The  following  i)apers  will  be  read : — 

1.  Ovarian  Implantation   Metastases  following  Cancer  of  the 
Cervix  Uteri.     Fred.  J.  Taussig.  St.  Louis. 

2.  Further  Experience  with  Scopolamine-morphinc  .\nesthesia 
in  Obstetrics.    F.  S.  Newell.  Boston. 

3.  A  New  Method  of  Version.     A.  F.  .\.  King.  Washington. 
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4.  Frequency  and  Clinical  Sis^nificance  of  Contractions  of  the 
Pelvic  Outlet.    J.  Whitridge  Williams,  Baltimore. 

5.  The  Superiority  of  Primary  over  Secondary  Cesarean  Sec- 
tion ;  Feasibility  and  Advantages  of  a  Predetermination  of  the 
Method  of  Delivery.    Edward  Reynolds,  Boston. 

6.  Pubiotomy.    Henry  D.  Fry,  Washington. 

7.  Induced  Labor,  and  Delivery  by  Abdominal  Section.  Ed- 
ward P.  Davis,  Philadelphia. 

8.  Ovarian  Gestation,  a  Second  Specimen.  J.  Clarence  Web- 
ster, Chicago. 

9.  Symposium  :  The  Care  of  the  W^ound  and  the  After-treatment 
of  Laparotomies.  (Papers  or  abstracts  limited  to  ten  minutes.)  (a) 
The  Method  of  Closing  the  Wound.  Seth  C.  Gordon,  Portland,  (b) 
The  ^lethod  of  Closing  the  W^ound.    Le  Roy  Broun,  New  York. 

(c)  The  Method  of  Closing  the  Wound.     C.  A.  Kirkley,  Toledo. 

(d)  Catgut  or  Silver  Wire  for  Approximating  the  Deep  Fascia? 
Hunter  Robb,  Cleveland.  (e)  The  Use  of  Laxatives  in  the 
After-treatment.  Henry  T.  Byford,  Chicago.  (/)  Eserine  Salicy- 
late as  a  Prophylactic  against  Atony  of  the  Bowels.  Hiram  N. 
A'ineberg,  New  York,  (o-)  Care  of  Stomach  and  Bowels;  Posi- 
tion and  Rest  in  Bed.  Lapthorn  Smith,  Montreal.  (Ii)  The  In- 
cision and  After-treatment.  W.  Gill  Wylie,  New  York,  (i) 
Treatment  of  Stomach  and  Intestines ;  Position  and  Rest  in  Bed. 
Henry  C.  Coe,  New  York.  (/)  The  After-care  of  the  Patient. 
Herman  J.  Boldt,  New  York,  (k)  The  After-care  of  the  Pa- 
tient.   J.  Montgomery  Baldy,  Philadelphia. 

10.  The  President's  address. 

11.  Some  Congenital  \'ariations  of  the  Kidneys  and  Ureters, 
in  reference  to  their  Development  and  Surgical  Importance.  ( Il- 
lustrated by  lantern  slides.)  Dr.  George  S.  Huntington,  New 
York.     (By  invitation,  Association  of  Genito-Urinary  Surgeons.) 

12.  The  Radiographic  Diagnosis  of  Renal  Lesions.  (Plates 
illustrated  by  lantern  slides.)  Dr.  Lewis  Gregory  Cole,  New 
York.     (By  invitation,  Association  of  Genito-Urinary  Surgeons.) 

13.  (a)  Specimens  and  Illustrations  of  Renal  Lithiasis.  (b) 
Pyonephrotic  Stone  Kidney,  (c)  Renal  Tuberculosis.  Dr.  Chas. 
H.  Chetwood,  New  York.  (Association  of  Genito-Urinary  Sur- 
geons.) 

14.  Calculous  Anuria  (with  special  reference  to  bilateral  Renal 
Calculus,  and  to  the  simultaneous  performance  of  bilateral 
Nephrolithotomy  in  those  cases,  and  to  Calculous  Anuria  occur- 
ring in  patients  having  but  one  kidney).  Dr.  Francis  S.  Watson, 
Boston.      (American  Association  of  Genito-Urinary  Surgeons.) 

15.  The  Value  and  Method  of  Mensuration  in  Vesical.  Ureteral, 
and  Renal  Work.  Dr.  Howard  Kelly,  Baltimore.  (American 
Gynecological  Society.) 

16.  The  too  common  neglect  of  pre-operative  Diagnosis  and 
Prognosis  in  Renal  and  Ureteric  Disease.     Dr.   F.   T.   Brown, 
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New    York.      (American    Association    of    Genito-Urinary    Sur- 
geons.) 

17.  A  Consideration  of  the  l'atholo£jy.  Diagnosis,  and  Treat- 
ment of  Acute  Unilateral  Septic  Infarcts  of  the  Kidney.  Dr.  G. 
E.  Brewer,  New  York.  (American  Association  of  Genito-Urinary 
Surgeons.) 

18.  Some  Requirements  of  Up-to-Date  Nephrectomy.  Dr. 
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FIBROID  TUMORS  OF  THE  UTERUS  IN  PREGNANCY, 
LABOR,  AND  THE  PUERPERAL  STATE.* 


BY 

MATTHEW  D.  MAXN.  A.M.,  M.D., 
Professor  of  Obstetrics  and  Gynecology  in  the  University  of  Buffalo. 
Buffalo,  N.  Y. 

By  the  careful  observation  of  a  great  number  of  cases,  and 
painstaking  analysis  of  their  clinical  and  pathological  histories, 
our  knowledge  of  fibroid  tumors  has  been  greatly  increased.  Still, 
the  last  word  has  not  been  said.  Especially  is  this  true  of  the 
relations  which  these  tumors  bear  to  pregnancy  and  its  sequelae. 

Frequency. — A  large  number  of  cases  have  been  reported  of 
fibroids  complicating  pregnancy.  In  a  rapid  and  cursory  review 
of  the  literature  of  the  last  five  years  I  find  more  than  seventy 
authors  who  have  reported  cases,  and  a  few  who  have  written 
more  or  less  fully  on  the  subject.  These  writers  reported  about 
150  cases  in  all,  and  quoted  statistics  of  about  500  other  cases, 
collected  from  literature. 

This  may  seem  a  large  number,  but  the  very  rarity  of  the  com- 
plication causes  most  of  the  cases  to  be  reported,  and,  as  medical 
literature  is  cosmopolitan,  we  have  the  result  of  the  whole  civi- 
lized world.     The  largest  number  of  cases  come  from  Germany, 

♦Read  before  the  Wayne  Co.,  Mich.,  Med.  Soc,  April  15,  1907. 
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where  great  care  is  taken  to  report  all  unusual  cases.  In  a  total 
of  2,274  cases  of  fibroids  collected  by  C.  P.  Noble/  only  nineteen 
became  pregnant,  and  of  these  in  six,  or  nearly  one-third,  the 
pregnancy  was  ectopic.  Pinard-  reports  eighty-four  fibroid  tu- 
mors in  13,917  labors — about  0.06  per  cent.  In  Schroeder's^ 
clinics,  in  20,000  obstetric  cases  there  were  twelve  operated  during 
pregnancy  and  thirteen  labors  complicated  with  tumors.  In  the 
Rotunda,^  in  one  year  (1899-1900),  there  were  eleven  labors  with 
tumors.  The  writer  has  met  with  ten  cases  of  pregnancy  associated 
with  fibroids.  These  figures  show  that,  while  pregnancy  and 
fibroids  may  coexist,  the  combination  is  not  very  common. 

Cause. — Unquestionably,  the  vast  majority  of  women  who  have 
fibroids  are  nulliparae.  Olhausen*  states  that  women  having 
fibroids  are  often  sterile.  Among  1,731  married  women,  there 
were  520,  or  30  per  cent.,  who  were  sterile.  This  does  not  take 
into  account  unmarried  women,  who  are,  in  my  experience,  com- 
mon subjects  of  these  growths.  It  is  rare  to  see  a  woman  with  a 
fibroid  who  has  had  a  large  family.  Pinard"  quotes  Bayle,  who 
wrote  in  1813: 

"Married  women  who  have  had  no  children  and  those  who  have 
had  only  one  or  two,  are  more  liable  to  myofibromas  of  the  uterus 
than  those  who  have  had  a  large  number  of  children.  It  appears 
that  the  uterus  which  has  not  undergone  the  changes  of  pregnancy 
is  more  apt  to  be  the  seat  of  a  fibroma  than  the  uterus  which  has 
many  times  been  stretched  with  the  products  of  conception." 
Pinard  endorses  this  statement,  and  quotes  others  in  support  of 
the  same  view.  Pinard  teaches  his  students :  "When  you  have 
charge  of  a  primipara  over  thirty  years  of  age  in  labor,  always 
have  a  possible  myoma  in  mind." 

Of  sixty-seven  cases  of  fibroids  examined  in  my  office  in  the 
last  five  years,  sixteen  were  unmarried,  twenty-seven  were  mar- 
ried and  sterile,  and  seven  had  had  only  one  child — one-child  ster- 
ility ;  total,  fifty  out  of  sixty-seven ;  while  only  sixteen  had  borne 
more  than  one  child,  and  of  these  eight  had  had  but  two,  and  only 
two  had  had  as  many  as  five  children. 

My  own  belief  is  that  the  sterility  stands  in  the  relation  of 
cause  rather  than  effect.  This  has  been  explained  in  this  way : 
The  uterus  has  implanted  in  it  a  power  of  growth  when  the  nat- 
ural stimulus,  an  impregnated  ovum,  is  fixed  in  its  lining  mem- 
brane. If  the  stimulus  fails,  then  this  natural  tendency  is 
manifested  by  irregular  growths  involving  some  or  all  of  its  con- 
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stituent  elements,  resulting  in  myomas,  fibromas,  or  mixed  tumors. 
This  is,  of  course,  purely  speculative,  but  it  does  for  a  working 
hypothesis. 

Diagnosis. — The  diagnosis  of  pregnancy  in  the  early  months 
when  associated  with  fibroids,  is  often  extremely  difficult.  The 
fact  that  the  tumors  are  apt  to  grow  rapidly  during  pregnancy 
should  always  make  us  suspicious,  when  a  hitherto  quiescent 
tumor  starts  to  make  a  rapid  increase  in  size.  If  the  cervix  be 
so  pushed  up  and  hidden  behind  the  tumor  that  it  cannot  be  felt, 
and  if  the  uterine  body  likewise  is  out  of  reach,  the  early  diagnosis 
may  be  impossible.  When,  together  with  the  stoppage  of  men- 
struation, the  vaginal  and  breast  signs  are  manifest,  then  the 
diagnosis  becomes  easier.  In  a  number  of  cases  pregnancy  has 
not  been  suspected  until  the  uterus  and  tumor  have  been  removed 
and  opened.  This  has  happened  twice  to  the  writer.  Both  opera- 
tions were  done  on  account  of  sudden  and  rapid  growth  of  the 
tumors.  In  each  a  fetus  of  about  the  second  month  was  found. 
Both  patients  recovered. 

It  must  not  be  forgotten  that  the  percentage  of  ectopic  preg- 
nancies is  large  (Noble).  The  diagnosis  of  this  condition  must  be 
very  difficult  under  these  circumstances.  Three  conditions  must 
be  differentiated — the  bursting  of  a  pus  tube,  necrosis  of  a  tumor, 
and  twisting  of  the  pedicle.  Necrosis  generally  occurs  postabor- 
tum  or  postpartum,  but  is  occasionally  met  with  in  pregnancy. 
Twisting  of  the  pedicle  of  a  fibroid  is  certainly  rare,  and  must  be 
extremely  so  in  connection  with  pregnancy.  I  have  met  with  two 
cases  of  twisting  of  the  pedicle  of  a  fibroid,  but  in  neither  case 
was  pregnancy  possible.  As  each  of  these  conditions  will  prob- 
ably mean  laparotomy,  the  diagnosis  may  be  left  until  the  abdo- 
men is  opened.  The  knowledge  that  these  serious  accidents  may 
occur  in  pregnancy  with  a  fibroid  should  not  be  lost  sight  of  in 
the  presence  of  sudden  severe  symptoms  referable  to  the  abdomen 
and  pelvis,  and  should  warrant  immediate  operation. 

After  the  period  of  viability,  the  diagnosis  becomes  easier.  The 
signs  of  a  living  child  then  come  to  help,  and  the  breast  and 
vaginal  signs  are  well  marked.  Still,  many  cases  have  been  re- 
ported where  mistakes  have  been  made,  and  it  is  wise  to  be  careful, 
as,  otherw'ise,  infant  lives  may  be  needlessly  sacrificed. 

Effect  of  Pregnancy  on  Tumor. — The  first  point  to  discuss  is, 
what  is  the  effect  of  the  pregnancy  on  the  tumor.  As  might  be 
supposed,  the  same  formative  activity,  with  increased  blood  sup- 
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ply,  which  affects  the  uterus  and  other  generative  organs  when 
pregnancy  occurs,  affects  the  tumor  also.  This  results  in  a  rapid 
increase  in  size,  not,  in  my  experience,  from  edema,  as  some  have 
maintained,  but  from  actual  growth.  A  tumor  which  has  been 
of  moderate  size  will  rapidly  become  formidable  in  its  propor- 
tions, and,  as  pregnancy  advances,  may  occupy  a  considerable 
portion  of  the  abdomen,  leaving  little  room  for  the  uterus  and 
fetus. 

Another  effect  is  the  reverse  of  this :  If  the  woman  is  able  to 
carry  both  fetus  and  tumor  to  the  end  of  pregnancy,  and  in  some 
cases  where  the  pregnancy  is  interrupted  before  the  end  of  the 
full  term,  then  the  tumor  may  undergo  the  same  process  of  invo- 
lution which  affects  the  uterus.  This  process  seems  to  apply  to 
small  tumors  especially,  the  large  ones  not  being  so  much  affected 
by  the  retrograde  metamorphosis. 

The  evidence  given  by  writers  on  this  subject  seems  somewhat 
conflicting.  Olhausen"  states  that  the  tumors  diminish  only  to 
the  size  which  they  had  attained  before  pregnancy.  Routh  con- 
siders involution  in  the  puerperium  as  certain.  Stolypinski^  says 
that  in  the  puerperal  period  myomas  retard  the  involution  of  the 
uterus,  but  that  the  tumor  is  diminished  and  is  sometimes  ab- 
sorbed. Dakin^  holds  that  in  the  puerperium  involution  of  the 
tumor  goes  on  the  same  as  in  normal  uterine  muscle,  so  that  it 
resumes  the  size  it  was  before  the  pregnancy.  Doran^°  has  col- 
lected thirty-seven  such  cases,  of  which  thirteen  disappeared  in 
childbed.  I  have  seen  one  case  where  the  tumor  disappeared 
after  an  abortion  at  the  end  of  the  fourth  month. 

Kouwer"  and  Esch^-  report  cases  where  a  second  labor  was 
complicated  by  the  same  tumor,  and  in  Esch's  case  there  had 
been  an  abortion  between.  Many  other  cases  where  the  tumor 
did  not  disappear  after  pregnancy  have  been  reported.  The 
amount  of  evidence,  on  the  whole,  is  so  great  that  we  cannot 
longer  doubt  that  the  tumors  do  sometimes  spontaneously  dis- 
appear after  pregnancy ;  but  that  it  is  always  the  case  is  also  cer- 
tainly not  true.  What  the  determining  factor  is  has  not  yet  been 
settled,  except  that  size  has  something  to  do  with  it. 

Sometimes,  during  the  puerperium,  submucous  fibroids  tend  to 
degenerate  and  become  necrotic,  with,  of  course,  great  danger  to 
the  woman  ;  or  they  may  be  extruded  into  the  uterine  cavity  and 
be  expelled  without  bad  results. 

The  Effect  of  the  Tumor  on  the  Pregnancy. — This  is  not  always 
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SO  evident,  as  it  depends  on  the  location  and  size  of  the  growth. 
Statistics  seem  to  show  that  abortion  is  more  common  than  when 
there  are  no  tumors.  In  four  of  the  ten  cases  observed  by  me, 
abortion  resuhed.  In  the  eighty-four  cases  reported  by  Pinard, 
there  were  five  abortions.  Stratz^^  reports  seventeen  abortions  in 
sixty-seven  cases  treated  by  him,  though  he  states  that  the  myoma 
was  not  in  every  case  the  cause  of  the  abortion.  Stavely'*  col- 
lected 548  cases,  of  which  15  per  cent,  aborted,  with  12  per  cent, 
of  deaths  following  abortion.  Hofmeier  found  abortion  to  take 
place  fifty-four  times  in  796  cases— 7  per  cent. ;  while  Nauss  de- 
scribes it  as  occurring  forty-seven  times  in  241  cases— 19.5  per 
cent;  average,  11  per  cent. 

Should  the  pregnancy  continue  and  the  tumor  not  grow  to  con- 
siderable size,  no  harm  may  result;  but  if  the  tumor  reaches 
great  size,  then  very  disagreeable  and  even  threatening  symptoms, 
referable  to  the  heart  and  lungs,  bladder,  or  intestines,  may  super- 
vene. In  two  of  my  cases  pain  was  the  main  symptom  for  which 
the  patient  sought  relief.  Similar  cases  have  been  reported  by 
others.  Any  of  the  symptoms  may  become  so  severe  as  to  demand 
operative  relief.  Other  bad  symptoms  are  uncontrollable  vomiting 
and  rapid  emaciation. 

Selhorst^^  did  a  myomotomy  for  a  retroflexed  and  incarcerated 
uterus,  the  tumor  being  the  hindrance  to  reposition.  The  preg- 
nancy was  not  disturbed.     Stratz^*'  reports  a  similar  case. 

Effect  of  Tumors.— Abortion.— \s  has  already  been  noticed, 
abortion  is  a  not  uncommon  result,  especially  where  there  are  sub- 
mucous and  interstitial  fibroids.  A  careful  investigation  of  the 
decidua  has  shown  reasons  for  this.  Pinto^'  reports  observations 
on  five  carefully  examined  cases,  of  the  changes  in  the  decidua 
and  placenta  in  cases  of  pregnancy  complicated  with  fibroids.  He 
says  that  the  decidua  vera  overlying  a  submucous  fibroid  becomes 
atrophied,  and  that  the  decidua  in  other  parts  of  the  uterus  is 
hypertrophied.  In  interstitial  or  subserous  tumors,  when  it  lies 
at  a  distance  from  the  tumor,  the  decidua  is  hypertrophied.  The 
fetal  placenta  is  only  changed  in  those  cases  in  which  it  lies 
directly  upon  the  fibroid;  and  in  these  cases  there  is  an  absence 
of  proper  development  of  the  chorion,  which  in  other  places  has  its 
natural  structure. 

It  is  to  be  noticed  that  only  when  the  placenta  is  situated  on 
those  portions  of  the  decidua  which  have  their  nutrition  interfered 
with  by  the  tumor,  is  abortion  apt  to  occur.     If  abortion  does 
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occur,  all  those  who  have  written  on  it  mention  the  great  danger 
which  attends  it.  So  much  is  this  the  case  that  many  authorities 
advise  against  artificial  abortion.  The  danger  comes  from  the 
difficulty  which  may  be  experienced  in  emptying  the  uterus ;  the 
great  danger  of  infection,  and  severe  or  even  uncontrollable  hem- 
orrhage. 

In  one  case  which  came  under  my  notice,  some  years  ago,  the 
tumor  so  completely  filled  the  pelvis  that  it  was  impossible  to 
reach  the  cervix.  The  fetus  was  spontaneously  expelled,  but  no 
trace  was  ever  found  of  the  secundines.  I  had  the  patient  care- 
fully watched,  expecting  to  do  a  hysterectomy  as  soon  as  evi- 
dences of  sepsis  showed  themselves,  but  the  patient  made  a  com- 
plete and  uneventful  recovery.  Doubtless  the  placenta  was  ab- 
sorbed.    A  very  few  such  cases  have  been  reported. 

In  another  case,  abortion  was  followed  by  the  formation  of  a 
very  large  abscess  in  the  tumor.  The  tumor  had  grown  very  rap- 
idly and  had  reached  a  great  size.  The  abscess,  which  held  more 
than  a  pint  of  pus,  was  discovered  after  removal  of  the  tumor. 
The  patient  made  a  good  recovery. 

In  the  third  case,  recovery  took  place,  but  it  was  necessary  to 
clean  out  the  uterus,  as  the  placenta  was  retained.  This  case  has 
already  been  mentioned  as  one  in  which  the  tumor  disappeared 
by  involution. 

In  two  cases  septic  symptoms  of  a  very  severe  type  supervened. 
In  one  the  tumors  were  submucous,  and  in  the  other  there  were 
two — one  interstitial  and  one  subperitoneal,  the  latter  being  at- 
tached to  the  uterus  by  a  broad  pedicle.  In  both  cases  operation 
was  refused  until  it  was  too  late,  and  the  patients  died.  These 
cases  will  be  referred  to  again.  Cases  similar  to  these  have 
been  reported,  and  they  make  certain  the  great  danger  of  abortion 
where  fibroids  exist. 

Effect  of  Tumors. — Labor  at  Term. — It  has  never  been  my  for- 
tune to  meet  with  a  uterine  tumor  complicating  labor  at  term. 
In  three  instances  friends  have  told  me  they  had  cases  which  they 
expected  to  turn  over  to  me  for  Cesarean  section.  In  each  case 
they  reported  later  that  the  tumor  had  ascended  into  the  abdominal 
cavity  with  the  advent  of  uterine  contraction,  and  the  labor  had 
gone  on  without  interruption. 

I  have  been  forced  to  do  Cesarean  section  in  one  case  where  a 
fibroid  tumor  was  situated  deep  in  the  pelvis,  but  it  was  not  con- 
nected with  the  uterus,  being  subperitoneal. 
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Dr.  C.  P.  Noble^**  has  collected  a  number  of  cases  of  labor  in 
the  presence  of  fibroids.  He  quotes  Olshausen/"  who  concludes 
that  the  presentation  is  often  abnormal.  In  the  cases  collected  by 
Olshausen,  54  per  cent,  had  vertex;  24  per  cent.,  breech,  and  19 
per  cent.,  transverse.  Pujol-"  finds  that  in  100  cases,  53  per  cent, 
were  vertex;  2"]  per  cent.,  breech,  and  19  per  cent,  were  trans- 
verse— very  nearly  agreeing  with  Olshausen. 

In  Pinard's-^  eighty-four  cases  labor  was  spontaneous  in  fifty- 
four,  sixty-six  reached  term,  in  thirteen  labor  was  premature,  and 
five  aborted ;  operative  aid  was  required  in  thirty.  The  maternal 
mortality  was  3.6  per  cent. ;  sixty-five  children  lived. 

We  can  readily  see  that  the  size  and  situation  of  the  tumoi- 
has  much  to  do  with  its  effect  on  labor.  The  lower  the  attach- 
ments of  the  tumor,  the  more  apt  it  is  to  get  down  into  the  pelvis 
and  obstruct  the  passage  of  the  child.  If  it  be  above  the  internal 
OS — that  is,  be  on  the  body  of  the  uterus — the  contractions  are 
apt  to  pull  the  tumor  upwards,  and  the  danger  of  its  being  an 
obstruction  is  lessened.  If  the  fibroid  grows  from  the  posterior 
part  of  the  supravaginal  cervix,  the  tumor  is  likely  to  become  in- 
carcerated below  the  pelvic  promontory  and  cause  much  trouble. 
If  this  occurs,--  the  uterus  may  take  a  half  turn,  so  that  one  or 
the  other  broad  ligament  lies  in  front.  If  the  tumor  is  on  the 
anterior  part  of  the  cervix,  it  is  quite  likely  to  be  pushed  upward 
and  cause  no  trouble.  If  a  tumor  be  attached  to  the  posterior 
part  of  the  body  by  a  long  pedicle,  then  it  may  fall  below  the 
head  and  form  an  obstacle  proportioned  to  its  size.  Tumors  in 
the  broad  ligament  and  in  the  connective  tissue  below  the  pelvic 
peritoneum  are  rare,  but  are  much  more  apt  to  cause  trouble, 
because  they  are  firmly  fixed  and  cannot  be  pushed  up  out  of  the 
way  of  the  advancing  fetus.  Tumors  in  the  cervix  not  only 
act  as  obstructions,  but  also  prevent  the  dilatation  of  the  os.  W.  E. 
Ford-^  reports  a  case  where  the  fetus  was  spontaneously  delivered 
through  a  rent  in  the  posterior  wall  of  the  uterus,  and  recovery 
took  place  without  interference.  Thorn-*  reports  a  similar 
case. 

If  the  cervix  be  free  of  the  growth,  so  that  dilatation  can  take 
place,  and  the  tumor  be  free,  so  that  it  can  spontaneously  rise  or  be 
mechanically  pushed  up  above  the  pelvic  brim,  then  labor  may  go 
on  unimpeded  and  without  injury  to  either  mother  or  child. 

Tumors,  especially  in  the  pelvis,  and  even  those  above  the  con- 
traction ring,  may  readily  induce  an  abnormal  position  and  pre- 
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sentation.  Consequently,  transverse  position  and  breech  presenta- 
tion are  frequently  met  with  and  add  to  the  difficulties.  Abnormal 
position  of  the  placenta  is  common,  and  a  considerable  number 
of  cases  have  been  reported  of  placenta  previa,  and  a  few  of 
prolapse  of  the  cord. 

The  uterine  muscle  being  occupied  in  part  by  tumors,  the  con- 
tractions are  very  often  interfered  with,  inducing  irregular  pains, 
uterine  inertia,  postpartum  hemorrhage,  and  rupture  of  the  uterus. 
Exstein,-''  on  introducing  his  hand  to  remove  a  retained  placenta, 
found  a  rupture  of  the  uterus  alongside  a  large  tumor.  He  re- 
placed the  intestines  and  tamponed  the  uterus,  and  the  patient 
recovered. 

Interference  with  the  third  stage  of  labor  has  been  frequently 
observed.  In  some  instances  the  placenta  has  been  attached 
directly  over  an  intramural  tumor.  This  has  made  it  necessary  to 
manually  remove  the  placenta,  and  has  increased  greatly  the  dan- 
gers of  postpartum  hemorrhage  and  sepsis.  The  uterus  in  these 
cases  is,  as  it  were,  splintered  open  and  prevented  from  contracting 
by  the  tumor.  The  contractions  are  weak,  and  retraction  inter- 
fered with. 

Effect  of  Tumors. — Posfabortum  and  in  the  Pnerperium. — 
The  great  danger  from  fibroids  in  abortion  and  labor,  after  de- 
livery and  the  period  of  danger  from  postpartum  hemorrhage  are 
past,  is  unquestionably  septic  invasion.  Pellanda-"^  reports  a  col- 
lection of  171  deaths  following  fibroids,  showing  the  cause  of 
death  in  each  case.  Eighty-five  cases  (48^  per  cent.)  died  of 
infection,  most  of  them  during  pregnancy,  labor,  or  abortion. 
The  low  vitality  of  these  tumors  makes  them  very  susceptible  to 
the  attacks  of  septic  germs.  This  is  promoted  in  several  ways : 
First,  by  interference  with  the  proper  clearing  out  of  the  uterus 
and  with  drainage.  Second,  by  injury  to  the  capsule  of  the  tumor, 
or  to  the  tumor  itself,  and  consequent  sloughing  and  general  septic 
invasion.  Third,  by  direct  infection  of  tumor  from  septic  en- 
dometritis, causing  either  aliscess  in  the  tumor  or  general  necrosis 
of  the  tumor.  Lastly,  by  extrusion-'  of  the  tumor  from  the  uterine 
muscle  by  contractions  and  consequent  shutting  ofif  of  the  blood 
supply. 

Whichever  way  it  happens,  the  condition  is  very  dangerous,  and 
must  lead,  if  left  alone,  to  serious,  even  fatal,  results  in  a  great 
majority  of  cases.  Absorption  of  the  secundines  is  an  event  so 
rare  that  it  cannot  be  relied  on.     Tumors  situated  in  the  lower 
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uterine  segment  are  the  ones  likely  to  be  injured  by  pressure  or 
by  instruments  used  in  efforts  to  deliver  the  child. 

TreatJiiciit. — How  shall  these  cases  be  treated  under  the  vary- 
ing conditions  in  which  they  are  met  ?  The  answer  is  a  somewhat 
difficult  one  to  give.     I  will  consider  it  under  three  heads. 

Pregnancy. — During  pregnancy  the  tumors  may  be  so  situated 
and  of  such  size  as  to  call  for  no  interference  of  any  kind.  This 
will  probably  be  true  in  a  large  majerity  of  cases.  Stratz-®  reports 
that  since  1886  he  has  treated  sixty-eight  cases,  and  in  only  one 
was  operative  interference  found  to  be  necessary.  Seventeen 
aborted,  and  the  remaining  fifty  had  easy  labors,  and  all  the  chil- 
dren lived. 

If,  on  the  other  hand,  the  tumor  proves  to  be  an  absolute  ob- 
struction to  labor,  or  grows  so  rapidly  as  to  threaten  the  life  of 
the  patient  before  the  end  of  pregnancy,  or  threatens  to  end  the 
pregnancy  by  provoking  abortion,  or  causes  the  patient  so  much 
pain,  or  so  threatens  life,  as  to  warrant  interference,  then,  if  it  is 
so  situated  as  to  render  it  accessible,  it  may  and  must  be  removed. 
Manifestly,  a  large  growth  situated  deep  in  the  uterine  tissue,  or 
a  submucous  growth,  cannot  be  removed  except  by  first  ending  the 
pregnancy  or  by  a  panhysterectomy.  Many  writers  agree  that  the 
induction  of  artificial  abortion  in  these  cases  is  rarely  or  never 
called  for,  and  is  attended  by  great  danger.  Numerous  authori- 
ties could  be  quoted  on  this  point. 

I  have  operated  on  three  patients  by  laparotomy,  at  the  fourth, 
fifth,  and  sixth  months  of  pregnancy  respectively,  removing  good- 
sized  tumors  from  the  uterine  walls,  sewing  up  the  wounds  with 
catgut,  and  have  seen  no  bad  results.  Two  of  these  patients 
were  operated  on  for  pain,  and  the  third  on  account  of  the  large 
size  and  rapid  growth  of  the  tumor.  I  experienced  no  trouble 
from  hemorrhage.  In  one  of  the  cases  the  tumor  had  a  large 
pedicle,  and  in  the  other  two  the  tumors  were  sessile,  but  rather 
superficial,  so  that  the  uterine  muscle  was  not  seriously  injured. 

In  each  instance  I  followed  up  the  case,  and  ascertained  that 
the  pregnancy  went  on  to  full  term  and  that  labor  was  unevent- 
ful. With  such  an  experience,  I  should  not  hesitate  to  attack 
any  superficial  fibroid  during  pregnancy  which  was  giving  trouble, 
and  should  confidently  expect  a  good  result.  I  should  consider 
interference  with  heart,  lungs,  bladder,  and  intestines,  and  rapid 
growth,  or  extreme  size,  pain,  vomiting,  and  rapid  emaciation, 
the  indications. 
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When  the  abdomen  is  opened,  if  the  child  be  viable,  its  inter- 
ests must  be  considered,  and  the  choice  of  operation  guided  by 
this  fact.  If  the  tumor  can  be  removed  by  myomotomy  or  myo- 
mectomy, provided  the  uterine  cavity  be  not  invaded,  this  should 
be  the  first  choice.  The  probabilities  are  that  pregnancy  will  go 
on  to  term  and  be  ended  naturally. 

If  these  operations  be  impossible  without  emptying  the  uterus, 
then  Cesarean  section  must  be  the  first  step  and  removal  of  the 
tumor  follow  it.  If  the  tumors  are  too  numerous,  or  involve  too 
much  of  the  uterine  structure  to  warrant  our  leaving  it,  a  supra- 
vaginal or  panhysterectomy  must  be  done. 

If  the  child  is  not  viable,  then  either  removal  of  the  tumors  or 
a  hysterectomy  without  previous  Cesarean  section  may  be  done, 
according  to  the  case. 

Cervical  growths,  which  can  be  easily  reached  by  the  vagina, 
and  which  would  be  almost  certain  to  cause  trouble  at  the  time 
of  labor,  can  be  removed  by  that  route,  and  the  pregnancy  allowed 
to  go  on. 

In  every  case  where  a  pelvic  tumor  exists,  before  any  operation 
is  decided  upon,  an  attempt  must  be  made,  under  anesthesia,  to 
push  the  tumor  above  the  pelvic  brim.  If  this  can  be  done,  then 
the  labor  may  be  awaited  with  confidence,  as  in  the  large  majority 
of  such  cases  no  trouble  is  experienced.  W.  E.  Ford  and  others 
have  reported  such  cases. 

The  late  Dr.  Paul  F.  ]\Iunde-^  was  one  of  the  first,  perhaps  the 
first  in  this  country,  to  do  a  vaginal  myomectomy  for  a  fibroid 
during  pegnancy.  ]\Iunde's  case  was  in  1884.  By  an  incision 
through  the  cervix  and  capsule,  he  enucleated  a  three-pound  tu- 
mor. The  woman  recovered.  At  that  time  Munde  was  able  to 
collect  from  the  literature,  going  back  to  the  year  1754,  only  nine 
cases,  and  in  them  all  the  mothers  recovered,  and  all  the  children 
were  saved  in  those  cases  in  which  enucleation  was  done  before 
other  attempts  at  delivery  were  made. 

Since  that  time  other  cases  have  been  done.  I  have  been  able 
to  collect  the  histories  of  six  additional  cases,  all  of  which  re- 
covered. 

Treatment. — Labor. — The  management  of  a  labor  complicated 
by  a  fibroid  may  tax  the  skill  and  ingenuity  of  the  obstetrician  to 
the  utmost.  Schroeder's  thirteen  cases,  in  which  seven  mothers 
died  and  two  had  a  very  severe  puerperium,  must  make  us  very 
careful  and  anxious.     The  first  step,  if  the  pelvis  be  blocked,  is 
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to  attempt  to  push  up  the  tumor  above  the  pelvic  brim.  This 
must  be  done  with  the  greatest  care,  as  any  injury  to  the  tumor 
may  be  followed  by  necrosis  and  sepsis.  When  the  os  is  dilated 
and  can  be  reached  by  the  hand,  the  temptation  to  do  version  or  to 
apply  the  forceps  is  very  great. 

Siisserott""  collected  147  cases.  In  twenty,  forceps  were  used  ; 
eight  mothers  and  thirteen  children  died.  Nauss  collected  nine- 
teen forceps  deliveries  in  241  cases,  with  live  maternal  deaths. 

The  mortality  from  version  in  fibroids.  Noble  well  says,  is 
startling,  for  Defour  states  that  in  thirty-five  cases,  twenty-one 
mothers  and  twenty-seven  children  died.  In  Siisserott's  twenty 
cases,  twelve  mothers  and  seventeen  children  died.  Nauss  reports 
twenty-six  cases,  with  twenty  maternal  deaths,  ^^'ith  crani- 
otomy, Nauss  reports  eleven  deliveries  and  six  deaths.  Kirch- 
heimer^^^  and  Trautmann  report  thirty  forceps  deliveries,  with 
twelve  deaths.     Version,  four  cases,  one  death. 

To  sum  up  the  statistics  we  have  a  total  of  154  cases  of  labor 
with  fibroids,  delivered  by  forceps  or  version,  with  seventy-nine 
maternal  deaths,  and  seventy-five  cases — where  result  to  fetus  is 
mentioned — with  fifty-seven  fetal  deaths.  Of  these  cases,  sixty-nine 
were  delivered  by  forceps,  with  twenty-five  deaths  (37  per  cent.), 
and  eighty-five  by  version,  with  fifty-four  maternal  deaths  (64 
per  cent.),  and  in  fifty-five  cases  delivered  by  version  forty-four 
children  died  (78  per  cent.). 

It  would  seem  that  these  statistics  would  not  incline  one  to 
try  to  drag  a  child  past  a  fibroid  either  by  forceps  or  version, 
but  of  course  the  exact  condition  of  each  case  must  decide. 
When  the  tumor  is  low,  the  dangers  of  forceps  are  that  the  tumor 
will  be  injured  with  a  resulting  necrosis  and  infection.  Still  more 
danger,  from  the  same  cause,  is  associated  with  version,  and  the 
danger  to  the  child  is  much  greater.  Craniotomy  has  given  equally 
bad  results,  but  may  be  done  in  the  case  of  a  dead  child  where  con- 
ditions are  favorable.  In  view  of  the  recent  good  results  of 
Cesarean  section,  the  right  to  sacrifice  the  child  is  certainly  to  be 
doubted.  I  deny  the  right  of  ever  doing  craniotomy  on  the  living 
child. 

If  the  tumors  cannot  be  removed  per  vaginam  or  pushed  above 
the  pelvic  brim,  we  have  but  one  other  recourse — that  is,  to  open 
the  abdomen.  With  the  abdomen  opened,  we  have  a  choice  of 
procedures.  With  a  living  child.  Cesarean  section  must  be  the 
first  step.     The  advisability  of  removing  the  tumor  and  leaving 
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the  labor  to  nature  does  not  seem  to  have  appealed  to  anyone — 
at  least,  I  have  not  found  any  cases  where  it  has  been  done  after 
labor  has  begun.  After  the  Cesarean  section,  the  tumors  may 
be  removed,  the  uterus  sewed  up  and  left.  Esch,"-  Kouwer,^^ 
and  Scheib^*  have  reported  such  cases,  all  favorable,  and  Martin*^ 
recommends  this  procedure.  If,  after  the  child  is  removed,  it  is 
not  thought  best  to  remove  the  tumor  and  leave  the  uterus,  then 
either  a  supravaginal  or  panhysterectomy  must  be  done. 

I  have  found  the  histories  of  thirty  cases  of  abdominal  hyster- 
ectomy during  pregnancy,  or  at  the  time  of  labor,  with  only  two 
deaths.  Also  sixteen  cases  of  Cesarean  section  with  no  deaths — 
some  of  them  having  been  followed  by  removal  of  the  tumor  or 
hysterectomy. 

As  to  whether  panhysterectomy  should  be  done  or  the  cervix 
be  left,  there  seems  to  be  a  difference  of  opinion,  and  statistics 
are  conflicting.  If  the  cervix  has  been  injured,  or  sepsis  exists 
in  any  form,  the  indications  for  entire  removal  seem  to  be  plain. 
By  a  panhysterectomy,  not  only  is  all  the  infected  uterine  tissue 
taken'  away,  but  a  good  share  of  the  broad  ligament  can  be  re- 
moved as  well,  thus  lessening  the  opportunities  for  the  spreading 
of  the  infection. 

Treatment. — Postabortum  and  in  the  Puerperium. — Thorn  has 
noticed  in  two  cases  marked  meteorismus  to  come  on  soon  after 
labor.  This  he  considers  to  be  due  to  injury  of  the  intestines 
by  pressure  of  the  tumor.  So  far  no  cases  have  been  reported 
where  this  symptom  led  to  operation.  Such  injury  might  lead  to 
inflammation  and  obstruction  of  the  bowels,  which  would,  of 
course,  require  prompt  interference. 

Uncontrollable  postpartum  hemorrhage,  or  hemorrhage  after 
abortion,  may  require  hysterectomy  to  stop  it.  The  tampon, 
vaginal  after  abortion  or  intrauterine  after  labor,  must  first  be 
tried,  but,  should  it  fail,  removal  is  a  last  resource. 

Unquestionably,  the  great  danger  after  the  uterus  is  emptied, 
is  sepsis.  In  a  previous  paper  I  reported  at  length  two  cases 
already  alluded  to.  In  the  first  I  induced  abortion  in  the  fourth 
month  (a  mistake),  and  was  unable,  the  uterus  being  greatly 
distended  and  the  canal  long  and  curved,  to  properly  empty  the 
uterus.  Sepsis  came  on.  Operation  was  refused  until  the  pa- 
tient was  almost  moribund.  Then  a  panhysterectomy  was  done, 
and  the  patient  died  in  twenty-four  hours.  The  tumors  and  uterus 
weighed  nine  pounds.     The  long  canal  was  semicircular,  and  n 
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small  piece  of  putrid  placenta  was  left  at  the  upper  end  of  it. 
The  tumors  were  necrotic  all  the  way  through. 

The  other  case  aborted  spontaneously  at  the  fifth  month.  The 
placenta  was  adherent  and  was  removed  with  great  difficulty.  On 
the  third  day  the  temperature  rose  to  103°,  and  the  odor  was  verv 
offensive.  Notwithstanding  all  sorts  of  intrauterine  douches  and 
packing,  the  symptoms  grew  rapidly  worse.  Operation  was  re- 
fused until  it  was  too  late,  and  the  patient  died. 

I  also  referred  to  cases  of  sepsis  with  fibroids  reported 
by  J.  Frank,  B.  Hirst,  and  CrofTord,  and  since  then  I  have 
found  a  number  of  others.  Xearly  all  authorities,  at  present 
agree  that  under  these  circumstances  prompt  removal  of  the 
tumors  and  uterus  offers  the  best,  or  perhaps  the  only  chance  of 
recovery.  Routh  says  that  the  danger  from  hemorrhage  and  sepsis 
is  considerable,  and  advises  in  case  of  sepsis  a  prompt  hvster- 
ectomy. 

Hirst"  concludes  :  "From  these  two  operations  and  the  observa- 
tion of  cases  treated  expectantly  by  others,  in  a  number  of  in- 
stances with  a  fatal  result,  I  shall  always  hold  myself  in  readiness 
to  operate  on  fibromata  after  labor  as  soon  as  I  can  conclude  that 
they  are  infected.  The  low  vitality  of  these  growths  makes  them 
peculiarly  liable  to  septic  invasion.  Germs  which  the  cells  of 
the  uterine  body  could  conquer  and  destroy  would  survive  if  they 
once  got  access  through  the  lymphatics  of  the  womb  to  a  fibroid 
tumor  in  or  on  the  uterine  walls." 

Someone  might  think  that,  since  cases  have  been  reported 
where  after  labor  a  sloughing  tumor  has  come  away  of  itself,  or 
has  been  removed  by  operation,''^  that  this  method  should  first 
be  tried  with  the  hope  of  saving  the  organs  intact  and  in  a  func- 
tionating condition.  This  method  seems  to  me  to  be  too  riskv. 
It  would  be  easier,  safer,  and  better  rather  to  open  the  abdomen 
and  remove  the  uterus  and  tumor,  or,  if  circumstances  seemed 
to  favor  the  vaginal  route,  to  do  it  in  that  way. 

In  conclusion,  I  can  only  repeat,  with  a  slight  change,  what  I 
wrote  in  1896 :  "One  cannot  too  strongly  state  that  should  sepsis 
occur  in  a  uterus  after  labor  or  after  abortion,  such  a  uterus 
containing  fibroids  of  any  amount  or  size,  unless  the  svmptoms 
subside  very  promptly  after  douching  and  curetting,  an  operation 
for  the  removal  of  the  entire  uterus  and  the  tumors,  should  be 
undertaken  at  once." 
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REPORT  OF  A  CASE  OF  QUADRUPLETS. 


FRANK  H.  WASHBURN.  M.D., 
Jefferson,  Mass. 


(With  Plate.) 


Plural  births  offer  for  our  consideration  many  interesting 
phases,  especially  from  biological  and  embryological  standpoints. 
The  birth,  at  one  time,  of  more  than  three  children,  because  of  the 
infrequency  of  our  opportunities  to  observe  such  occurrences, 
adds  to  the  general  interest  of  the  subject.  There  are,  as  far  as 
I  am  able  to  ascertain,  about  three  cases  of  quadruplets  reported 
yearly  in  the  literature  of  the  civilized  world.  It  is  not  possible 
to  state  the  exact  frequency  with  which  this  condition  occurs, 
yet  it  may  be  approximated  by  the  use  of  Veit's  statistics.  In  a 
study  of  thirteen  million  births  in  Prussia  he  found  that  quad- 
ruplets occurred  once  in  371,126  of  the  cases. 

Multiple  conception,  however,  seems  to  happen  more  frequently 
in  some  races  than  in  others.  There  have  been  reported  certain 
cases  which  show  in  a  striking  manner  the  role  sometimes  played 
by  hereditary  influence  in  etiology.  Hirst,  in  his  text-book  of 
obstetrics,  mentions  a  case  reported  by  Boer,  in  1808,  which  ex- 
emplifies this  to  an  extreme  degree.  "A  woman,  aged  forty,  had, 
in  eleven  pregnancies  during  twenty  years,  given  birth  to  thirty- 
two  children,  to  wit :  quadruplets  twice,  triplets  six  times,  twins 
thrice.  The  woman  herself  was  one  of  quadruplets,  and  her 
mother  had  had  thirty-eight  children.  Her  husband  was  one  of 
twins  and  there  was  a  history  of  other  plural  births  in  his  family." 
Miscarriage  is  the  rule  before  the  fetuses  become  viable,  yet  occa- 
sionally living  children  result,  and  it  is  possible  that  pregnancy 
may,  in  rare  instances,  continue  to  term.  The  following  occurred 
in  private  practice : 

Case,  Mrs.  T.,  age  thirty-one,  primipara,  confinement  expected 
April  8,  1907.  Family  history,  negative  as  to  the  occurrence  of 
plural  births.  Mother  died  of  phthisis-pulmonalis,  which  de- 
veloped during  the  puerperium  following  patient's  birth.  Previous 
history  not  important.    I  had  been  called  to  see  her  once  prior  to 
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the  commencement  of  the  present  gestation,  at  which  time  she 
seemed  to  be  suffering  from  mild  hysteria.  She  had  been  under 
my  observation,  in  a  general  way,  since  the  beginning  of  preg- 
nancy, and  semi-monthly  urinary  examinations  had  been  made. 
About  December  5,  1906,  she  called  me  because  of  edema  of  the 
vulva,  which  she  stated  came  on  suddenly,  within  a  period  of  a 
few  hours,  and  was  an  impediment  to  walking  and  sitting.  Ex- 
amination showed  nymphse  greatly  edematous,  also  marked  edema 
of  all  parts  below  the  waist  line.  The  swelling  of  the  feet  and 
legs  she  had  noticed  gradually  developing  for  about  two  weeks. 
Examination  of  the  urine  at  this  time  showed  a  trace  of  albumin. 
On  previous  examinations  it  had  been  free  from  proteid.  The 
abdomen  at  this  time  was  extremely  distended,  but  the  abdominal 
wall  was  so  edematous  that  I  could  not  make  out  with  certainty 
the  upper  limit  of  the  fundus,  which  seemed,  however,  to  nearly 
reach  the  xyphoid  cartilage.  Examination  by  palpation  in  fact 
was  unsatisfactory,  yet  a  suspiciously  hard  body  seemed  present 
at  each  pole  suggesting  twins.  Fetal  heart  sounds  were  faintly 
audible  immediately  below  the  umbilicus,  rate  160.  The  patient 
was  placed  upon  a  milk  diet,  kept  in  a  reclining  posture,  and  baths 
and  diuretics  were  prescribed.  Subsequently  albuminuria  in- 
creased and  the  abdomen  rapidly  enlarged,  so  that  the  patient 
became  very  uncomfortable.  Twins  with  hydramnios  seemed 
probable,  though  I  considered  the  possibility  of  all  sorts  of  com- 
plicating causes  for  the  condition,  barring  quadruplets,  which  I 
am  free  to  confess  did  not  even  occur  to  my  mind.  The  patient 
seemed  certain  of  her  data  as  to  the  duration  of  pregnancy  and 
T  began  to  share  in  her  discomfort. 

On  the  evening  of  December  19  patient  complained  of  a  burning 
epigastric  pain  which  she  thought  due  to  flatus.  This  I  consid- 
ered the  epigastric  pain  so  common  in  threatened  eclampsia.  De- 
cember 20  I  was  called  about  9  a.m.  The  epigastric  pain  had 
persisted  throughout  the  night  and  what  she  designated  as  a  pain 
in  the  "back  passage"  had  begun  to  be  felt.  No  rhythmical  pains 
had  occurred.  Examination,  however,  revealed  the  cervical  os 
half  dilated.  The  pain  soon  developed  a  more  rhythmical  char- 
acter, and  during  the  period  between  2  p.m.  and  3  p.m.  she  gave 
birth  to  three  female  children  and  one  male.  A  tremendous  gush 
of  waters  succeeded  the  rupturing  of  the  membranes  which  first 
presented.    This  drained  the  amniotic  sacs  of  the  first  three  born 


AMERICAN  JOURNAL  OF   OBSTETRICS 

AND 

DISEASES  OF  WOMEN  AND  CHILDREN  ^ 

JUNE,  1907  /? 


Fig. 


Fig.  2. 


Washburn. — Placenta   of   Quadruplets. 
A.   Placenta  of  females.      B.  Placenta  of  males. 


COOKE:      INDUCTION   OF  LABOR  IN   CONTRACTED  PELVES.       753 

(females),  the  fourth  (male)  being  born  with  membranes  intact 
and  followed  by  the  combined  placentae.  All  were  vertex  pres- 
entations with  occiput  anterior  in  the  first  three ;  the  last  I  could 
not  be  certain  about,  as  there  was  some  disturbance  of  its  relation 
to  the  maternal  parts  before  I  succeeded  in  rupturing  the  tough 
membranes.  The  three  females  measured  13^^,  13,  and  13  inches 
in  length,  respectively,  while  the  male  measured  12^  inches.  The 
features  of  the  three  females  were  similar,  except  for  differences 
resulting  from  the  moulding,  in  case  of  the  first  born,  during  its 
entrance  to  the  pelvis. 

Following  delivery  the  mother  showed  some  tendency  to  stupor 
and  there  was  oliguria  for  some  hours.  The  edema  progressively 
diminished  and  the  albuminuria  cleared  up  in  course  of  a  few 
days.  Immediate  post  partum  bleeding  was  very  moderate, 
though  lochia  rubra  persisted  fully  two  months,  at  the  end  of 
which  period  she  expelled  a  clot  w^hich  seemed  a  perfect  cast  of 
the  uterine  cavity.  Two  of  the  children  lived  about  half  an  hour, 
one  of  which  cried  faintly,  another  died  soon  after  delivery,  while 
one  was  apparently  lifeless  at  birth. 

The  placentas  present  the  following  features :  The  three  females 
were  attached,  by  separate  funi,  to  what  seemed  a  common  pla- 
centa, while  the  male,  the  fourth  born,  was  attached  by  its  funis 
to  a  distinct  placenta.  There  were  anastomoses  between  the  ves- 
sels of  the  funi  of  the  three  females.  Each  was  enclosed  in  its 
own  amnion.  I  was  obliged  to  neglect  the  preparation  of  the 
placental  specimen  for  one  or  two  days,  yet  I  think  the  accom- 
panying reproductions  are  fairly  illustrative. 
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A  CONSIDERATION  of  the  induction  of  labor  in  contracted  pelves 
should,  at  least,  possess  the  qualities  necessary  to  provoke  a  gen- 
eral and  exhaustive  discussion  by  the  hearers  of  my  paper,  for, 
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no  matter  how  imperfectly  the  subject  may  be  presented,  it  opens 
up,  in  my  belief,  one  of  the  widest  fields  for  future  progressive 
and  scientific  obstetrics. 

In  the  enthusiasm  which  followed  the  practical  perfection  of 
modern  aseptic  surgical  technic,  the  possibilities  of  the  Cesarean 
operation,  and  the  brilliant  results  obtained  by  this  method  of  de- 
livery in  the  hands  of  competent  surgeons,  served,  for  a  time,  to 
retard  investigation  and  experimentation  along  more  conservative 
lines,    although   the    very    principle   of   asepsis    which    rendered 


Fig.  I.— Jacobson's  pelvimeter  and  belt. 


Cesarean  section,  under  suitable  conditions,  practically  safe,  also 
opened  the  door  to  the  performance  of  other  and  less  severe 
forms  of  uterine  and  intrauterine  manipulation  and  instrumen- 
tation. 

Then  came  a  gradual,  but  distinctly  appreciable,  reaction,  and 
an  effort  was  made  to  avoid  the  abdominal  method  of  delivery 
by  resorting,  in  a  large  proportion  of  cases,  to  the  less  terrifying 
and,  reputedly,  safer  operations  of  symphyseotomy  and  hebotomy. 

Although  modern  symphyseotomy  dates  back  only  to  1866,  and 
hebotomy  was  originally  performed  as  recently  as  1894,  it  may 
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safely  be  said  that  the  death  knell  of  both  has  been  rung  and 
that  they  will  soon  find  a  place  by  the  side  of  the  late  lamented 
laparo-elytrotomy. 

Harking  back  once  more  to  the  possibilities  of  safe  intrauterine 
interference,  made  practicable  by  modern  aseptic  methods,  and, 
under  the  beneficent  influence  of  chloroform,  the  use  of  forceps 
grew  more  and  more  common,  while  the  perfection  of  the  axis- 
traction  instrument  so  attracted  the  attention  of  obstetric  sur- 
geons that  podalic  version  ran  great  risk  of  becoming  a  lost 
art;  and,  with  the  basiotribe  as  a  last  resort,  the  average  practi- 
tioner gave  little  heed  to  the  pregnant  woman  until  she  was  well 
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Fig.  2 — Cannula  gauze  packer. 


in  labor  and  then,  if  nature  failed  her,  he  proceeded  to  empty 
her  uterus  as  best  he  could. 

As  the  trend  of  modern  medical  and  surgical  investigation  and 
research  is  more  distinctly  along  the  lines  of  prevention  than  of 
cure,  it  is  only  reasonable  that  the  obstetrician  should  do  his  part 
as  well  and  exhaust  every  means  of  sparing  the  parturient  woman 
the  discomfort  and  suffering,  to  say  nothing  of  the  perils,  of  a 
severe  operative  delivery ;  while,  to  the  child,  such  action  on  the 
part  of  the  accoucheur  may  mean  the  difference  between  death 
and  life. 

It  cannot  be  denied  that  a  vast  number  of  infants  are  deHvered 
instrumentallv   everv   vear   in   cases   in   which   the   necessitv   for 
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operative  extraction  might  have  been  avoided  by  the  timely  induc- 
tion of  labor.  Of  these  infants,  many  are  dead  at  birth,  many 
die  within  a  few  hours  or  days,  and,  of  those  that  survive,  it  may 
be  said  that  the  risk  to  which  they  were  subjected  by  the  operative 
measures  employed  would  have  been  no  greater,  if  as  great,  had 
they  been  expelled  naturally,  even  though  a  few  days,  or  weeks, 
prematurely. 


IG.  3. — Lower  uterine  segment  being  packed  with  gauze  through  cannula 

packer. 


In  the  class  of  cases  which  come  within  the  scope  of  this 
paper  we  have  to  deal  only  with  those  forms  of  pelvic  contraction 
of  comparatively  slight  degree,  in  which  the  Cesarean  operation 
could  scarcely  be  considered  with  propriety ;  and,  as  symphyseot- 
omy and  hebotomy  have  been  tried  and  found  wanting,  we  are 
forced  to  apply  forceps  or  perform  version  at  term,  or  else  adopt 
the  more  conservative  and  far  safer  procedure,  both  as  regards 
mother  and  child,  of  inducing  labor  at  a  suitable  time,  prior  to 
the  normal  termination  of  the  pregnancy. 

Unfortunately,  and  with  sorrow  be  it  said,  there  are  at  the 
present  time  no  positive  rules  to  be  advanced  for  the  accurate 
determination  of  the  proper  time  for  bringing  about  the  delivery 
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in  any  given  case,  for  no  one  problem  in  obstetrics  taxes  the  skill, 
acumen,  and  judgment  of  the  obstetrician  to  any  greater  degree 
than  does  the  appreciation  of  the  relation  existing  between  the 
fetal  head  and  the  pelvic  brim. 

In  this  connection  pelvimetry  helps  us,  it  is  true,  but  it  is  only 
the  obstetric  expert  who  obtains  any  material  benefit  from  this 
source,  for  it  must  be  admitted  that  it  is  a  most  unsatisfactory 
science  at  best,  while  to  the  average  general  practitioner  it  is  vir- 
tually terra  incognita.  Deductions  made  from  the  external  meas- 
urement are  extremely  unreliable,  and  the  accurate  mensuration 
of  the  brim  is  accomplished  only  with  considerable  difficulty  by 


Fig.  4. — Cervix  and  vagina  packed  with  gauze  through  bivalve  speculum. 


the  operator  and  much  discomfort,  if  not  actual  pain,  on  the  part 
of  the  patient. 

The  best  and  simplest  instrument  for  determining  the  internal 
diameters  of  the  pelvis  is,  in  my  belief,  that  devised  by  Jacobson 
of  New  York  (Fig.  i).  Unlike  the  pelvimeters  of  Stein,  Hirst,  Far- 
abeuf,  Bylicke,  and  others,  which  are  designed  only  for  the  estima- 
tion of  the  true  conjugate  of  the  brim, and  differing  materially  from 
the  appliances  of  Skutsck,  although  resembling  them  in  some 
superficial  points,  the  Jacobson  pelvimeter  gives  all  the  internal 
measurements  of  the  pelvic  canal  and  seems  to  me  to  be  mechan- 
ically perfect ;  while  it  is  far  less  complicated  than  the  kliseometer 
and  pelvigraph.    The  principles  of  its  employment  are  extremely 
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simple  and  no  one  familiar  with  the  usual  methods  of  pelvic  exam- 
ination would  find  difficulty  in  its  use,  except  for  the  fact  that 
the  resultant  discomfort,  if  not  pain,  from  which  the  patient 
suffers  is  enough,  in  my  experience,  to  effectually  prevent  its 
general  adoption  for  routine  purposes. 

Assuming,  however,  but  for  the  moment  only,  that  the  maternal 
measurements  are  normal,  we  still  have  the  fetus  to  consider,  for, 
even  with  a  normal  pelvis,  an  overgrown  child,  or  one  with  a 
hydrocephalus  or  an  unduly  ossified  head,  will  create  a  dispro- 
portion which  will  cause  as  much  trouble  at  the  time  of  delivery 
as  will  a  normal  child  in  its  attempt  to  pass  through  a  con- 
tracted brim.  With  the  possibility  of  such  a  complication  in  mind, 
w^e  naturally  turn  to  cephalometry  or  fetometry  for  assistance, 
only  to  suffer  disappointment  again.     None  of  the  mechanical 


Fig.  5. — Bougie  for  inducing  labor. 

methods  of  measuring  the  fetus  in  utero,  as  described  by  Ferret, 
Stone,  and  MacDonald,  has  been  at  all  satisfactory  in  my  hands, 
although  I  have  tried  them  conscientiously,  and  I  now  depend 
entirely  upon  such  aid  as  I  can  gain  from  Aluller's  method  as 
modified  by  Hirst. 

In  a  word,  the  exact  diameters  of  the  pelvis,  as  expressed  in 
inches  or  centimeters,  are  of  no  value  whatever,  unless  the  fetal 
head  can  be  measured  with  equal  accuracy,  for  the  outcome  of 
the  case  will  depend  wholly  upon  the  relation  existing  between 
the  two,  together  with  that  often  neglected  and  never  determin- 
able factor — the  degree  of  ossification  of  the  fetal  skull  and  the 
consequent  amount  of  molding  to  which  it  will  submit.  In 
addition,  the  influence  of  heredity  cannot  be  lost  sight  of,  for 
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it  is  well  known  that  an  unduly  large  father  often  begets  chil- 
dren of  unusual  size,  while  a  small  man  may  be  expected  to 
engender  normal  or  even  small  infants.  Again,  the  physical 
condition  of  the  father  must  not  be  overlooked,  for  a  man  suffer- 
ing from  any  chronic,  debilitating  disease  will  seldom  endow  his 
offspring  with  great  physical  development. 

For  these  reasons,  if  for  no  other,  it  is  not  my  intention  to 
formulate  any  rules,  other  than  of  a  general  and  purely  super- 
ficial character,  for  the  induction  of  labor  as  indicated  by  either 


Fig.  6.— Bougie  being  passed  into  uterus  for  induction  of  labor. 

pelvic  or  fetal  measurements,  and  in  the  light  of  present  obstetric 
methods  I  can  only  urge  the  employment  of  every  aid  at  our 
disposal,  with  the  ultimate  management  of  the  case  based  upon 
the  information  obtained  from  a  careful  consideration  of  these 
combined  factors. 
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The  pelvis  of  every  pregnant  woman  should  be  measured  care- 
fully, as  a  matter  of  routine,  and  this  rule  is  of  the  utmost  im- 
portance in  the  case  of  a  primigravida  or  of  a  multigravida  who 
has  had  dififtculty  in  previous  labors.  In  this  connection  it  must 
not  be  forgotten  that  even  a  multigravida  with  a  clear  history  of 
past  easy  labors  may,  at  any  subsequent  delivery,  sufifer  from 
most  marked  dystocia ;  either  because  her  previous  children  were 
undersized  and  passed  easily  through  a  slightly  contracted  pelvis, 
or  because  of  an  overgrown  infant  unable  to  enter  a  normal 
brim.     One  of  the  most  troublesome  cases  I  ever  encountered 


Fig.  7. — Expansion  ring  and  method  of  tying  and  holding  it  for  intro- 
duction. 


occurred  in  a  woman  who  had  had  six  children  without  difficulty. 
I  was  called  in  consultation  in  the  seventh  confinement  and  found 
a  dead  fetus  firmly  impacted  in  the  brim,  upon  which  I  performed 
basiotripsy.  The  external  measurements  were  normal,  but  in- 
ternal examination,  under  chloroform,  disclosed  a  large  exostosis 
on  the  right  side  of  the  pelvis.  The  infant  I  delivered  weighed 
8^  pounds  and  was  the  child  of  a  second  husband,  while  of  the 
others,  by  a  first  husband,  I  was  told  that  none  had  weighed 
above  5>4  pounds. 
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If  the  external  measurements  indicate  contraction,  internal 
mensuration  should  always  be  practised  and  an  effort  should  be 
made  to  reach  a  definite  conclusion  as  to  the  pelvic  dimensions 
and  the  character  of  the  deformity,  if  any  is  found  to  exist. 

If,  upon  careful  examination,  it  is  found  that  the  delivery  of  a 
viable  child  through  the  normal  passages  is  clearly  impossible, 
there  are  but  two  ways  out  of  the  difficulty ;  either  to  allow  the 
case  to  go  on  to  term  and  then  perform  Cesarean  section,  or  else 
to  induce  abortion  at  the  earliest  possible  moment. 

It  would  be  out  of  place,  in  a  paper  bearing  such  a  title  as  this, 
to  discuss  the  indications  for  choice  of  method  under  these  con- 
ditions. 


Fig.  8. — Introduction  of  expansion  ring,  first  step. 


If,  however,  the  pelvic  deformity  is  of  such  a  character  that 
the  extraction  of  a  viable  child  is  practicable,  every  imaginable 
source  of  information  must  be  drawn  upon  in  determining  the 
proper  time  for  action;  for,  while  the  fetus  must  be  given  the 
utmost  possible  limit  of  intrauterine  life,  it  is  of  equal  importance 
that  the  induction  of  labor  be  not  delayed  too  long  and  the  infant 
lost  through  instrumental  or  other  interference. 

The  late  Dr.  Pryor  once  said  to  me,  in  discussing  Cesarean 
section :  "If  we  lose  the  child  in  these  cases  we  haven't  a  leg  to 
stand  on."  And  the  same  holds  true  with  regard  to  the  induc- 
tion of  labor. 
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The  woman's  husband  should  be  seen  or,  at  least,  his  general 
health  and  an  idea  of  his  physical  development  should  be  ascer- 
tained. 

If  the  patient  is  a  multigravida  the  histories  of  her  past  labors 
should  be  carefully  studied  and  the  birth-weights  of  her  previous 
children  should,  if  possible,  be  learned. 

With  these  facts  well  in  mind,  the  physician  should,  at  or  about 
the  beginning  of  the  eighth  month  of  gestation,  begin  the  practice 
of  the  Miiller  method  of  cephalometry,  as  modified  by  Hirst,  and 
continue  this  practice  at  weekly  intervals  until  it  is  found  that 
the   relations   between   the   fetal   head  and   the   maternal   pelvis 


Fig.  9. — Introduction  of  expansion  ring,  second  step. 

have  become  so  strained  that  the  induction  of  labor  is  indicated 
without  further  delay. 

The  method  of  examination  is  very  simple.  The  external  con- 
jugate diameter  of  the  brim  is  known.  The  head,  lying  trans- 
versely, is  pressed  firmly  into  the  pelvis  and,  with  one  leg  of  the 
Beaudeloque  pelvimeter  on  the  last  lumbar  spine  or  in  the  de- 
pression below  it,  the  other  is  placed  over  the  anterior  parietal 
eminence  of  the  fetal  skull.  If  this  eminence  projects  ^  cm. 
beyond  the  superior  border  of  the  symphysis  pubis,  the  time 
for  the  induction  of  labor  has  arrived ;  while  if  the  projection  is 
I  cm.  or  more,  spontaneous  engagement  of  the  head  cannot  be 
expected  to  occur. 
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For  those  who  need  figures  for  guidance,  it  may  be  said,  in 
a  general  way  only,  that,  with  a  true  conjugate  of  9.5  cm. 
(external  conjugate  about  17.5),  labor  should  be  induced  at  the 
thirty-sixth  week. 

If  the  true  conjugate  is  but  8  cm.  (external  conjugate  about 
16  cm.),  labor  should  be  induced  also  at  the  thirty-sixth  week  and 
aided  by  forceps  or  version,  according  to  the  character  of  the 
pelvic  deformity ;  forceps  in  a  jiisfomiiior  pelvis  and  version  in 
a  simple  flat,  or  a  flat  rachitic  pelvis.  Or,  labor  may  be  induced 
at  the  thirty-second  week  and  the  child  reared  in  an  incubator. 

If  the  true  conjugate  is  6.5  cm.  or  less  (external  conjugate  not 
over   14.5  cm.),  the  woman   should  be  allow^ed  to  go  to  term 


Fig.  10.— Introduction  of  expansion  ring,  third  step. 


and  be  delivered  by  Cesarean  section,  unless  the  circumstances 
are  such  that  this  operation  cannot  be  skillfully  and  properly 
performed  w-hen,  in  justice  to  the  patient,  abortion  should  be 
induced  as  soon  as  the  deformity  is  recognized. 

It  may  be  thought  that,  in  making  these  statements,  I  have 
deliberately  overstepped  the  limitations  which  I  imposed  upon 
myself  but  a  moment  ago  wdien  I  said  that  I  should  not  attempt 
to  formulate  any  rules  for  the  induction  of  labor  based  upon 
mechanical  mensuration  of  the  pelvis,  but  it  must  be  remembered 
that  these  rules  are  purely  arbitrary  in  character  and  intended  for 
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general  guidance  only,  and  that  until  we  can  determine  accurately 
the  size  of  the  fetal  head  and  its  relation  to  the  pelvic  canal, 
we  cannot  depend  upon  fixed  laws  to  regulate  our  actions. 

Cases  in  which  the  extraction  of  a  living  child  through  the 
natural  passages  is  obviously  impossible  are  not  within  the  scope 
of  this  paper,  and  we  have  only  to  deal  with  those  patients  who 
present  a  moderate  degree  of  pelvic  contraction  and  in  whose 
management  the  question  arises  only  as  to  the  proper  time  for  the 
induction  of  labor  and  the  method  to  be  employed. 

To  recapitulate :  the  pelvis  of  every  pregnant  woman  should  be 
carefully  measured  and  the  physical  development  of  the  husband 


Fig.  II. — Tape  attached  forremoval  of  expansion  ring^ 

should  be  learned.  Beginning  with  the  end  of  the  seventh  month 
of  uterogestation  the  Miiller  method  of  cephalometry,  as  modified 
by  Hirst,  should  be  practised  at  weekly  intervals  until,  if  such  time 
occurs,  the  induction  of  labor  is  clearly  indicated  by  reason  of  dis- 
proportion between  the  fetal  head  and  the  pelvic  brim. 

If  this  indication  is  found,  it  has  been  my  experience  that  the 
choice  of  method  depends  largely,  if  not  entirely,  upon  the  woman 
herself.  I  have  discarded,  absolutely,  the  use  of  bags,  except  in 
cases  of  premature  rupture  of  the  membranes,  when  I  employ 
them  only  to  replace  the  al)sent  sac  and  then  with  much  trepida- 
tion. It  is  true  that  the  bag  serves  as  a  hydrostatic  dilater  and 
affords  equal  pressure  in  every  direction,  as  does  the  unruptured 
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ovisac ;  but  always  at  the  price  of  displacement  of  the  presenting 
part.  It  must  never  be  forgotten  that,  with  unruptured  mem- 
branes, the  presenting  part  (be  it  what  it  may)  is  inside  the  sac, 
while  with  membranes  unruptured  and  a  mechanical  bag  in  situ, 
the  presenting  part  is  outside  the  sac  and  inevitably  displaced 
more  or  less. 

In  the  case  of  a  primigravida  I  make  use  of  the  Krause  method 
of  induction,  as  modified  by  myself,  but  only  after  suitable  pre- 
paratory treatment  of  the  cervical  canal. 

With  multigravidse  I  employ  either  the  same  method  or  else 
use  one  of  my  own  expansion  rings,  according  to  the  case. 

The  principal  objections  which  have  been  raised  against  the 
Krause  method  of  inducing  labor  are :  The  difficulty  of  inserting 
the  bougie,  the  uncertainty  of  its  action,  the  possibility  of  prema- 
ture rupture  of  the  membranes,  and  the  danger  of  sepsis.  There 
need  be  no  difficulty  in  passing  the  bougie;  if  properly  inserted 
there  will  be  neither  uncertainty  of  action  nor  danger  of  rupturing 
the  membranes,  and  the  matter  of  sepsis  lies  wholly  with  the  oper- 
ator. 

Before  any  instrument  can  be  inserted  with  safety  into  the 
gravid  uterus  the  cervix  must  be  softened  and  somewhat  dilated 
by  suitable  preparatory  treatment.  This  is  accomplished  by 
packing  the  cervical  canal  and,  to  a  certain  extent,  the  lower 
uterine  segment,  with  five  per  cent,  iodoform  gauze,  through  a 
cannula  gauze  packer,  as  shown  in  Fig.  3.  In  the  case  of  a  primi- 
gravida the  smallest  gauze  packer  (Fig.  2a)  is  used,  with  one-half- 
inch  strips,  and,  in  every  case,  the  anterior  lip  of  the  cervix  is 
steadied  with  a  bullet  forceps  held  by  the  assistant  or  nurse,  while 
the  instrument  is  introduced  along  the  fingers  of  the  operator's 
left  hand,  used  as  a  guide.  After  the  cervix  has  been  packed  the 
vagina  is  also  filled  with  gauze,  through  a  bivalve  speculum  (Fig. 
4),  and  the  entire  packing  is  removed  at  the  end  of  twelve  or 
eighteen  hours.  It  is  well  to  tie  the  end  of  the  cervical  packing  to 
the  vaginal  gauze  so  that  all  may  be  withdrawn  at  once,  and,  as 
this  introduction  and  removal  of  the  gauze  causes  neither  discom- 
fort nor  pain  to  the  patient,  an  anesthetic  is  wholly  unnecessary. 

While  it  is  true  that,  in  certain  cases,  the  mere  packing  of  the 
cervix  and  vagina  may  be  enough  to  induce  uterine  contractions, 
this  result  can  never  be  definitely  expected,  and  further  treatment 
is  usually  required.  The  character  of  this  subsequent  method  of 
interference  will  depend  wholly  upon  the  condition  of  the  cervix. 
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and  this  cervical  condition  is  largely,  if  not  entirely,  dependent 
upon  the  number  of  children  that  the  woman  has  borne. 

A  primigravida  and,  in  many  instances,  a  multigravida  with  no 
cervical  laceration,  will  often  present  a  more  or  less  rigid  cervix 
with  no  marked  softening  or  dilatation,  even  after  preliminary 
treatment  with  gauze.  In  such  cases  the  Krause  method  of  stimu- 
lating uterine  contractions  is  the  best. 

The  patient  should  be  placed  in  the  lithotomy  position  and  the 
anterior  lip  of  the  softened  cervix  grasped  and  drawn  down  with 
a  bullet  forceps  or  volsellum.  A  silk  or  linen  bougie  (Fig.  5)  about 
the  size  of  a  lead  pencil,  which  has  been  prepared  by  thorough 
scrubbing  with  soap  and  warm  water  and  then  soaked  for  one  hour 
in  cold,  bichloride  solution  (i-iooo),  is  fitted  with  a  sterilized 
stiff  wire  stylet  and  anointed  with  sterile  vaseline.  This  appliance, 
curved  in  the  shape  of  a  male  sound,  and  guided  by  the  fingers  of 
the  left  hand  of  the  operator,  is  now  passed  into  the  uterus,  exactly 
as  a  sound  is  introduced  through  the  penis  into  the  male  bladder. 
(Fig.  6.)  When  the  tip  of  the  bougie  has  passed  well  around  the 
globular  fetal  skull  and  points  away  from  the  promontory  of  the 
sacrum,  the  ring  of  the  stylet  is  held  firmly  by  the  nurse  and  the 
operator  slides  the  bougie  off  it  and  into  the  uterus,  between  the 
membranes  and  the  muscular  wall,  until  not  more  than  two  or 
three  inches  project  from  the  external  os.     (See  Fig.  6.) 

The  stylet  is  held  in  place  merely  to  maintain  the  curve  around 
the  fetal  skull  and  is  withdrawn  as  soon  as  the  bougie  is  in  place. 
No  force  may  be  used  in  the  introduction  of  the  instrument,  and, 
when  this  little  operation  is  performed  gently  and  carefully,  the 
patient  will  suffer  in  no  way,  the  sacral  promontory  will  not  be 
impinged  upon,  the  membranes  will  not  be  ruptured,  and  certainty 
of  action  is  practically  assured.  If  sepsis  follows  the  blame  will 
usually  lie  with  the  operator. 

The  vaginal  canal  is  now  snugly  packed  with  gauze,  and  if,  after 
twelve  hours,  no  labor  pains  have  occurred,  the  gauze  is  removed 
and  the  bougie  reinserted  or  another  placed  by  its  side. 

It  seldom  happens,  however,  that  the  first  bougie,  if  properlv 
passed  up  to  the  fundus,  fails  to  produce  the  desired  result. 

As  soon  as  labor  pains  are  well  established  both  the  packing  and 
the  bougie  should  be  withdrawn  and  the  case  allowed  to  proceed 
without  further  assistance.  It  is  a  serious  mistake  to  leave  the 
bougie  in  place  until  it  is  forced  out  of  the  uterus  by  the  con- 
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tractions.  Such  practice  not  infrequently  results  in  premature  and 
high  rupture  of  the  membranes. 

In  the  case  of  a  multigravida  with  a  short,  softened  and  dilated 
cervix,  I  prefer  my  own  expansion  rings  (so-called  for  want  of  a 
better  name),  which  I  present  for  the  first  time  to-night,  although 
I  have  used  them  successfully  and  with  entire  satisfaction  in  a 
large  number  of  cases. 

These  rings  are  of  such  simple  construction  that  I  have  not 
called  upon  any  instrument  maker  to  provide  them  for  me,  but 
make  them  myself,  according  to  my  needs.  As  one  ring  will 
suffice  for  several  cases,  unless  the  spring  rusts  and  breaks,  I  have 
not  made  many. 

The  appliance  consists  simply  of  a  soft  rubber  catheter  with  the 
tip  cut  oft,  into  which  is  passed  a  long  spiral  watch  spring  of  the 
cheaper  grade.  This  forms  a  circle  when  in  place  and  the  approxi- 
mate ends  of  the  catheter  are  sewn  together.     (Fig.  7a.) 

When  boiled  the  instrument  is  sterile  and  ready  for  use. 

It  is  then  pinched  up  at  one  point  and  tied  wnth  bobbin  tape,  in 
a  bow-knot  with  short  loops  and  long  ends  (Fig.  7b)  and  grasped 
with  a  bullet  forceps,  as  shown  in  the  illustration.     (Fig.  7.) 

The  anterior  lip  of  the  cervix  is  now  drawn  down  and  held 
by  an  assistant  or  nurse  and  the  constricted  segment  of  the  ring, 
guided  by  the  fingers  of  the  left  hand  of  the  operator,  is  intro- 
duced, by  means  of  the  bullet  forceps,  into  the  cervix  and  just 
through  the  internal  os.     (Fig.  8.) 

The  nurse  now  pulls  on  the  long  end  of  the  tape,  unties  the 
knot,  and  releases  the  spring.     (Fig.  9.) 

The  operator,  still  holding  the  bullet  forceps  firmly  in  place 
while  the  anterior  cervical  lip  is  steadied  by  the  nurse,  grasps 
one  side  of  the  ring  between  his  thumb  and  forefinger  and  pushes 
it  slowly  and  gently  into  the  uterus,  until  about  half  has  passed 
the  internal  os.     (Fig.  10.) 

This  is  accomplished  without  pain  or  discomfort  to  the  patient 
and  with  absolutely  no  danger  of  rupturing  the  membranes. 

When  the  ring  is  in  place,  in  the  form  of  a  figure  of  8  with  its 
greatest  constriction  at  the  level  of  the  internal  os  uteri,  the 
vagina  is  packed  with  gauze  as  before  (Fig.  11)  and  labor  may 
be  expected  to  begin  within  a  few  hours  or  even  minutes. 

It  is  well  to  attach  a  tape  to  the  vaginal  portion  of  the  ring 
(see  Fig.  11),  lest  it  work  its  way  into  the  uterine  cavity. 
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It  has  been  my  experience  that,  in  selected  cases  and,  by  reason 
of  its  expansibiHty  and  property  of  worming  its  way  into  the 
cavity  of  the  uterus,  this  little  contrivance  possesses  an  almost 
uncanny  power  to  incite  uterine  contractions,  while  its  insertion  is 
so  simple  when  the  os  is  soft  and  patulous  and  its  actual  inability 
to  puncture  the  ovisac  is  so  apparent  that  I  believe  it  to  be  worthy 
of  careful  trial. 

As  soon  as  labor  pains  begin  it  and  the  vaginal  packing  should 
be  removed  at  once  and  the  case  allowed  to  go  on  as  when  the 
Krause  method  is  employed. 

In  conclusion,  I  would  say  that  the  induction  of  premature  labor 
in  the  case  of  a  primigravida  should  seldom  be  performed  unless 
by  one  who  has  made  a  special  study  of  the  subject,  for  nearly 
eighty  per  cent,  of  labors  in  moderately  contracted  pelves  end 
spontaneously,  and  it  is  wiser  for  anyone,  other  than  the  obstetric 
expert,  to  let  the  woman  "try  herself  out"  in  her  first  confinement. 

In  the  case  of  a  multigravida  with  unmistakable  pelvic  contrac- 
tion and  a  history  of  past  operative  deliveries  and  death  of  the 
infant,  the  induction  of  premature  labor  is  clearly  indicated,  and, 
if  undertaken  at  the  proper  time  and  performed  in  a  proper  man- 
ner, the  results  will  be  satisfactory  in  a  very  large  proportion 
of  cases. 

The  idea  that  the  fetal  mortality  in  well  selected  cases  of  in- 
duced labor  is  unduly  high  is,  I  believe,  absolutely  fallacious,  for 
if  these  same  women  were  allowed  to  go  on  to  term  and  were 
then  delivered  by  operative  measures,  the  infantile  death-rate 
would  be  infinitely  greater. 
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Between  thirty  and  forty  possible  complications  of  pregnancy 

fall  within  the  scope  of  my  part  in  the  symposium.    Many  of  these 

may  be  passed  as  admitting  of  little  or  no  difference  of  opinion 
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and  practice.     The  time  at  my  disposal  will  permit  mention  only 
of  questions  of  special  interest,  and  those  but  briefly. 

Pulmonary  Tuberculosis. — In  pregnancy  with  tuberculous  dis- 
ease of  the  respiratory  tract  the  wisdom  of  intervention  must 
depend  upon  the  stage  of  pregnancy,  the  stage  and  activity  of  the 
tuberculous  process,  and  the  presence  or  absence  of  grave  compli- 
cations. Obviously,  to  be  of  benefit  the  arrest  of  the  pregnancy, 
if  it  is  to  be  done  at  all,  should  be  brought  about  at  the  earliest 
possible  period,  both  of  the  gestation  and  the  progress  of  the  dis- 
ease. Early  abortion  imposes  little  or  no  tax  upon  the  mother. 
On  the  other  hand,  intervention  after  the  injury  is  done  is  of  little 
avail,  and  it  may  ca.rry  with  it  certain  dangers  of  its  own.  In 
serious  cases  of  tuberculosis  the  results  of  induced  premature 
labor  are  no  better  than  those  of  birth  at  term ;  they  are  likely  to 
be  even  worse.  Artificial  termination  of  pregnancy  in  tuberculous 
patients,  as  a  rule,  promises  good  results  only  when  practiced  in 
the  early  months.  In  certain  instances  complications  which  of 
themselves  threaten  the  life  of  mother  or  child  may  demand  inter- 
ference at  any  stage  of  gestation. 

Authorities,  however,  are  not  wholly  agreed  with  reference  to 
the  question  of  tuberculosis  and  pregnancy.  The  present  some- 
what confused  state  of  opinion  may  best  be  understood  by  brief 
reference  to  the  more  important  literature  of  the  last  two  years. 

Rosthorn-^  favors  induction  of  abortion  in  tuberculous  processes, 
whether  new  or  old,  when  they  are  attended  with  fever,  and  in 
tuberculosis  of  the  larynx,  especially  if  located  at  the  arytenoid 
cartilages.  Operation,  too,  is  to  be  performed  in  relatively  cured 
cases  when,  notwithstanding  proper  hygienic  and  dietetic  treat- 
ment, marked  and  progressive  emaciation  has  occurred. 

The  child  is  not  a  factor  in  deciding  the  question,  for  the  reason 
that  grave  pathological  conditions  of  the  mother  are  not  incon- 
sistent with  the  birth  of  healthy  children,  and  because  intra- 
uterine transmission  of  the  disease  is  rare. 

Tecklenborg-*,  in  an  elaborate  paper,  reviews  extensively  the  lit- 
erature of  tuberculosis  in  pregnant  women,  and  studies  the  subject 
from  the  standpoint  of  statistics.  He  has  observed  that  what  were 
mild  forms  of  the  disease  in  the  early  months  often  advanced 
rapidly  in  the  later  period  of  gestation.  He  advocates  early  inter- 
vention, and  declares  that  even  bad  cases  with  an  apparently  hope- 
less prognosis  may  sometimes  be  saved  when  relieved  early  of  the 
pernicious  influence  of  pregnancy. 
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Premature  labor  he  thinks  not  so  well  borne  as  spontaneous 
delivery  at  term.  Operation  in  the  latter  half  of  pregnancy  is 
justified  only  when  necessary  to  save  the  life  of  the  child.  In 
severe  forms  of  the  disease,  as  a  rule,  except  in  the  presence  of 
grave  complications,  such  as  marked  dyspnea,  dysphagia,  etc., 
premature  labor  is  contraindicated.  It  is  very  seldom  possible  to 
save  the  mother  by  premature  delivery  in  conditions  which  would 
have  resulted  fatally  had  the  pregnancy  been  permitted  to  go  to 
term. 

Artificial  abortion  undoubtedly  has  a  favorable  influence  on  the 
tubercular  process.  It  is  indicated  not  so  much  as  a  curative 
agent  as  for  the  reason  that  it  removes  a  grave  etiological  factor 
in  the  progress  of  the  disease.  In  primigravidse  with  incipient 
tuberculosis  which  has  not  improved  under  the  usual  hygienic  and 
medicinal  measures,  abortion,  he  believes,  is  clearly  indicated. 
Then,  under  appropriate  treatment,  he  suggests  that  in  after  years 
a  renewal  of  the  pregnancy  may  sometimes  become  permissible. 
If  the  woman  has  one  or  more  living  children  intervention  is  the 
more  justifiable. 

Of  premature  labor,  Tiesler'-'^  says  it  may  hold  out  some  hope  of 
arresting  the  tuberculous  process  in  mild  forms  of  the  disease,  and 
may  be  justified  as  a  palliative  measure.  Yet  we  take  the  risk 
that  the  condition  may  be  made  worse. 

Kellmann^^  believes  that  in  existing  pulmonary  tuberculosis, 
which  is  greatly  aggravated  by  pregnancy,  the  induction  of  abor- 
tion is  always  indicated. 

Everke  says  artificial  abortion  is  always  justifiable  in  manifest 
tuberculosis. 

Von  Holst^-  would  interrupt  pregnancy  when  latent  tuberculosis 
becomes  florid  unless  forbidden  by  too  grave  family  reasons  or  by 
the  wishes  of  the  prospective  parents. 

In  the  Breslau  clinic  for  women,  according  to  Freitag'^,  labor 
was  induced  only  seven  times  in  the  i)ast  twelve  years  on  account 
of  tuberculosis.  In  florid  tuberculosis,  at  its  inception,  pregnancy 
has  been  interrunted  in  a  number  of  cases  in  the  early  months 
with  good  results. 

Veit-'  thinks  the  prognosis  is  not  so  bad  as  is  usuallv  assumed 
by  the  internists.  The  course  of  the  obstetrician  is  to  be  deter- 
mined more  by  the  individual  condition  than  by  the  fact  that  the 
woman  has  tuberculosis.  He  is  governed  largely  by  the  gain  or 
loss  in  body  weight.     Interference  is  not  required  so  long  as  the 
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patient  shows  a  steady  gain,  for  the  r2ason  that  the  disease 
obviously  is  not  seriously  complicated  by  the  pregnancv,  nor  is 
anything  to  be  gained  by  interrupting  the  pregnancy  when  there 
is  progressive  emaciation.  Here  it  is  too  late  to  intervene.  In 
certain  cases  between  these  extremes,  when  the  gain  is  insignifi- 
cant or  irregular,  emptying  the  uterus  may  hold  out  a  reasonable 
hope  of  prolonging  life.  Whether  febrile  processes  of  tubercular 
origin  are  indications  for  abortion  is  still  an  open  question. 

Burkhardt^  denies  that  pregnancy  of  itself  exerts  an  unfavorable 
influence  on  tuberculous  disease  of  the  lungs.  He  has  observed 
a  number  of  cases  in  which  satisfactory  results  were  obtained  by 
treatment  in  the  mountains.  He  would  restrict  interference  t) 
the  early  months  and  to  grave  forms  of  the  disease,  or  to  ca.^es 
complicated  by  hyperemesis.  Even  abortion,  he  contends,  may  act 
deleteriously. 

Tuberculosis  of  the  Larynx.— Kuttner^*  says  that  without  inter- 
vention the  prognosis  in  tuberculosis  of  the  larynx  is  exceedingly 
unfavorable  for  both  mother  and  child.  From  his  own  material 
he  estimates  the  mortality  of  the  former  at  93  per  cent,  and  of  the 
latter  at  60  per  cent.  In  the  circumscribed  tumor-like  forms  the 
mortality  is  not  so  great  as  in  the  diffuse.  Induction  of  abortion, 
according  to  present  knowledge  of  the  subject,  affords  a  moder- 
ately favorable  prognosis ;  the  results  of  premature  labor  are  verv 
bad. 

In  laryngeal  tuberculosis  Tiesler--^  urges  the  importance  of  arti- 
ficial abortion  induced  as  early  as  possible.  In  grave  cases  of 
laryngeal  disease  in  the  later  months  of  gestation,  if  rapidly 
growing  worse,  he  would  induce  premature  delivery  for  the  mere 
palliation  of  the  subjective  symptoms. 

Fellner'^'  declares  that  pregnant  women  suffering  from  grave 
laryngeal  tuberculosis  will  not  survive  delivery  at  the  fifth  month 
even.  In  the  severer  cases  pregnancy  may  be  interrupted,  there- 
fore, only  within  the  first  three  months  at  most.  A  light  and  early 
case  of  laryngeal  tuberculosis  must  be  considered  an  indication 
for  induced  abortion.  Here  it  is  the  physician's  duty  to  terminate 
the  pregnancy  early. 

Veit-«  says  in  diffuse  laryngeal  tuberculosis  artificial  interrup- 
tion of  pregnancy  is  permissible  only  when  it  is  the  sole  hope  and 
ofifers  a  possibility  of  saving  life.  He  does  not  favor  interference 
in  the  later  months. 

Lohnbergis  does  not  consider  laryngeal  tuberculosis  an  indica- 
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tion  for  the  interruption  of  pregnancy.  He  takes  the  ground  that 
artificial  abortion  or  premature  labor  is  justifiable  only  when  it 
promises  to  save  the  mother's  life.  The  hope  of  merely  amelio- 
rating the  condition  he  does  not  recognize  as  a  sufficient  reason  for 
interference.  In  laryngeal  tuberculosis  the  effect  of  intervention 
at  best  is  extremely  injurious.  He  thinks  with  Cohnstein,  Hoer- 
der,  McCann,  Pinard,  Kleinwachter,  Jacob,  Ahlfeld,  Fritsch,  and 
others,  that  heart  and  pulmonary  disease  do  not  indicate  artificial 
termination  of  pregnancy  as  a  routine  measure.  In  hopeless  cases 
of  tuberculosis  in  the  later  months  of  gestation  he  would  operate 
as  soon  as  the  child  is  viable  only  to  alleviate  the  sufferings  of  the 
mother  and  because  the  delivery  will  be  easier  and  quicker. 

Heart  Disease. — Considerable  difference  of  opinion  obtains  with 
reference  to  the  interruption  of  pregnancy  in  cardiac  disease. 
Pollak^",  in  a  recent  paper,  advocates  induction  of  abortion  in  the 
presence  of  mitral  or  aortic  lesions  when  other  measures  fail. 
Abortion  is  preferred  to  premature  labor,  since  the  latter  is 
attended  with  greater  muscular  effort  and  a  higher  mortality. 
H^eymann,  quoted  by  Pollak,  calls  attention  to  the  fact  that  the 
danger  to  the  pregnant  woman  in  heart  disease  is  not  confined 
to  the  labor.  Dyspnea  and  cyanosis  impair  the  nutrition  of  the 
heart,  leading  to  degeneration  of  the  heart  muscle.  Obviously 
the  injury  is  greater  the  longer  gestation  is  permitted  to  go  on. 
Guerard,  Breisky,  H.  W.  Freund,  and  Bumm  coincide  with  this 
view. 

On  the  other  hand,  Sanger,  Winckel,  Dorhn,  Kleinwachter. 
Gusserow,  and  Eulenburg  hold  that  the  danger  of  operation,  and 
its  effect  on  the  heart  are  greater  than  in  spontaneous  delivery 
occurring  at  whatever  stage  of  gestation. 

Still  another  class  of  authorities,  notably  Zweifel,  Spiegelberg, 
Lohlein,  Schauta,  Fehling,  Kaltenbach,  and  Olshausen,  take  a 
middle  ground,  and  would  operate  only  on  the  occurrence  of 
urgent  symptoms. 

Meurer^®  found  heart  disease  in  ii  out  of  2,300  pregnant 
women.  Interference  he  thinks  necessary  only  when  the  cardiac 
insufficiency  endangers  life.  Heart  disease,  he  declares,  does  not 
necessarily  forbid  marriage,  nor  does  it  always  justify  the  inter- 
runtion  of  pregnancy. 

Hofmeier"  alludes  to  the  fact  that  in  compensated  valvular  dis- 
ease of  the  heart  pregnancy  usually  runs  its  course  undisturbed, 
but  he  says  it  is  equally  true  that  induced  labor  in  broken  com- 
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peiisation  does  not  mitigate  the  danger  to  any  great  extent.  Yet 
he  delivered  successfully  by  Cesarean  section  in  a  case  of  advanced 
cardiac  disease.  The  mother  was  spared  the  risk  of  the  severe 
and  prolonged  muscular  effort  incident  to  spontaneous  labor, 
especially  since  the  case  was  one  of  slight  pelvic  contraction. 

Stahl-"'  condemns  artificial  premature  delivery  as  of  doubtful 
value  for  both  mother  and  child.  It  is  permissible  only  when  the 
life  of  the  mother  is  positively  in  danger. 

The  writer's  experience  leads  him  to  believe  that  in  grave 
mitral  or  aortic  lesions,  especially  mitral  stenosis  or  aortic  incom- 
petence, when  hygienic  and  medicinal  measures  have  proved  of 
little  avail,  and  in  all  cases  of  broken  compensation  the  uterus 
should  be  emptied.  The  earlier  this  is  done  the  better  the  prog- 
nosis, not  only  for  the  reasons  already  cited,  but  because  the 
sudden  changes  in  the  blood  pressure  on  evacuation  of  the  uterus 
are  greater  the  more  advanced  the  pregnancy.  In  general  the 
question  depends  mainly  upon  the  competence  of  the  heart  muscle. 
But  this  cannot  in  all  cases  be  definitely  determined  in  advance 
of  labor.  Serious  complications  may  develop  at  the  close  of 
labor  in  exceptional  instances  in  which  they  were  not  expected. 
The  writer  can  recall  more  than  one  such  case.  While  the  induc- 
tion of  premature  labor  in  grave  cardiac  disease  is  a  perilous 
undertaking,  and  likely  to  be  followed  by  death,  the  risks  of  con- 
tinued gestation  and  labor  at  term  must  be  still  greater. 

Chronic  Nephritis. — Chronic  nephritis  in  pregnancy,  as  is  well 
known,  is  seldom  a  cause  of  eclampsia,  yet  it  is  attended  with  a 
large  fetal  death-rate  (60  per  cent.,  Hofmeier),  and  especially  in 
primigravidse  the  disease  is  aggravated  and  the  mother's  life  is 
more  seriously  jeopardized  with  each  succeeding  month  of  gesta- 
tion. For  these  reasons,  I  have  generally  preferred  to  induce 
abortion  in  the  early  months  on  the  first  occurrence  of  unfavorable 
symptoms.  Rarely  I  have  observed  such  cases  to  go  safely 
through  the  full  period  of  gestation,  as  in  the  following  instance : 
The  case  was  that  of  a  young  woman  upon  whom  abortion  had 
been  induced  in  two  pregnancies  owing  to  chronic  nephritis.  In 
the  third  pregnancy  interference  was  declined.  She  went  to 
term,  suffered  no  apparent  ill  effects,  and  the  child  is  now  living 
and  well  at  the  age  of  ten  years.  The  mother  died  of  nephritis 
nine  years  after  the  confinement. 

Veit^^  does  not  consider  intervention  required  in  all  cases  of 
pregnancy  with  preexisting  nephritis.     He  prefers  to  await  the 
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first  signs  of  disturbance,  such  as  dyspnea  and  irregularity  of  the 
pulse. 

Rudaux--  operates  only  after  vigorous  treatment  along  other 
lines  has  failed. 

Barone-  pursues  an  expectant  course  in  the  early  months  in  the 
absence  of  serious  symptoms,  trusting  when  possible  to  interven- 
tion after  the  period  of  viability. 

Williamson-^  agrees  with  Hofmeier's  dictum:  "In  chronic 
nephritis  pregnancy  should  be  interrupted  artificially  in  the  inter- 
ests of  the  mother,  when,  in  spite  of  suitable  treatment  under 
favorable  conditions,  the  symptoms  of  the  disease  not  only  do  not 
abate  their  severity,  but  even  become  aggravated."  He  thinks 
that  the  indication  for  induction  should  rest  upon  the  study  of  the 
whole  symptom-complex — headache,  edema,  breathlessness,  vom- 
iting, albuminuric  retinitis,  as  well  as  the  urinary  findings.  Of 
the  single  symptoms,  most  important  is  scantiness  of  urine.  The 
total  quantity  of  urine,  he  pertinently  observes,  is  a  more  reliable 
indication  than  the  amount  of  urea.  The  writer  would  doubt  the 
wisdom  of  awaiting  so  grave  a  clinical  condition  as  that  pictured 
by  Williamson. 

Pyelitis  and  Pyelonephritis. — Morris^',  quoting  Navas,  says: 
"A  slight  amount  of  pyelonephritis  during  pregnancy  is  not  an 
uncommon  occurrence,  and  is  due  to  the  pressure  of  the  gravid 
uterus  upon  the  ureters,  causing  retention,  and  congestion  of  the 
kidneys  which  may  easily  be  followed  by  infection,  the  usual 
microbe  being  the  bacillus  coli." 

Pregnancy  can  seldom  be  an  etiological  factor  in  pyelitis  and. 
pyelonephritis  before  the  fifth  month.  Nor  is  the  disease  seri- 
ously complicated  by  pregnancy  till  the  uterus  is  large  enough  to 
cause  compression  of  the  ureters.  Abortion  can  seldom  if  ever 
be  indicated  in  these  conditions. 

Pyelitis  is  regarded  by  certain  authorities  as  an  indication  for 
premature  delivery.  Pinard,  Lepage,  Hofmeier,  and  Schauta  all 
advise  the  induction  of  premature  labor.  Schauta  thinks  opera- 
tion demanded  in  all  cases  after  the  eight  month.  Gaussel-Ziegel- 
mann**,  in  a  recent  i)aper.  favors  the  induction  of  labor  after  fetal 
viability. 

I  am  disposed  to  believe  with  Cragin*  that  the  intcrrui)tion  of 
pregnancy  in  pyelitis  and  pyelonephritis  is  very  rarely  required. 
With  the  aid  of  the  recumbent  posture,  moderate  catharsis,  suit- 
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able  diet,  plenty  of  water,  and  the  use  of  hexamethylenamin,  most 
if  not  all  cases  may  be  carried  to  term. 

In  pyonephrosis,  or  abscess  of  the  kidney,  the  kidney  must 
be  dealt  with  in  accordance  with  the  usual  surgical  indications  in 
nongravid  conditions. 

Hypcrcmcsis. — The-  induction  of  abortion  in  hyperemesis  of 
pregnancy  is  believed  by  many  recent  foreign  writers  to  be  seldom 
or  never  required.  Pollak-"  would  operate  only  when  the  patient 
becomes  emaciated,  fever  sets  in,  and  the  clinical  picture  is  alarm- 
ing. In  such  cases  he  says  nothing  is  left  but  to  interrupt  the 
pregnancy.  Most  of  us,  I  assume,  would  not  permit  the  patient 
to  reach  this  condition  without  intervention.  Of  curious  interest 
are  several  opinions  cited  by  Pollak,  among  which  are  the  fol- 
k)wing : 

A.  ^lartin  is  opposed  to  interference,  and  has  operated  only  in 
two  cases  which  were  complicated  with  pulmonary  tuberculosis. 
Backhaus  says  hyperemesis  can  be  treated  successfully  w'ithout 
artificial  abortion.  Salowjiff.  Barsony,  Wright,  Zaborszky,  Dorff, 
and  Fasius  all  condemn  the  interruption  of  pregnancy  in  hyper- 
emesis. Frank  knows  of  no  case  of  the  disease  in  w^hich  the 
woman  died. 

In  our  own  country,  at  least,  pernicious  vomiting  of  pregnancy 
is  generally  recognized  as  a  not  infrequent  indication  for  abortion, 
sometimes  for  premature  labor.  In  toxemic  vomiting  with  marked 
exhaustion,  which  does  not  yield  promptly  to  other  measures,  no 
time  should  be  lost  in  terminating  the  pregnancy.  Under  the 
combined  effects  of  toxines  and  starvation  the  woman's  strength 
fails  insidiously  and  often  the  end  comes  abruptly. 

Interference  should  not  be  withheld,  as  is  too  often  done,  till 
the  patient  is  almost  ///  extremis.  Death  not  infrequently  results 
from  too  long  delay.  This  has  occurred  in  four  instances  under 
the  writer's  observation. 

The  clinical  guide  in  the  treatment  must  be  the  general  condi- 
tion of  the  patient  in  conjunction  with  the  urinary  findings.  The 
percentage  of  urinary  ammonia,  it  has  been  shown,  bears  no 
constant  relation  to  the  gravity  of  the  toxsemia.  and  cannot,  there- 
fore, be  depended  upon  to  the  exclusion  of  other  data  in  deter- 
mining the  indication  for  interference.  High  ammonia  percent- 
age is  in  part  the  product  of  starvation.  But  as  Ewing  and  Wolf 
have  recently  said,  the  changes  in  the  nitrogen  ratios  atFord  the 
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most  accessible  sign  of  a  very  unstable  condition  of  the  organism, 
which  may  turn  unfavorably  on  slight  provocation. 

Diabetes. — In  diabetes  mellitus  it  is  estimated  that  not  far  from 
50  per  cent,  of  the  children  are  lost  during  pregnancy  or  labor 
(Hofmeier).  Owing  to  the  bad  prognosis  for  the  child,  and  the 
fact  that  the  disease  is  likely  to  be  aggravated  by  the  pregnancy, 
the  uterus,  I  think,  should  be  emptied  in  the  early  months.  While 
diabetics  do  not  as  a  rule  bear  operations  well,  it  is  well  known  that 
with  due  precautions  the  condition  may  not  be  complicated  seri- 
ously by  surgical  interference.  Operation  in  the  early  months 
of  pregnancy  is  less  formidable  than  spontaneous  labor  at  term. 
In  advanced  pregnancy  complicated  with  diabetes  labor  should 
be  brought  on  in  advance  of  term  should  the  condition  be  grave 
or  be  growing  worse  in  spite  of  the  usual  dietetic  and  medicinal 
measures. 

Hofmeier  thinks  intervention  should  be  practised  as  early  as 
possible.  Yet  Kleinwachter  and  others,  by  reason  of  the  fact  that 
pregnancy  may  end  normally,  and  believing  that  operation  is 
attended  with  more  or  less  risk,  prefer  to  operate  only  in  the 
presence  of  complications. 

Tiniwrs. — In  uterine  and  abdominal  tumors  the  indication  for 
treatment  relates  usually  to  the  tumor  rather  than  the  gestation. 
Very  rarely  special  conditions  may  call  for  the  interruption  of 
pregnancy. 

Retrodisplacement  of  the  Gravid  Uterus. — Irreducible  retro- 
displacement  of  the  gravid  uterus  may  be  treated  in  suitable  cases 
by  opening  the  peritoneum,  liberating  the  adhesions,  and  reposit- 
ing  the  uterus.  This  being  impracticable  or  inadvisable,  the  uterus 
must  be  emptied  if  attempts  at  reduction  fail. 

Hydramnios. — Premature  labor  is  indicated  in  hydramnios 
only  in  the  presence  of  grave  pressure  effects.  The  indication 
for  intervention,  as  Williamson-^  observes,  is  to  be  based  not  so 
much  on  the  quantity  of  liquor  amnii  as  upon  the  condition  of  the 
patient. 

The  specific  indications  are  well  stated  by  Pinard.  They  are, 
especially,  more  or  less  marked  and  extensive  edema,  together 
with  crippled  respiration  or  severe  diaphragmatic  pain,  developed 
coincidently  with  the  distension  of  the  uterus.  The  degree  of 
exhaustion  and  the  quantity  of  urine  are  also  to  be  taken  into 
account.  Acute  hydramnios,  especially  if  it  develops  early,  usually 
demands  prompt  interference. 
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Diseases  of  the  Eye. — Germann"  considers  threatened  loss  of 
vision  occurring  during  pregnancy  a  strong  indication  for  the 
induction  of  premature  birth  or  abortion,  and  he  cites  several 
instances  coming  under  his  observation  in  which  permanent  in  jury- 
to  the  sight  might  have  been  prevented  had  his  views  prevailed. 

Serious  corneal  disease  may  afford  the  indication.  This  dis- 
ease begins  in  the  later  months  of  gestation.  The  severer  cases 
are  not  amenable  to  treatment  during  pregnancy ;  healing  occurs 
only  after  parturition  or  after  the  child  is  weaned.  The  termina- 
tion is  a  total  or  partial  corneal  cicatrix  or  even  a  phthisis  bulbi 
anterior.  If  the  blindness  is  not  total,  at  least  considerable  im- 
pairment of  vision  inevitably  results  from  this  disease. 

In  a  case  of  bilateral  optic  neuritis,  accompanied  with  pupillary 
stasis  during  pregnancy,  progressive  loss  of  vision  led  to  almost 
total  blindness.  Premature  birth  was  induced,  and  within  ten 
days  after  operation  the  vision  was  materially  improved. 

Typical  retinitis  albuminurica  of  itself  calls  for  the  interrup- 
tion of  pregnancy  which  at  once  puts  an  end  to  the  pregnancy- 
nephritis  as  well  as  the  visual  disturbance. 

Blood  Diseases. — The  only  diseases  of  the  blood  which  may 
require  the  interruption  of  pregnancy  are  leukemia  and  pernicious 
anemia  (Barone).  These  diseases,  as  Williamson  says,  fortu- 
nately are  rare  complications  of  pregnancy.  The  latter  author 
quotes  Hermann  to  the  effect  that  only  twelve  cases  could  be 
found  in  the  literature  in  which  pregnancy  was  associated  with 
leukemia.  Addison's  disease,  hemophilia  and  pernicious  anemia, 
he  thinks,  must  be  rarer  still. 

Hermann  holds  that  by  reason  of  the  enlarged  spleen  and 
liver,  patients  with  leukemia  suff"er  more  from  pressure  effects 
in  advanced  pregnancy  than  healthy  women  do,  that  the  disease 
is  aggravated  during  pregnancy,  that  death  sometimes  occurs 
abruptly  at  the  close  of  labor,  but  that,  in  patients  who  survive, 
the  symptoms  improve  materially  after  the  birth.  He  believes, 
therefore,  that  in  leukemia  with  pregnancy  the  induction  of  abor- 
tion or  premature  labor  is  clearly  indicated  when  the  symptoms 
are  painful  or  are  aggravated  by  the  onset  of  pregnancy.  The 
author  cites  the  opinion  of  Schauta  to  the  effect  that  in  pernicious 
anemia  the  induction  of  labor  does  no  good,  and  sometimes  ap- 
pears to  hasten  death ;  that  in  hemophilia  the  danger  of  hemor- 
rhage obtains  after,  rather  than  before,  labor. 

Diseases  of  the  Mind  and  Nervous  System. — Certain  psychoses 
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may  very  exceptionally  call  for  the  interruption  of  pregnancy.  In 
very  rare  instances  of  mental  disease,  in  which  there  is  great 
impairment  in  the  first  months,  abortion  may  be  induced  to  relievf 
the  greatly  weakened  maternal  organism  of  the  extra  tax  of  ges- 
tation (Fellner^').  Melancholia  may  demand  operation  if  the  con- 
dition is  manifestly  growing  worse   (Pick^^). 

In  manic  depressive  insanity  and  demiCntia  praecox  no  benefit 
is  to  be  expected  from  terminating  the  pregnancy  (Alzheimer^). 

Hoche^"  thinks  intervention  justified  in  rare  instances  in  the 
early  stages  of  a  few  psychoses  which  become  incurable  if  preg- 
nancy continues.  Most  mental  diseases,  especially  the  periodic  and 
katatonic  depressive  conditions  are  benefited  only  slightly,  if  at  all. 

Epilepsy  of  itself  cannot  be  considered  an  indication  for  abor- 
tion or  premature  labor.  In  hysteroepilepsy  pregnancy  should  be 
interrupted.  Uncomplicated  hysteria  does  not  call  for  inter- 
ference. 

In  the  present  state  of  our  knowledge  the  fear  of  transmission 
of  a  mental  disease  does  not  justify  induction  of  abortion. 

Diseases  of  the  brain  and  spinal  cord  afford  no  indication  for 
early  intervention.  In  certain  conditions  premature  labor  may  be 
required  to  save  the  child, 

Hofmeier^^  refers  to  a  case  of  myelitis  ascendens  in  a  primi- 
gravida  in  which  artificial  interruption  of  pregnancy  was  followed 
by  temporary  miprovement. 

In  polyneuritis  gravidarum  the  termination  of  the  pregnancy 
is  indicated. 

Chorea,  if  mild,  requires  no  intervention.  \'ery  severe  cases 
may  be  benefited  by  abortion  in  the  early  months.  This  is  called 
for  only  when  necessary  to  save  the  mother's  life  (Alzheimer). 

As  Hirschl  says,  the  efifects  of  the  choreic  movements  on  the 
patient  are  to  be  regarded  rather  than  the  violence  of  the  move- 
ments. Loss  of  sleep,  continued  emaciation  and  rise  of  tempera- 
ture justify  the  interruption  of  the  pregnancy.  The  interests  of 
the  child  are  not  a  large  factor  in  the  question  since,  as  Hirschl 
says,  the  fetal  mortality,  even  in  mild  cases,  is  estimated  at  40 
per  cent.  He  suggests  that  dilation  of  the  cervix  may  first  be 
tried.  That  failing  to  arrest  the  choreic  movements,  the  uterus 
should  promptly  be  emptied. 

Graves'  Disease. — In  one  case  of  Graves'  disease  the  writer 
induced  abortion  with  l)enefit  owing  to  marked  all)uniinuria  and 
the  depraved  general  conditiDU  of  the  patient,  not  yielding  to  other 
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treatment.     Williamson--  terminated  the  pregnancy  four  times  in 
one  patient,  and  finally  sterilized  the  woman  by  resecting  portions 
of  both  Fallopian  tubes. 
330  Clinton  Avenue. 
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There  is  a  sense  in  which  every  retrodisplacement  in  a  child- 
beSring  woman  bears  a  relation  to  future  pregnancy,  but  I  wish 
more  particularly  to  direct  my  remarks  to  the  coexistence  of  the 
two  conditions.    There  is  evidence  that  incarceration  of  the  uterus 
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was  recognized  as  long  ago  as  the  time  of  Hippocrates ;  Gregoire 
of  Paris,  in  an  unpublished  lecture,  also  dealt  with  the  subject. 
We  are  indebted,  however,  to  John  Hunter  for  much  of  our  early 
information  upon  this  subject,  as  on  many  other  subjects.  In 
1754  he  delivered  a  lecture  upon  incarceration  of  the  pregnant 
uterus,  and  instituted  the  use  of  the  term  "retroversion."  In 
1776,  in  Medical  Observations  and  Inquiries,  he  deals  with  the 
cause  of  the  condition  and  lays  stress  upon  a  roomy  lower  portion 
of  the  pelvis  lacking  adipose  tissue  and  a  constricted  inlet,  to- 
gether with  overdistension  of  the  bladder  from  some  cause,  as 
etiological  factors.  This  is  known  as  Hunter's  theory,  and  his 
opinion  that  the  condition  was  secondary  to  bladder  distension, 
was  credited  and  maintained  by  such  men  as  Denman,  Rams- 
botham,  Robert  Lee,  Meigs,  and  others,  as  shown  by  W.  Tyler 
Smith  in  his  quotations  from  their  writings.  He  also  quotes 
Rigby  as  believing  that  retrodisplacement  precedes  bladder  dis- 
tension, and  is  a  cause  of  it.  Smith  reports  several  cases  show- 
ing that  the  displacement  is  primary,  therefore  combating  Hun- 
ter's theory.  This  is  now  a  matter  of  history.  That  a  previously 
retrodisplaced  uterus  frequently  becomes  pregnant  cannot  now 
be  doubted.  This  may  be  a  boon  to  the  patient  suffering  from 
retrodisplacement,  or  it  may  multiply  the  evils  of  the  displacement 
several  fold.  Williams  states  that  displacements  and  pathology 
resulting  therefrom  are  among  the  most  frequent  causes  of  spon- 
taneous abortion. 

When  we  remember  the  causes  of  retrodisplacement,  which  may 
be  said  to  be,  first,  anything  which  increases  the  weight  of  the 
uterus ;  second,  anything  which  decreases  the  carrying  power  of 
its  supports — ligaments,  pelvic  floor,  cellular  tissue,  etc. ;  and  third, 
anything  which  makes  traction  or  exerts  force  in  the  wrong  direc- 
tion— we  will  readily  see  that  retrodisplacement  may  be  favored 
during  the  early  months  of  pregnancy  by  reason  of  the  con- 
gestion and  extra  weight  of  the  uterus  and  other  pelvic  organs. 
In  some  cases  the  downward  displacement  of  the  uterus  is  only 
slight  and  in  others  it  is  extensive.  In  normal  cases  the  extent 
is  not  so  great  as  to  cause  great  inconvenience,  and  the  uterus 
soon  ascends  as  the  result  of  growth.  Displacement  of  the  non- 
pregnant uterus  and  its  accompanying  pathology  may  cause  more 
or  less  distressing  symptoms,  but  seldom  imperils  life.  The  ac- 
companying diseases  of  retrodisplacement  may  cause  sterilitv.  but 


782         BARRETT  :      RETRO-VERSIO-FLEXIONS   OF    THE    UTERUS. 

this  is  by  no  means  constant.  What  may  we  expect  from  those 
cases  in  which  pregnancy  takes  place,  or  in  which  retrodisplace- 
ment  follows  pregnancy  ?  There  is  apt  to  be  an  increased  dis- 
placement with  aggravation  of  the  symptoms.  Then  one  of 
four  things  may  take  place  : 

First,  the  uterus  may  return  to  normal  position  and  the  symp- 
toms be  relieved  or  disappear.  This  frequently  occurs  even  in 
spite  of  some  adhesion. 

Second,  abortion  may  and  frequently  does  follow.  This  is 
undoubtedly  due  at  times  to  the  endometritis  and  other  compli- 
cations ;  but,  as  stated  by  Williams,  it  is  unquestionably  due  at 
times  to  the  retrodisplacement. 

Third,  incarceration  may  take  place,  causing  abortion,  retention 
of  the  urine,  sloughing  of  portions  of  the  bladder,  peritonitis,  etc. 

Fourth,  pregnancy  may  continue  to  term,  with  the  uterus  still 
retroflexed,  causing  only  moderate,  mild,  or  almost  no  symptoms. 
This  condition,  as  shown  by  Oldham,  may  become  a  complication 
of  labor. 

Fortunately  the  first  class  furnish  a  large  number,  and  the 
third  and  fourth  only  a  small  number.  Unfortunately,  however, 
a  large  number  of  the  second  class  are  found.  The  outcome 
depends  on  the  complications  and  the  tolerance  of  the  uterus. 
Abortion  is  favored  by  the  presence  of  endomettitis,  septic  condi- 
tions, adhesions,  etc.  Incarceration  is  favored  by  extensive  ad- 
hesions, a  deformed  pelvis  with  an  overhanging  promontory.  Sin- 
clair has  denied  the  possibility  of  pregnancy  existing  with  ad- 
hesions of  any  extent,  but  the  findings  of  almost  every  other 
operator  contradict  this. 

It  would  seem  that  the  continuance  of  a  retroflexed  or  retro- 
verted  uterus  to  full  term  pregnancy  must  be  accompanied  with  a 
great  degree  of  tolerance  on  the  part  of  the  uterus,  the  bladder, 
and  the  patient  herself. 

Treatvicnt. — The  treatment  to  be  advised  is  to  be  based  on  the 
present  conception  of  the  value  of  different  methods  of  treatment 
of  retrodisplacement,  of  the  danger  or  absence  of  danger  of  radical 
cure,  of  the  tolerance  of  pregnant  women  for  an  operation,  of  the 
value  of  the  life  of  the  child,  and  lastly,  the  method  of  operation, 
It  must  not  be  based  upon  the  conception  of  these  matters  fifteen. 
Ten,  or  even  five  years  ago. 

If  a  laparotomy  is  considered  dangerous,  and  the  same  operation 
upon  a  pregnant  woman  much  more  dangerous,  the  life  of  the 
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fetus  of  little  value,  and  there  is  no  method  of  permanently  curing 
the  retrodisplacement,  then  will  abortion,  incarceration,  and 
death  be  the  rule?  If  we  can  make  a  laparotomy  fairly  safe,  if 
this  danger  is  only  slightly  increased  in  the  pregnant  w^oman,  if 
the  rights  of  the  child  are  recognized  and  an  operation  can  be 
performed  that  prevents  the  possibility  or  probability  of  a  return 
of  the  displacement  after  delivery,  then  will  these  cases  be  oper- 
ated on  early  ?  Last  resort  surgery  in  this,  as  in  other  conditions, 
will  be  less  popular. 

Most  of  us  agree,  no  doubt,  that  a  judicious  correction  of  the 
displacement  before  pregnancy  would  be  a  good  prophylactic 
measure,  yet  this  proposition  would  find  dissenters.  I  do  not  wish 
to  make  that  the  burden  of  this  paper.  When  pregnancy  and 
retrodisplacement  exist  together  I  think  we  could  further  agree 
that  an  effort  to  replace  the  uterus  should  be  made.  This  is 
sometimes  accompanied  with  ease  and  sometimes  with  great  diffi- 
culty, and  it  is  sometimes  found  impossible.  The  knee-chest  posi- 
tion should  be  assumed  by  the  patient  at  the  time  of  replacement, 
and  also  at  other  times ;  and  in  those  cases  in  which  efforts  at 
replacement  fail,  an  anesthetic  is  sometimes  desirable. 

If  the  uterus  is  replaced  it  can  be  held  in  position  by  means 
of  a  pessary.  In  those  cases  in  which  efforts  at  replacement  fail, 
the  case  may  be  w^atched,  the  knee-chest  position  advised  fre- 
quently, and  mild  efforts  made  at  intervals  to  get  the  growing 
uterus  in  front  of  the  promontory.  Frequently  the  uterus  will 
be  righted  with  these  efforts.  Sinclair  claims  great  success  in 
replacing  retroverted  pregnant  uteri,  but  others  have  not  found  it 
so  successful.  I  have  had  no  experience  with  pessaries  except  to 
hold  the  uterus  after  it  has  been  replaced.  Cases  are  recorded 
where  saculation  of  the  wall  of  the  uterus  in  the  abdomen  has 
drawn  the  rest  of  the  uterus  out  of  the  pelvis,  even  after  con- 
siderable incarceration  has  taken  place. 

With  the  first  signs  of  intolerance  on  the  part  of  the  uterus, 
abortion  or  incarceration  should  not  be  waited  for.  With  the 
bladder  and  rectum  empty,  a  moderate  yet  thorough  effort  may  be 
made  to  replace  the  organ  by  the  means  suggested.  This  failing, 
some  have  advised  emptying  the  uterus,  and  as  a  means  to  that 
end  in  cases  of  incarceration,  puncture  of  the  uterus  through  tlie 
vaginal  wall  has  been  advised  in  cases  where  the  uterus  could 
not  be  readily  emptied.  The  latter  procedure  is  to  be  condemned 
in  the  interest  of  the  mother.     The  puncture  may  be  so  located 
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as  to  be  equivalent  to  a  rupture  of  the  uterus  into  the  peritoneal 
cavity.  The  emptying  of  the  uterus  is  to  be  condemned  in  the 
interest  of  the  child. 

In  the  light  of  our  present  aseptic  technique,  the  tolerance  of 
the  pregnant  woman  to  operations,  and  our  present  methods  of 
permanently  curing  retrodisplacements  without  creating  new 
pathology,  I  wish  to  enter  a  plea  for  earlier  and  more  efficient 
treatment  of  these  cases.  I  see  no  reason  why  we  should  advise 
or  wait  for  abortion.  If  abortion  is  already  inevitable,  the  uterus, 
of  course,  must  be  emptied.  But  with  the  uterus  intolerant,  with 
abortion  only  threatening,  or  with  incarceration,  other  means  fail- 
ing, the  abdomen  should  be  opened  and  the  uterus  returned  to 
position,  complications  dealt  with,  and  if  conditions  are  such 
as  to  warrant  it,  a  radical  operation  should  be  performed  for 
the  retrodisplacement.  In  the  days  of  ventro-suspensio-fixation, 
the  radical  cure  could  not  well  be  advised,  although  Fry  pleads 
for  earlier  treatment  in  these  cases,  with  ventro-suspension  for 
the  radical  cure.  There  are  few  who  would  be  so  bold,  or,  I  might 
say,  injudicious,  as  to  fix  or  suspend  a  pregnant  uterus,  and  yet 
Lapthorn  Smith  and  others  as  well  as  Fry  have  used  this  method, 
and  some  of  these  cases  have  gone  to  term.  Kelly,  after  a  long 
efifort  to  justify  "suspensio  uteri,"  in  his  new  edition  of  Operative 
Gynecology  cautions  against  suspending  this  organ  if  pregnancv 
exists,  even  during  the  early  weeks.  He  argues  that  fixation,  in- 
stead of  suspension,  may  result,  and  in  order  to  avoid  such  a  possi- 
bility, he  advises  routine  curettage,  saying  that  "it  would  seem 
better  to  do  an  unwitting  abortion  on  a  woman  whom  we  did  not 
suspect  to  be  pregnant  than  to  occasion  a  fixation  in  a  pregnant 
uterus."  To  this  I  would  say  that  we  must  have  a  better  reason 
for  curettage.  If  pregnancy  does  not  exist  the  curettage  for  this 
purpose  is  unnecessary,  and  if  it  does  exist,  the  curettage  is  un- 
justifiable. 

No  argument  is  necessary  to  prove  that  this  is  not  the  operation 
in  cases  in  which  the  abdomen  must  be  opened  much  less  the 
operation  which  will  encourage  the  early  attention  that  these 
cases  deserve,  before  abortion  is  in  progress  or  the  uterus  incar- 
cerated. We  scarcely  feel  justified  in  opening  the  abdomen  to 
replace  a  retroverted  pregnant  uterus  without  the  most  urgent 
symptoms,  if  the  patient  is  not  to  be  given  the  benefit  of  the  radi- 
cal cure.    To  operate  upon  these  cases  when  most  advantageous  to 
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mother  and  child,  the  operation  must  offer  the  foHowing  safe- 
guards and  advantages : 

First,  it  must  be  safe  for  the  mother. 
Second,  it  must  decrease  the  fetal  mortality. 

Third,  it  must  insure  or  promise  a  permanent  cure  of  the  retro- 
displacement. 

With  these  conditions  secured,  instead  of  pregnancy  being  a 
bar  to  an  operation,  it  may  at  times  furnish  an  earnest  argument 
for  an  operation.  Time  was  when  we  were  inclined  to  look  upon 
the  pregnant  woman  as  exempt  from  surgery.  The  time  is  now 
-coming  when,  under  some  circumstances,  we  will  say :  "This 
woman  needs  an  operation  because  she  is  pregnant."  Then  a 
large  number  of  abortions  and  incarcerations  will  be  prevented. 
I  have  laid  some  stress  upon  the  inadvisability  of  using  ventro- 
suspensio-fixation.  The  method  of  operating  has  much  to  do 
with  the  betterment  of  conditions,  and  I  therefore  crave  the  indul- 
gence of  the  society  while  I  call  attention  to  an  operation  described 
hy  myself  in  1905.  This  operation  was  fully  described,  and  I 
will  therefore  only  briefly  review  the  main  points: 

First,  the  round  ligaments  are  picked  up  about  two-thirds  the 
distance  from  the  uterus  to  the  internal  ring,  and  control  liga- 
tures put  around  them. 

Second,  a  special  long  curved  ligature  carrier  is  carried  outward 
from  the  lower  angle  of  the  abdominal  incision,  under  the  external 
oblique  fascia,  over  the  rectus  muscle,  until  its  point  reaches  the 
region  of  the  internal  ring,  when  it  is  pushed  into  the  abdominal 
cavity  through  the  ring. 

Third,  the  control  ligature  is  grasped  with  this  forceps  and 
drawn  through  the  internal  ring  and  to  the  abdominal  incision 
along  the  course  taken  by  the  ligature  carrier. 

Fourth,  the  loops  of  round  ligament  are  sewed  to  the  outer  side 
of  the  aponeurosis  of  the  external  oblique  muscle,  and  then  if  long 
enough,  are  sewed  together  over  the  recti  muscles. 

This  operation  offers  for  these  cases  under  consideration  the 
following  advantages : 

First,  it  may  be  performed  through  a  very  small  incision. 

Second,  it  does  no  sewing  to  the  uterus. 

Third,  it  permanently  holds  the  uterus,  yet  allows  normal  mo- 
iDility. 

Fourth,  it  takes  the  ligament  out  of  the  abdomen  at  the  proper 


786         BARRETT  :       RETRO-VERSIO-FLEXIONS   OF    THE    UTERUS. 

place,  the  internal  ring,  and  so  creates  no  false  ligament  or  false 
placing  of  the  ligament,  as  was  the  case  in  former  operations. 

This,  then  offers  a  manner  of  dealing  with  retro-vesico-flexion 
during  pregnancy  earlier  and  with  less  marked  symptoms  than 
formerly,  and  yet  being  entirely  within  the  bounds  of  rational  con- 
servative surgery. 

Of  course,  I  am  well  aware  that  some  will  say,  ''Yes,  the  treat- 
ment advised  may  do  all  right  for  places  which  offer  proper  ad- 
vantages, but  here  in  the  country  I  would  prefer  to  empty  the 
uterus,  puncture  it  if  necessary — anything  to  avoid  laparotomy." 
In  answer  I  will  say  that  I  have  not  heard  of  any  community  in 
the  Mississippi  Valley,  so  isolated,  with  transportation  so  poor, 
that  they  kill  their  insane  rather  than  transfer  them  to  an  asylum. 
Then  why  should  we  advise  the  killing  of  these  more  useful  mem- 
bers of  society  ? 

I  wish  to  insert  a  brief  report  of  a  case,  not  because  it  verifies 
tlie  position  taken,  but  because  it  presents  features  of  interest 
in  this  connection. 

Mrs.  P.,  referred  to  me  by  Dr.  S.  of  Wisconsin,  gave  the  fol- 
lowing history :  Well  until  a  few  weeks  previous,  when  patient, 
who  considered  herself  about  three  and  one-half  months  preg- 
nant, began  to  suffer  with  bladder  irritability.  This  was  followed 
by  retention,  at  which  time  Dr.  S.  was  called.  A  large  amount  of 
urine  was  drawn  with  the  catheter,  and  a  deceptive  mass  was 
found  in  the  pelvis.  As  the  patient  was  eight  or  ten  miles  from 
the  doctor,  a  catheter  was  left  with  the  family,  and  some  member 
instructed  in  its  use.  The  bladder  soon  became  infected,  and 
urine  mixed  with  blood  and  pus  was  obtained.  The  mass  in- 
creased in  size,  and  she  was  brought  to  the  city  and  placed  in 
the  hospital. 

Examination  showed  a  large,  plethoric  woman,  in  appearance 
about  forty  years  of  age,  face  flushed  and  fe\'erish  in  appearance. 
Temperature  running  as  high  as  io^°.  Abdomen  large,  distended, 
and  tender.  Fluctuating  mass  in  the  lower  abdomen  found. 
Tense,  semifluctuating  mass  found  in  the  pelvis,  crowding  the 
vagina  forward  and  the  rectum  backward.  Cervix  not  to  be  pal- 
pated. Catheter  inserted  with  some  difficulty,  and  a  large  amount 
of  bloody  and  purulent  urine  was  withdrawn.  The  fluctuating 
abdominal  mass,  which  at  first  was  considered  as  ?  possible  preg- 
nant  uterus,   had    disappeared.      The   cervix    could    not   yet   be 
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located.     There  had  been  „o  hemorrhage  from  the  uterus.     A 
diagnosis  of  mcarceration  of  a  retroverted  pregnant  uterus  was 

The  bladder  was  irrigated  with  boric  acid  solution  three  times 
a  day  and  urotropin  and  uroseptin  administered.  The  patient  was 
placed  m  the  knee-chest  position  and  moderate  efforts  were  made 
to  replace  the_  uterus.  The  condition  of  the  tubes  and  ovaries 
and  pelvic  peritoneum  could  not  be  determined.  The  tenderness 
and  the  temperature  suggested  the  possibility  of  inflamed  tubes 
adhesions,  and  peritonitis.  With  this  in  mind,  forcible  efforts 
were  not  made.  The  condition  of  the  urine  improved  under  treat- 
ment, but  did  not  entirely  clear.  Laparotomy  was  advised  as 
the  best  means  of  dealing  with  possible  complications  and  offering 
some  hope  for  the  fetus. 

An  abdominal  opening  sufficient  to  admit  the  hand  was  made 
The  peritoneum  about  the  pelvis  was  found  injected  and  edema- 
tous, the  tubes,  ovaries,  and  ligaments  were  found  much  distended 
and     edematous,    and     the     uterus     appeared     edematous     and 
bluish     m     color.       The     cervix     was     found     high     up     and 
pointing    toward    the     umbilicus,     with    the    bladder     running 
over     It.       The    uterus     seemed    to     fill     everv    nook     of    the 
pehas      and     round     out     above     it.       The     hand     was     with 
chfficu  ty  carefully  worked  between  the  uterus  and  the  sacrum, 
well  down  under  the  organ,  and  efforts  were  made  to  lift  or 
turn  the  uterus  out  of  the  pelvis.     This  was  done  carefullv  with 
a  view  of  saving  the  fetus.     These  efforts  proved  unsuccessful 
The  pelvis  seemed  to  act  as  a  vacuum.    I  now  took  a  large  sponge 
on  a  holder  and  pushed  the  cervix  downward,  at  the  same  time 
lifting  upon  the  broad  ligaments.     As  the  cervix  was  carried 
downward,  the  fundus  rolled  out  of  the  pelvis,  and  the  utcru. 
showed  such  size  as  to  be  a  cause  of  wonder  that  it  could  be  con- 
tained in  the  pelvis. 

The^  following  day  the  nurse  made  the  observation  that  the 
bag  ot  waters  was  projecting  from  the  vulva,  but  labor  pains 
appeared  to  be  absent.  The  interne  was  called  and  made  the  mis- 
take ot  breaking  the  sac.  The  uterus  made  little  or  no  effort  to 
cmptN-  itselt.  and  the  second  day  following  the  operation  the  uterus 
was  emptied  surgically  of  a  four  and  a  half  months  fetus  and 
membranes,  without  anesthetics.  The  temperature  and  cvstitis 
inat  had  existed  prior  to  the  laparotomy  graduallv  subsided  and 
the  patient  made  an  uneventful  recovery. 
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Laparotomy  here  did  not  save  the  fetus.  Had  there  been  evi- 
dence that  abortion  would  follow,  an  effort  to  empty  the  uterus 
without  laparotomy  would  have  been  indicated.  On  the  other 
hand,  an  earlier  operation  would  have  offered  greater  safety  to 
the  woman,  would  have  prevented  much  suffering,  and  would 
probably  have  saved  the  life  of  the  fetus. 

Another  case  which  was  found  to  have  a  retroversio  flexed 
pregnant  uterus,  with  abortion  threatening,  and  a  two-fist-sized 
ovarian  cyst,  was  operated  upon.  The  cyst,  which  had  ruptured 
during  an  effort  to  replace  the  uterus,  was  removed,  the  adherent 
uterus  was  freed,  and  the  round  ligaments  shortened  within  the 
abdomen.  This  patient  went  to  term  and  gave  birth  to  a  large, 
healthy  boy  baby.  Had  this  occurred  since  my  use  of  the  de- 
scribed operation,  I  am  sure  I  would  have  been  saved  the  em- 
barrassment of  finding  a  return  of  the  retrodisplacement  after 
the  confinement,  as  I  did  in  this  case.* 

In  67  fatal  cases  collected  from  the  literature  by  Gottschalk 
the  causes  of  death  are  as  follows :  Peritonitis  of  vesical  origin, 
17;  uremia,  16;  rupture  of  the  bladder,  11  ;  septicemia  of  vesical 
origin,  4 ;  gangrene  of  the  bladder  without  peritonitis,  3 ;  pyemia, 
3 ;  rupture  of  the  peritoneum  and  vagina,  2 ;  peritonitis  resulting 
from  gangrene  of  the  bowel,  1  ;  knuckling  of  the  bowel,  i  ;  un- 
known causes,  4. 

Mann  advises  laparotomy  as  a  means  of  correcting  incarcerated 
uteri,  but  wisely  advises  against  ventrosuspension,  as  has  been 
advised  by  Fry. 

Cases  known  to  have  had  retrodisplacement  should  be  carefully 
treated  by  position,  tampons,  pessaries,  etc.,  after  confinement, 
that  if  possible,  while  these  structures  are  undergoing  nature's 
involution,  the  uterus  may  be  made  to  take  and  retain  its  normal 
position. 

*Since  reading  this  paper  I  have  operated  upon  a  patient  with  the  fol- 
lowing history:  Age  30;  married  eight  years;  one  child,  born  five  years 
ago,  only  lived  a  few  minutes ;  menstruated  last  in  October,  1906.  First 
seen  February  16,  1907.  Four  months  pregnant.  Bladder,  containing  large 
amount  of  urine,  extended  above  the  umbilicus  and  appeared  like  a  six- 
months'  pregnant  uterus.  Uterus  retroflexed  and  completely  filled  the 
pelvis.  Efiforts  to  replace  the  uterus  having  failed,  the  abdomen  was 
opened  February  21,  and  the  following  procedures  were  carried  out. 
Extensive  adhesions  were  broken  up,  the  uterus  was  lifted  out  of  the  pelvis, 
a  pus  tube  was  removed,  and  then  the  round  ligaments  were  transplanted 
according  to  the  method  described  in  this  and  previous  papers.  The  blad- 
der symptoms  at  once  ceased,  no  symptoms  of  threatening  abortion  ap- 
peared, and  the  patient  at  the  present  time  is  about  six  months  pregnant. 
This  case  will  be  more  fully  described  in  a  paper  now  under  preparation. 
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In  conclusion  I  would  state  my  position  briefly  as  follows : 
First,  retroversio  flexion  is  a  pathological  condition  and  worthy 
of  appropriate  treatment,  operative  or  nonoperative. 

Second,  pregnancy  may  be  the  means  of  cure  of  retroversio 
flexion,  but  may,  on  the  other  hand,  seriously  complicate  the  con- 
dition. 

Third,  a  retrodisplaced  pregnant  uterus  should  be  replaced  as 
soon  as  possible,  and,  if  necessary,  held  in  place  by  means  of  a 
pessary. 

Fourth,  a  retrodisplacement  during  the  early  weeks  of  preg- 
nancy that  cannot  immediately  be  replaced  should  be  supervised 
and  efforts  should  be  made  to  assist  its  return  to  normal  position 
as  growth  advances. 

Fifth,  an  irreducible  retrodisplaced  pregnant  uterus  that  shows 
beginning  signs  of  intolerance  or  incarceration,  should  have  the 
radical  operation  for  the  retrodisplacement  rather  than  be  emptied 
or  punctured. 

Sixth,  in  cases  of  inevitable  abortion,  the  uterus  should  be 
emptied  and  retrodisplacement,  if  possible,  corrected,  the  radical 
operation   following  later   if  necessary. 

Seventh,  cases  of  marked  incarceration  should  have  the  benefit 
of  abdominal  section,  unless  abortion  is  inevitable. 

Eighth,  cases  operated  on  should  have  the  radical  operation  if 
conditions  are  such  as  to  warrant  its  performance. 

Ninth,  should  a  retrodisplacement  correct  itself,  or  be  corrected 
during  pregnancy  without  operation,  it  should  be  carefully  super- 
vised after  confinement,  with  a  view  of  permanently  correcting 
the  malposition. 

100  State  Street. 
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A  CASE  OF  TIGHT  KNOT  OF  THE  UMBILICAL  CORD 

AND  CONSEQUENT  ANTEPARTUM  DEATH 

OF  THE  FETUS.* 


ROBERT  T.  FRANK,  A.M.,  M.D., 
New  York. 


(With  four  illustrations.) 


Among  the  possible  accidents  imperiling  the  life  of  the  fetus 
before  labor,  true  knots  of  the  cord,  sufficiently  tight  to  interrupt 
the  fetal  circulation,  are  of  most  infrequent  occurrence.  Some 
of  the  older  writers,  such  as  Carl  Braun,  are  unwilling  to  ascribe 
any  harmful  effects  to  knots,  whereas  v.  Hecker,  who  saw  no 
injury  result  to  the  fetus  in  83  cases  of  true  knots,  does  not 
categorically  deny  the  possibility  of  dangerous  consequences.  The 
new  edition  of  v.  Winckel's  Handbuch,  however,  cites  fatal  cases 
from  the  literature,  although  the  author  personally  has  never  seen 
a  case  in  which  the  cause  of  death  was  due  to  this  accident. 

From  the  above  it  can  be  noted  that  true  knots,  sufficiently 
tight  to  cause  fetal  death,  must  be  very  uncommon,  and  that,  there- 
fore, any  such  case  well  merits  being  put  on  record.  The  follow- 
ing is  the  history  of  a  case  which  recently  occurred  in  my  practice. 

Mrs.  R.  15.,  31  years  of  age,  married  ten  years,  began  to  men- 
struate at  15  years,  four-weekly  regularly,  profuse.  Since  the 
birth  of  her  child  nine  and  one-fourth  years  ago,  menstruation 
appears  every  three  to  three  and  one-half  weeks,  and  is  very  pro- 
fuse. She  was  curetted  six  and  one-half  and  one  and  three- 
fourths  years  ago,  with  only  temporary  relief  of  the  menorrhagia. 

The  first  confinement  lasted  thirty-six  hours  because  of  early 
rupture  of  the  membranes  and  inefficient  pains.  She  was  de- 
livered of  a  healthy  child  by  the  aid  of  low  forceps.  A  resulting 
cervical  and  perineal  tear  was  repaired  three  years  later. 

The  patient  first  consulted  me  on  October  6,  1906.  The  first 
day  of  the  last  period  had  occurred  on  June  12th  of  the  same 
year;  she  was  therefore  due  about  March  19,  1907,  according  to 
calculation,  although  she  herself  did  not  expect  labor  to  take  place 
before  the  very  end  of  March.  The  patient  was  found  to  be  verv 
anemic,  as  the  result  of  her  prolonged  menorrhagia.  She  was 
otherwise  well,  except  that  the  minor  discomforts  of  the  early 
months  of  pregnancy  (nausea,  constipation,  and  frequent  urina- 

*Read  at  the  Section  on  Obstetrics  and  Gynecology  of  the  New  York 
Academy  of  Medicine,  May  23d,  1Q07. 
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tion )  were  somewhat  nronounced.  Physical  examination  showed 
a  normal  uterus,  corresponding  to  the  third  month  of  gestation, 
slight  leucorrhca,  and  a  normal  urine.  The  pelvic  measurements 
were  normal,  and  the  sacral  angle  could  not  be  reached  by  internal 
examination. 

The  pregnancy  progressed  normally,  except  for  a  purely  sub- 
jective dyspnea,  due  to  globus  hystericus,  most  annoying  at 
night.  During  the  sixth  month  the  patient  fell  upon  her  abdomen, 
while  walking  in  a  slippery  street,  but  sustained  no  injury,  ex- 
cepting several  bruises  about  the  body  and  knees.  Life  was  first 
felt  during  the  middle  of  the  sixth  month,  and  regularly  there- 
after. 

At  the  regular  monthly  visits  examination  showed  a  somewhat 
increased  quantity  of  amniotic  fluid,  not  at  any  time,  however, 
sufficient  to  merit  the  name  of  a  true  hydramnios.  From  the 
seventh  month  on  the  fetus  was  found  to  show  a  cephalic  presen- 
tation, and  the  heart  sounds  were  always  heard  in  the  left  lower 
cjuadrant. 

The  labor  did  not  set  in  until  the  early  morning  of  April  ist. 
The  last  time  that  fetal  movements  were  felt  was  early  on  the 
preceding  day,  when  they  abruptly  ceased  without  apparent  cause. 

Within  one-half  hour  after  the  onset  of  weak  pains  the  mem- 
branes ruptured,  and  a  considerable  quantity  of  deeply  stained 
but  odorless  liquor  aninii  escaped.  Vaginal  examination  showed 
a  long  conical  cervix,  barely  admitting  the  tip  of  one  finger, 
within  the  internal  os.  The  position  was  O.A.,  the  head  resting 
against  the  pelvic  brim  without,  however,  being  engaged.  Neither 
at  this  time  nor  throughout  the  course  of  the  labor  zvere  fetal  heart 
sounds  heard,  although  careful  and  frequently  repeated  examina- 
tions were  made.  For  the  next  twenty  hours  the  pains  appeared 
at  intervals  of  15  to  30  minutes,  but  always  weak,  the  cervix  then 
admitting  two  fingers  and  proving  somewhat  softer  and  shorter. 
As  intervention  in  the  interest  of  the  child,  whose  death  was 
strongly  suspected,  seemed  hardly  justified,  and  as  dilatation  of 
the  cervix,  followed  by  high  forceps,  was  a  serious  undertaking 
in  an  anemic  patient  with  cervical  cicatrices,  a  purely  expectant 
treatment  was  advisable.  Dr.  Brettauer.  who  was  called  into 
consultation,  concurred  in  the  opinion  of  noninterference,  and 
expressed  it  as  his  view  that  the  child  had  not  as  yet  been  sub- 
jected to  serious  pressure,  and  therefore,  if  alive,  would  not  be 
jeopardized,  as  the  head  had  not  engaged.  On  the  other  hand, 
if  the  child  were  dead,  as  seemed  likely,  the  mother  w^ould  be 
uselessly  endangered  bv  dilatation  followed  either  by  high  for- 
ceps or  craniotomy.  Sleep  and  rest  were  induced  by  means  of 
morphine,  and  after  awakening  quinine  was  given.  The  pains 
during  the  next  twelve  hours,  although  frequent,  were  at  no 
time  either  strong  or  propulsive.  Dilatation  had  now  progressed, 
and  the  cervix  was  reduced  to  a  thin  rim  of  about  one  inch  in 
width. 


792 


FRANK  :      TIGHT  KNOT  OF  THE  UMBILICAL  CORD. 


Examination,  under  anesthesia,  showed  the  head  in  the  position 
O.A.,  just  fixed  in  the  pelvic  inlet,  but  above  the  symphysis,  with 
very  little  evidence  of  moulding  and  no  caput  succedanium.  The 
application  of  the  forceps  proved  easy,  and  delivery  was  effected 
in  the  course  of  twenty  minutes,  without  undue  effort.  After 
the  delivery  of  the  head  a  loop  of  the  cord  was  found  loosely 
coiled  about  the  child's  neck  and  was  stripped  over  the  head 
wathout  the  slightest  difficulty.  There  was  no  pulsation  in  the 
cord.  The  liquor  amnii  that  followed  the  expulsion  of  the  fetus 
was  deeply  stained  and  contained  much  meconium. 

The  child  was  born  dead,  but  normal  in  every  respect,  of  full 
size,  and  well  developed.  Its  lips  were  a  deep  blue-black,  the 
skin  was  beginning  to  show  signs  of  maceration,  the  cornea  glazed 
and  opaque.  The  fetal  head  bore  no  forceps  marks,  or  other  evi- 
dence of  injury  or  pressue.    An  autopsy  was  not  allowed. 

The  placenta  was  expressed  by  the  Crede  method  twenty-live 
minutes  after  the  birth  of  the  child.  It  weighed  22^  ounces,  and 
appeared  normal.  The  cord  was  centrally  implanted,  90  cm.  in 
length,  of  average  thickness,  and  with  the  usual  amount  of 
Wharton's  jelly.  Thirty  cm.  from  the  placenta  was  a  single,  sim- 
ple knot  (Fig.  I),  very  tightly  drawn,  showing  deep  indentation ^ 
of  Wharton's  jelly,  where  the  pressure  of  the  loop  had  displaced 
this  soft  substance.  Above  the  knot,  i.e.  toward  the  placenta,  the 
umbilical  vessels  were  geatly  dilated  (see  cross  section  of  cord. 
Fig.  I)  ;  below  the  knot,  although  a  heavy  forceps  had  been 
applied  before  removing  the  fetus,  so  that  no  blood  could  escape, 
the  vessels  were  empty,  contracted,  and  almost  invisible. 
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From  the  historv,  and  from  the  description  of  the  specimen,  it 
will  be  seen  that  a  perfectly  normal,  full-term  child  was  destroyed 
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in  utero,  by  the  tightening  of  a  true  knot,  before  labor  had  set  in. 
In  studying  the  hterature  I  have  been  able  to  find  fourteen 
cases  in  which  the  death  of  the  child  was  due  to  the  same  cause 
(see  Chart  — ). 

Passot^^  in  addition,  reports  a  case,  in  which  fetal  move- 
ments ceased  twenty-four  hours  before  labor,  an  otherwise  nor- 
mal, dead  child,  showing  the  beginning  signs  of  maceration,  being 
born.  The  cord  was  no  cm.  long,  and  contained  two  simple, 
tight  knots,  one  at  each  distal  and  proximal  third  of  the  cord. 

Canivet^"  delivered  a  pair  of  twins,  of  which  one  was  alive 
and  well,  the  other,  of  an  equal  degree  of  development,  was  dead 
because  of  a  single  tight  knot  in  the  funis.  Its  cord  was  95  cm. 
long,  and  wound  three  times  about  the  neck.  In  this  case  the 
twins  were  contained  in  separate  amniotic  cavities. 

Weston's  case  (videante)  was  one  of  monamniotic  twins,  one 
cord  forming  a  knot,  through  the  loop  of  which  the  other 'cord 
had  passed  (see  Fig.  II).  Both  children  had  been  dead  about 
two  to  three  weeks,  the  sole  cause  of  death  appearing  to  be  the 
very  tight  knot,  which  effectually  blocked  both  fetal  circulations. 
_  Newman^'  reported  a  case  in  which  the  mechanism  is  iden- 
tical with  that  described  by  Weston,  except  that  in  this  instance 
the  knot  was  tightened  by  the  midwife,  and  not  by  natural  agen- 
cies. The  first  child,  in  whose  cord  the  knot  was  situated,  was 
born  alive.  The  midwife  then  kept  a  strong  and  continuous 
tension  upon  this  cord  to  prevent  it  from  "going  up  again,"  thus 
effectually  cutting  off  the  circulation  of  the  second  child,  'whose 
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Simple. 

Simple. 

Simple. 

Simple. 
Simple. 

Simple. 
Simple. 
Simple.. 

Simple.. 
Simple.. 
Simple.. 
Simple.. 

Simple.. 
Simple.. 


Congestion  below  knot , 
Shriveled  and  soft 


Reduced  to  mere  str'nd 
Congested  above  knot. 


c  5 


Dry,  thick,  hard 

Congested  above  knot. 
f 

Congested  above  knot. 
Congested  above  knot. 


67  cm 
90  cm. 
65  cm. 

Long.. 

? 


<<  u 

c  o  o 
Sou 


Neck,  I 


Neck, 
Body,  2 
Neck, 


Neck, 


Fetal 
Move- 
ments 

Last 
Noted 


3  days. .  . 
3  weeks. . 

f 
I  month. 


4  weeks. 
4  days. . 
4  weeks. 


6-8  days.  . 
2-3  weeks. 

14  days. .  . 


Liquor 
Amnii 


Normal. 


Foul. 


F'l  &  d'k 
F'l  &  d'k 


Much. 


Cause  Assigned;   Other 
Findings 


Sudden    rising,    followed    by 

violent  fetal  movement. 
No  movements  since  si.  labor 

pains   3   weeks  ante. 
Knot    very    tight,     head     of 

fetus    pulled    off. 
Case  is  doubtful. 
Sudden  rising,  but  fetal  heart 

afterward    heard. 
No  details. 
Injection  failed. 
4  weeks  in  hospital,  no  heart 

sounds  heard. 
Always  excessive  movements. 

After    stooping,    commotion; 
then   no  movements. 

No  heart  sounds. 


cord  passed  through  the  knot.     In  due  time  the  second  child  was 
born  dead  and  asphyctic. 
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Bartscher^^  has  described  a  case  in  which  the  death  of 
the  child  was  due  to  two  tightly  drawn  loops  of  the  cord,  which 
passed  about  the  neck  of  the  fetus,  and  were  reinforced  by  a  knot 
(Fig.  Ill),  the  cord  thus  not  only  compressing  the  neck  to  the 
detriment  of  the  carotid  circulation,  but  also,  where  the  knot  was 
located,  cutting  off  the  umbilical  circulation. 

A  few  of  the  cases  quoted  by  others — namely  those  of 
Smellie^^,  Comein-*^',  and  Stein-\  will  not  bear  strict  investigation, 


Fig.  I. — Author's  case.  Tight  knot  of  cord.  Note  congestion  above  knot. 
The  cross  section  at  the  placental  site  shows  increased  size  of  blood- 
vessels.    Deep  indentation  of  Wharton's  Jelly. 

as  the  knot  apparently  did  not  occasion  death.  Gueniot,  Lee, 
Ferrari  (according  to  Miiller's  Handbuch  der  Geburtshilfe), 
and  A.  Martin  (according  to  \'eit.  vide  ante)  are  said  to  have 
reported  cases,  but  I  have  been  unable  to  find  the  articles  re- 
lerred  to.  ^p  knots  in  cfnkral. 

Varieties. — The  liest  and  most  complete  discussion  of  knots  of 
the    cord    will    be    found    in    ChantreuiP-,    published    in    1875. 
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This  author  divided  knots  into  simple  (Fig.  IV),  figure  of 
eight  (Fig.  V),  and  complicated,  in  which  the  most  bizarre  and 
varied  interlacings  are  met  with  in  mon-amniotic  twin  pregnancies. 
Situation. — Knots  may  be  found  in  any  part  of  the  cord,  though 
they  are  most  common  near  the  middle.     Chantreuil  quotes  a 


Fig,  II.- -Illustrating  mechanism  of  Weston's  case.  Monamniotic  twins. 
The  cord  of  one  fetus  passed  through  a  knot  in  the  cord  of  the  second 
fetus. 

case  in  which  the  knot  was  so  close  to  the  umbilicus  that  before 
the  cord  could  be  tied  the  knot  had  to  be  pushed  away ;  Kolschiit- 
ter  (from  Chantreuil)  met  with  the  opposite  condition,  the  knot 
almost  touching  the  placenta  in  this  instance.  According  to 
Hyrtl"  an  approximate  computation  of  the  time  of  occurrence 
of    the    knot    formation    can    be    determined    from    its    situation 
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— if  found  within  a  shorter  distance  of  the  umbiHcus  than  the 
distance  between  the  navel  and  the  presenting  part  of  the  fetus, 
the  knotting-  must  have  taken  place  in  the  earlier  months,  when 
the  fetus  was  of  smaller  size.  This  rule  will  not  bear  strict  applica- 
tion, as  we  are  dealing  with  a  soft,  slippery,  and  flexible  struc- 
ture, upon  which  a  loose  knot  can  readily  slip  upward  or  down- 
ward. 


Fig.    in.— Illustrating   mechanism   in   Bartschcr's   ccsc.     The   cord   passed 
twice  about  the  neck  of  the  fetus  and  then  formed  a  knot. 

Mechanism. — Loop  formation  of  the  cord  causes  the  knot,  the 
presenting  part  of  the  fetus  descending  through  the  open  loop. 
If  the  fetus  first  revolves  about  its  cord,  before  entering  the  loop, 
a  figure  of  eight  knot  results.  It  is  probable  that  the  loop,  in  most 
of  the  cases,  exists  at  term,  and  that  the  presenting  part  first 
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"threads  itself"  during  labor.  Such  recent  knots,  according  to 
Chantreuil,  are  differentiated  from  older  ones,  by  the  fact  that 
upon  untying  the  knot,  the  cord  shows  no  indentations,  and  at 
once  resumes  its  normal  shape. 

Frequency. — Statistics  show  that  knots  occur  frequently,  v. 
Winckel-*  finding  them  in  0.4-0.5%  of  all  births;  Chantreuil 
in  1%. 


Figs.   IV.,  V. — Simple  and  figure  of    eight  knots  of  the  cord  not  tightly 

drawn. 

Tight  Knots. — For  the  sake  of  simplicity,  in  this  paper,  only 
such  knots  as  entirely  interrupt  the  fetal  circulation  will  be  desig- 
nated as  tight  knots.  Their  occurrence  is  of  the  utmost  rarity, 
as  can  be  gathered  from  the  statistics  of  Chantreuil,  Elsaesser", 
and  V.  Hecker,-^   which  comprise  31,590  births  with   115   cases 
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of  knots,  not  a  single  instance  of  injury  resulting  to  the  child 
therefrom.  Many  other  authors  of  wide  experience,  at  large  ma- 
ternities, have  never  seen  this  accident. 

The  Causation  of  Tight  Knots. — The  actual  cause  which  might* 
explain  why  in  most  cases  the  knot  remains  loose,  has  never 
been  satisfactorily  demonstrated.  It  should  really  be  a  matter 
of  surprise  that  knots  do  not  more  often  produce  serious  conse- 
quences, for  the  experimental  work  of  Lefour  and  Oui-"  shows 
that  the  slight  force  of  25-90  gms.  suffices  to  tighten  a  knot  of 
the  cord  sufificiently  to  cut  off  an  artificial  circulation,  correspond- 
ing to  that  of  the  fetus.  Usually  the  length  of  the  cord  is  in 
excess  of  the  actual  requirements,  but 'loose  knots  have  also  been 
encountered  in  excessively  short  cords.  From  some  of  the  col- 
lected cases  it  would  appear  that  a  sudden  movement  on  the 
part  of  the  mother,  as  arising  from  the  stooping  to  the  erect 
posture,  has  been  followed  by  tumultuous  fetal  movements,  at 
once  succeeded  by  their  complete  cessation ;  in  one  case  slight 
uterine  contractions  three  weeks  before  labor  had  as  a  sequel 
these  same  symptoms.  Whether  the  fetus  alone,  either  through 
excessive  movements  or  through  abnormal  positions,  can  produce 
the  strangulation,  is  a  matter  of  conjecture.  In  a  number  of  the 
cases  referred  to  the  cord  was  materially  shortened  by  one  or  more 
loops,  which  ran  about  the  neck  or  bodv  of  the  child,  and  probably 
served  to  aid  the  unknown  mechanism  to  bring  on  the  disaster. 

Details  in  many  of  the  fatal  cases  are  wanting,  but  on  the 
whole  the  accident  occurred  more  often  in  primipara  than  in 
multipara,  although  the  roomier  uterus  in  the  latter  might  appear 
to  favor  the  occurrence.  The  labors  were  almost  all  spontaneous, 
and  vertex  presentations  were  in  the  majority.  In  my  own  case 
and  in  one  other  forceps  were  applied ;  in  three  cases,  one  of 
them  a  twin,  the  breech  presented.  Some  of  the  labors  took 
place  before  term,  about  an  equal  number  in  the  seventh  and 
ninth  month.  With  but  two  exceptions  the  children  showed  well- 
marked  evidences  of  maceration,  death  apjiarently  having  taken 
place  from  one  to  thirty  days  before  labor. 

The  knots  were  found  in  the  middle  of  the  cord  in  most  of  the 
cases ;  in  two  they  were  nearer  to  the  placenta  than  to  the  fetus, 
and  in  onlv  one  nearer  to  the  navel  than  to  the  placenta.  The 
general  appearance  of  the  cord  is  recorded  as  "reduced  to  a  mere 
strand,"  by  one  observer,  and  as  "hard,  dry  and  thick."  by  an- 
other.    Where  details  are  given,  the  vessels  of  the  cord  between 
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the  placenta  and  the  knot  are  described  as  markedly  congested, 
whereas  in  the  lower  segment  they  are  contracted  and  empty. 
This  might  be  explained  by  the  fact  that  the  fetal  heart  succeeds 
in  pumping  the  blood  past  the  obstruction,  but  that  the  weaker 
return  current  is  interfered  with  until  the  fetus  has,  so  to  speak, 
emptied  its  blood  into  the  placenta.  The  length  of  the  cord  in 
these  cases  shows  nothing  special,  varying  from  35  cm.  in  the 
case  of  Woets  to  90  cm.  in  mv  own  case,  and  reaching  no  cm. 
in  Passot's  case,  in  which  there  were  two  knots. 

The  liquor  amnii,  as  would  be  expected,  from  the  asphyxiation 
of  the  fetus,  was  found  dark,  due  to  discharge  of  meconium,  and 
where  maceration  was  advanced,  foul  in  its  odor. 

The  characteristics  of  these  fatal  knots  w^ould  a'^near  to  consist 
in  their  extreme  tightness  with  consequent  deep  indentation  of 
Wharton's  jelly;  the  congestion  of  the  vessels  extending  from 
the  placenta  to  the  knot ;  and,  as  tested  in  a  few  instances,  the  im- 
permeability of  the  vessels  to. attempts  at  injection. 

Fortunately  the  occurrence  of  this  accident  is  extremely  uncom- 
mon, for  we  are  unable  to  foresee  it,  powerless  to  adopt  prophylac- 
tic measures,  and  without  means  of  treating  it,  if  the  strangulation 
takes  place  before  the  complete  expulsion  of  the  child. 
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SOME     CLINICAL     CONSIDERATIONS     OF     PELVIC 
TUBERCULOSIS.* 


JAS.  R.  GOODALL.  B.A.,  M.D., 

Demonstrator  in  Gynecology  at  McGill  University;  Associate  in  Gynecology  and  Gyne- 
cological Pathologist  at  the  Royal  Victoria  Hospital,  Montreal. 


Under  the  term  Pelvic  Tuberculosis  I  include  tuberculosis,  not 
only  of  the  genitalia  of  the  female,  but  also  of  the  pelvic  perito- 
neum. These  two  structures,  so  closely  related,  are  so  frequently 
simultaneously  affected  that  it  is  impossible  to  discuss  tuberculous 
salpingitis  without  also  treating  of  tuberculous  peritonitis. 

Usually  the  subject  is  divided  into  primary  and  secondary  tuber- 
culosis, but  the  division  is  one  in  which  the  pathologist  alone  finds 
interest.  The  diagnosis  of  primary  pelvic  tuberculosis  can  be 
verified  only  by  a  complete  and  careful  autopsy  to  find  that  no 

*Read  before  the  Montreal  Medico-Qiirurgical  Society,  November  18, 
1906. 
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other  lesion  exists  to  which  the  pelvic  disease  may  be  secondary. 
Theoretically  this  is  a  division  which  answers  all  the  require- 
ments of  science,  but  in  what  does  it  appeal  to  the  clinician  ? 

When  presented  with  a  case  of  pelvic  disease  in  which  we  sus- 
pect tuberculosis,  it  is  or  should  be  our  first  duty  to  ascertain 
whether  other  foci  can  be  detected.  If  a  focus  of  active  disease  is 
found  in  the  lungs  or  elsewhere,  much  weight  is  added  to  our 
provisional  diagnosis,  and  this  clinical  finding  of  the  primary 
focus  may  also  greatly  modify  our  line  of  treatment.  Needless 
to  say,  an  advanced  pulmonary  lesion  would  in  all  likelihood  de- 
ter a  man  from  performing  total  ablation  of  the  sexual  organs. 

In  view  of  these  facts,  and  in  view  of  the  fact  that  primary 
tuberculosis  of  the  generative  organs  is  a  mere  curiosity,  owing 
to  its  rarity,  let  me  make  a  clinical  division— arbitrary  if  you 
will— but  none  the  less  practical.  Clinically,  let  us  divide  pelvic 
tuberculosis  into  primary  and  secondary.  By  primary  I  mean 
tuberculosis  of  the  pelvis  without  other  lesion  demonstrable  by 
physical  examination,  and  by  secondary  pelvic  disease  I  mean 
tuberculosis  of  the  genitals  with  a  primary  focus  detectable  else- 
where in  the  body. 

Incidence  of  the  Disease.— FeWiz  tuberculosis  in  over  99  per 
cent,  of  the  cases  is  secondary  to  foci  in  other  parts  of  the  body ; 
but  in  a  large  percentage  of  cases,  variously  estimated  from  30 
to  50  per  cent.,  the  primary  focus  cannot  be  detected  bv  a  careful 
physical  examination.  Though  active  it  may  be  small,  deep 
seated,  often  glandular,  but  very  frequently  intestinal. 

It  is  not  a  little  startling  to  learn  that  from  9  to  18  per  cent, 
of  cases  operated  on  for  inflammatory  disease  of  the  appendages 
turn  out  to  be  tuberculous  in  nature,  and  Williams  of  Baltimore 
states  that  if  all  cases  were  examined  microscopicallv  manv  un- 
suspected cases  would  be  added  to  raise  the  percentage  still  higher. 
In  the  Royal  Victoria  Hospital  and  in  Dr.  Gardner's  private  hos- 
pital the  last  310  laparotomies  showed  37  cases  of  pelvic  tuber- 
culosis, a  percentage  of  12;  and  if  from  among  these  310  we  take 
only  the  inflammatory  cases,  the  percentage  reaches  16  and  a  frac- 
tion. To  put  the  matter  more  concisely  one  in  every  six  cases  of 
inflammatory  disease  was  tuberculous.  In  all  of  these  cases 
microscopical  examination  was  made  to  verify  the  diagnosis. 

The  dift'erent  parts  are  aflfected  as  follows:  (These  figures 
are  after  Williams,  and  are  drawn  from  the  Johns  Hopkins  sta- 
tistics.)     The  tubes   are   the  primary  genital   seat  in   about  90 
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per  cent,  of  the  cases.  The  ovaries  are  rarely  primarily  involved, 
but  are  usually  affected  from  contiguity  with  the  tubes.  But  one 
case  is  on  record  of  involvement  of  the  ovary  without  salpingitis. 
The  uterus  is  affected  in  its  mucosa  in  about  5  per  cent,  of  cases, 
and  the  cervix,  vagina,  and  vulva  constitute  the  remaining  5  per 
cent.  In  this  hospital  series  of  '}y']  cases,  the  appendages  were 
involved  in  all  but  two.  In  none  were  the  cervix,  vagina  and 
vulva  affected. 

Modes  of  Infection  or  Paths  of  Infection. — There  are  three 
paths  by  which  infection  may  reach  the  genitals,  and  of  late  much 
that  is  new  and  interesting  has  been  added  to  the  literature.  The 
three  routes  of  infection  are  designated :  ( i )  The  ascending  in- 
fection;  (2)  hematogenous,  or  infection  from  the  blood  stream, 
and  (3)  descending  infection. 

The  relative  frequency  of  these  has  not  as  yet  been  reduced  to 
anything  like  scientific  accuracy,  and  figures  would  be  merely 
tentative. 

In  the  ascending  infection  the  organism  reaches  the  genitals 
through  the  vagina,  either  by  instrumentation,  uncleanliness,  or 
most  frequently  through  coitus  with  a  subject  suffering  from 
tuberculosis  of  the  genitals  or  other  part  of  the  body.  Generally 
speaking,  this  mode  of  infection  is  greatly  overestimated.  Wil- 
liams, Merkel,  and  Veit,  after  giving  this  matter  careful  study, 
came  to  the  conclusion  that  ascending  infection  is  not  only  possible, 
but  probable,  but  that  as  yet  no  conclusive  case  has  been  reported. 
On  the  other  hand,  Bouilley,  Cuveillhier,  and  others  claim  for  it  a 
high  percentage.  Much  work  along  experimental  lines  has  been 
done  with  equally  conflicting  results,  so  that  the  question  still 
remains  a  battleground  between  two  factions. 

A  few  words  upon  some  of  the  work  of  research  will  show  how 
difficult  the  question  is  to  solve. 

Gartner  was  able  to  demonstrate  bacilli  in  the  seminal  fluid  of 
16  per  cent,  of  men  suffering  from  tuberculosis,  though  not  neces- 
sarily genital  disease.  He  inoculated  18  male  rabbits  in  the 
genitals  and  in  8  cases  out  of  59  females  impregnated  by  these 
male  rabbits  he  was  able  to  demonstrate  tuberculosis  of  the  uterus. 
He  got  similar,  only  more  conclusive  proofs,  from  guinea-pigs  sim- 
ilarly treated.  Williams,  on  the  other  hand,  had  not  one  positive 
result  from  the  inoculation  of  pure  cultures  into  the  vagina. 
Moreover,  no  trace  of  bacilli  could  be  found  in  smears,  nor  was 
the  vaginal   secretion   infectious  to  guinea-pigs   four  days  after 
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inoculation,  showing  that  the  secretions  must  have  a  marked 
bactericidal  power.  Williams'  opinion  is  worth  quoting :  "By 
these  negative  results  in  our  experiments  we  do  not  mean  to  say 
that  this  type  of  infection  cannot  occur ;  on  the  contrary,  we 
are  inclined  to  believe  that  it  does  occur  in  some  instances,  but 
we  do  not  believe  that  it  has  been  proved  by  scientific  methods." 

Merckel,  after  conscientious  study  and  work,  sums  up  his  mono- 
graph thus :  "It  is  in  the  highest  degree  probable  that  in  spite 
of  the  positive  experimental  results  of  Gorowitz,  Gartner, 
Baumgarten,  and  Cornil,  most  cases  of  genital  tuberculosis 
reported  as  developed  through  coitus,  cannot  stand  the  test  of 
scientific  criticism,  and  this  conclusion  is  forced  upon  me  that 
pelvic  tuberculosis  developed  in  this  way  scarcely  exists." 

Hematogenous  infection  we  must  expect  is  a  well  recognized 
mode.  In  many  cases  of  tuberculous  endometritis  in  young  girls 
without  involvement  of  the  appendages,  the  path  of  infection  is 
through  the  blood,  and  we  must  also  conclude  that  blood  infec- 
tion must  play  a  part  in  causing  some  of  the  cases  of  unilateral 
disease  of  the  tubes. 

The  descending  mode  of  infection  implies  that  the  bacilli  first 
gain  access  to  the  peritoneal  cavity  and  there  may  or  may  not  set 
up  peritonitis,  and  from  the  coelomic  cavity  it  is  swept  into  the 
tubes  there  to  set  up  salpingitis.  This  is  by  far  the  most  com- 
mon type  of  infection. 

Tuberculosis  of  the  vulva,  vagina,  and  cervix  are  rarely  found 
and  to  keep  within  the  time  limit  I  will  omit  them  altogether 
and  pass  on  to  a  consideration  of  tuberculosis  of  the  endometrium. 

Tuberculosis  of  the  endometrium  occurs  in  about  12  per  cent, 
of  cases  of  genital  tuberculosis.  In  our  series  of  37  cases  it  oc- 
curred five  times.  In  most  of  the  cases  the  disease  is  secondary 
to  tuberculosis  of  the  tubes,  and  if  early  one  finds  the  tubercles 
only  at  the  cornua,  but  if  of  long  standing  it  may  have  spread  to 
involve  the  whole  uterus.  In  three  of  our  five  cases  the  disease 
was  limited  to  the  comua,  and  the  tubes  in  all  cases  were  filled 
with  caseous  pus  and  old  fibroid  tubercles.  So  that  here  it  was 
not  difficult  to  ascertain  that  the  infection  was  a  descending  one 
from  the  peritoneum,  and  that  the  uterine  endometrial  disease  was 
but  an  extension  of  the  primary  tubal  lesion.  In  the  other  two 
remaining  cases  there  was  no  evidence  on  examination,  even  under 
narcosis,  to  show  any  lesion  of  the  appendages.  The  uterus  was 
curetted,  believing  that  it  was  the  seat  of  an  innocent  chronic  in- 
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flammatory  trouble.  The  microscopic  examination  proved  it  to  be 
tuberculous. 

Now  in  both  these  cases  the  patients  were  single  and  the  hymen 
intact,  so  that  infection  from  without  per  vaginam  cannot  be  held 
as  probable,  and,  owing  to  the  fact  that  no  appendage  disease 
could  be  demonstrated  clinically,  we  must  consider  that  the  dis- 
ease was  a  descending  one  without  leaving  palpable  traces  in  the 
tubes  or  that,  what  is  more  probable,  it  was  an  hematogenous  in- 
fection. 

In  one  of  these  cases  the  endometrium  was  converted  into  a 
caseous  mass.  Neither  of  these  cases  presented  lesions  in  any 
other  part  of  the  body,  so  that  we  may  speak  of  them  as  clinically 
primary  tuberculous  endometritis.  Miliary  tuberculosis  of  the 
endometruim  usually  occurs  as  an  end  infection  in  cases  where  all 
the  organs  are  bathed  in  bacilli.  These  types  present  nothing  of 
clinical  interest. 

Symptoms. — From  what  has  already  been  said  it  can  be  gath- 
ered that  there  are  no  symptoms  characteristic  of  tuberculous 
endometritis.  The  symptoms  are  those  of  any  chronic  inflam- 
matory trouble  of  the  endometrium.  Much  stress  has  been  laid 
upon  amenorrhea  as  a  strongly  suggestive  symptom,  but  Goro- 
witz,  Baumgarten,  and  others,  prove  conclusively  that  it  cannot  be 
relied  upon,  and  Williams  states  that  amenorrhea,  when  present, 
is  due,  not  to  the  tuberculosis  of  the  endometrium,  but  to  the 
constitutional  weakness,  and  malnutrition,  consequent  upon  the 
primary  focus,  be  it  either  in  the  lungs  or  elsewhere.  Moreover, 
at  the  tuberculosis  conference  at  Rome  three  years  ago,  it  was 
pointed  out  that  in  all  chlorotic  states  amenorrhea  may  at  times  be 
present,  even  though  a  grave  endometritis,  non-tuberculous,  may 
be  found. 

The  only  means  of  diagnosis  then  rests  with  a  bacteriological 
examination,  or,  better  still,  a  microscopical  examination  of  the 
scrapings. 

Treatment. — Cases  where  tuberculosis  affects  the  endometrium 
only,  and  where  the  diagnosis  has  been  confirmed  by  the  aid  of 
the  microscope,  occupy  a  debatable  ground  between  two  opposing 
factions.  There  are  those  who  contend  that  after  the  first  curet- 
ting from  which  the  diagnosis  was  made  certain,  no  further 
operative  interference  should  be  undertaken,  whilst  others  insist 
that  the  only  hope  for  the  patient  lies  in  total  extirpation.  The 
first  claim  that  climatic  and  general  sustaining  treatment  will  work 
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a  cure  here,  as  in  cases  of  tuberculosis  of  the  lungs,  and  they  add 
the  rider— provided  the  soil  is  not  too  fertile  for  the  bacillus. 
Moreover,  they  state  that  they  cannot  promise  a  cure  in  every 
case  so  treated,  any  more  than  a  physician  can  promise  a  cure 
in  a  case  of  phthisis.  Further  they  argue,  and  quite  correctly, 
that,  as  uterine  tuberculosis  is  practically  always  secondary,  of 
what  use  to  remove  a  metastasis  if  we  leave  the  parent  infection  ? 
Two  cases  are  on  record  of  cure  by  curettage,  and  two  of  recur- 
rence after  the  proceeding.  When  of  course  the  endometrium 
is  the  seat  of  an  advanced  caseous  tuberculosis  there  is  unanimity 
of  opinion  that  removal  of  the  organ  is  called  for.  Our  two  cases 
are  as  yet  too  recently  under  observation  to  draw  conclusions. 
Williams  sums  up  the  situation  very  concisely : 

"If  we  have  to  deal  with  a  tuberculous  endometritis  we  should 
first  satisfy  ourselves  that  the  tubes  are  intact.  Any  apparent 
inflammatory  disease  of  the  tubes,  along  with  tuberculosis  of  the 
uterus,  would  indicate  that  they  are  likewise  involved.  If  the 
process  be  limited  to  the  uterus  we  should  curette  at  once,  then 
introduce  iodoform  suppositories  as  recommended  by  Hagar  and 
Derville,  and  if  after  this  there  is  the  slightest  recurrence  of  the 
affection  there  should  be  no  question  as  to  the  propriety  of  vaginal 
extirpation  of  the  uterus.  In  all  such  cases  it  is  best  to  remove 
the  appendages  with  the  uterus,  as  it  is  impossible  to  tell  whether 
they  are  perfectly  healthy  or  not,  especially  in  the  light  of  the 
great  frequency  of  "unsuspected  tuberculosis"  of  the  tubes. 

Tuberculosis  of  the  appendages  constitutes  about  90  per  cent, 
of  cases.     By  far  the  largest  percentage  of  these  cases  are  due  to 
hifection  from  the  peritoneal  cavity.     From  this  it  must  not  be 
inferred  that  a  peritonitis  is  a  necessary  antecedent  of  tuberculous 
salpingitis.    On  the  contrary,  salpingitis  probably  more  frequently 
antedates  a  peritonitis.    The  organism  having  reached  the  perito- 
neal cavity  from  the  primary  focus  may  or  may  not  set  up  peritoni- 
tis.    In  any  case,  by  gravity  and  currents  it  is  wafted  into  the 
tube  and  carried  along  its  lumen.     The  ovary  is  seldom  affected 
and  practically  always  involved  secondarily  from  the  tube.    If  the 
peritoneum  escape  infection  and  it  harbor  the  bacillus  without 
showing  any  marked  lesion,  the  salpingitis  may  reinfect  the  perito- 
neum and  set  up  peritonitis.     In  two  of  our  cases  a  laparotomy 
was  performed  for  generalized  peritonitis,  and  the  appendages 
at  the  time  showed  no  lesions,  but  tv/o  and  three  months  later  these 
same  cases  were  operated  upon  for  tuberculous  pyosalpinx. 


8o6  GOODALL  :       PELVIC    TUBERCULOSIS. 

Here  then  are  two  cases  of  peritonitis  antedating  salpingitis, 
and  Tervillon  reports  a  case  operated  upon  for  peritonitis.  The 
left  tube  was  found  to  be  the  seat  of  tuberculosis,  and  for  a  small 
space  about  the  fimbriated  end  the  peritoneum  was  studded  with 
tubercles.  He  removed  the  tube  and  closed  the  abdomen.  A 
few  months  later  he  reopened  the  abdomen  and  found  a  similar 
condition  on  the  opposite  side.  Therefore,  tuberculous  salpingitis 
may  be  the  cause  of  peritonitis  and  zdce  versa. 

The  fimbriated  end  or  ampulla  is  the  part  most  frequently  in- 
volved, and  the  tubercles  grow  progressively  fewer  as  we  approach 
the  uterine  end ;  and  if  the  uterine  mucosa  is  involved  the  disease 
is  at  first  limited  to  the  cornua.  So  we  see  that  the  paths  of 
infection  and  the  course  of  infection  in  tuberculosis  and  in  gonor- 
rhea are  directly  opposite,  but  the  end  results  are  strikingly 
similar. 

A  very  interesting  question,  and  one  upon  which  very  little 
scientific  work  has  been  done,  is  whether  previous  inflammatory 
disease  of  the  lining  mucosa  of  the  genitals  predisposes  to  tuber- 
culosis. Many  authors  contend  that  the  bacillus  may  lodge  in  the 
peritoneal  cavity  without  setting  up  peritonitis,  but  tuberculous 
salpingitis  is  at  once  set  up  as  soon  as  the  bacillus  reaches  the  tube, 
owing  to  the  ground  being  prepared  by  a  catarrhal  or  more  grave 
inflammatory  change.  True  it  is  that  from  a  review  of  the  recent 
works  gonorrhea  in  the  male  predisposes  to  tuberculosis  of  the 
genitals.  In  our  series  gonorrhea  was  present  six  times  in  the 
thirty-seven  cases. 

As  to  the  incidence  or  association  of  peritonitis  and  tuberculosis 
of  the  appendages,  Bouilley  claims  that  peritonitis  is  always  due 
to  and  secondary  to  appendage  disease.  He  concludes  his  article 
by  stating :  "Let  not  an  operator  think  that  he  has  done  his  duty 
by  his  patient  when  he  has  opened  and  flushed  out  the  peritoneal 
cavity  in  a  case  of  peritoneal  tuberculosis.  His  duty  should  lead 
him  to  a  careful  examination  of  the  genitals  where  in  every  case 
he  will  find  the  cause  which  he  can  usually  remove.  By  so  doing 
he  will  save  the  patient  a  second  operation,  for  either  recurrence 
of  the  peritonitis  or  for  pyosalpinx,  and  may  save  her  from  a 
generalized  tuberculosis."  Osier  in  his  monograph  states  that 
only  40  to  50  per  cent,  of  cases  of  peritoneal  tuberculosis  reveal 
adnexal  disease. 

Symptoms. — The  symptoms  of  acute  and  chronic  tubal  disease 
are  those  of  acute  or  chronic  pelvic  peritonitis.     I  state  this  em- 
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phatically,  for  the  most  advanced  stage  of  tubal  disease,  amounting 
to  tremendous  distension  of  the  tube  with  pus,  may  be  present 
without  any  symptoms  except  those  of  enlargement  of  the  abdo- 
men. 

Naturally  a  patient's  susceptibility  to  or  tolerance  of  pain  must 
play  a  great  part.  One  case  of  enlarged  tubes,  bilateral,  in  size 
that  of  a  fetal  head,  is  reported  by  Boulland,  and  one  occurred  two 
years  ago  in  Dr.  Gardner's  clinic.  In  neither  of  these  cases  was 
there  any  pain,  and  in  none  was  the  peritoneum  affected. 

The  disease  manifests  itself  mostly  in  young  girls  between 
the  ages  of  15  and  25  years.  At  the  initial  onset  the  distress  gen- 
erally develops  a  severe  lancinating  pain  localized  to  one  or  other 
lower  quadrant,  and  usually  sets  in  during  the  first  few  days 
before  the  onset  of  menstruation,  that  is,  during  the  period  of  pre- 
menstrual congestion.  There  is  no  history,  usually,  of  leucor- 
rhea,  nor  of  urinary  symptoms  antedating  the  acute  onset,  thereby 
differing  from  gonorrhea.  The  temperature  usually  ranges  from 
101°  to  103°,  with  evening  exacerbations.  There  are  on  physical 
exammation  rigidity  and  tenderness  of  the  lower  abdomen,  and 
these  symptoms  are  more  frequently  most  marked  on  the  left  side. 
Not  mfrequently  nausea  and  vomiting  complete  the  picture  of 
acute  peritonitis.  With  the  onset  of  menstruation,  which  may  be 
retarded,  the  local  condition  usually  undergoes  a  marked  ameliora- 
tion, and  the  patient  from  that  time  on  may  suffer  only  slight  dis- 
comfort in  the  pelvis,  probably  due  to  adhesions.  These  symp- 
toms, in  fact  the  whole  picture,  may  be  reproduced  at  the  next 
menstruation.  It  will  depend  upon  the  resistance  of  the  patient 
whether  or  not  this  infection  becomes  generalized  in  the  peritoneal 
cavity ;  if  so,  fluid  may  slowly  accumulate  and  adds  another  sign 
which  generally  greatly  assists  in  placing  the  diagnosis  beyond  a 
doubt. 

Such  is  the  clinical  picture  of  an  acute  case  in  a  young  girl. 
These  attacks  may  be  slight  and  frequently  repeated,  showing  at 
each  menstrual  period,  or  at  some  periods  where  resistance  is 
lowered,  a  rapid  advance  and  a  slow  defervescence. 

In  this  alternate  smoldering  and  relighting  of  the  disease  the 
cases  of  tuberculosis  and  gonorrhea  run  a  close  parallel,  and  it  is 
only  by  the  absence  of  urinary  symptoms,  by  the  absence  of 
skenitis,  bartholenitis,  endocervicitis,  and  absence  of  signs  of 
coitus,  that  Neisser's  infection  can  be  excluded.  If  a  primary 
tuberculous   focus  is  found  elsewhere  much  strength  is  added. 
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Given  a  case  of  Neisser  infection  of  the  appendages  complicated 
by  tuberculosis,  a  diagnosis  of  tuberculosis  is  almost  an  impos- 
sibility, owing  to  the  similarity  of  the  clinical  picture. 

After  each  attack  the  pelvis  becomes  more  and  more  involved 
and  all  the  organs  may  become  matted  together,  giving  rise  to  a 
"choked"  pelvis.  During  this  stage  the  only  symptom  may  be 
constant  dull  pain  and  severe  premenstrual  dysmenorrhea.  This 
condition  may  remain  quiescent  until  some  injury  or  traumatism 
is  added  to  lower  resistance  and  to  relight  the  infection.  This 
introduces  a  new  factor.  If  marriage  now  supervene  before  cure 
results  it  is  not  an  uncommon  occurrence  to  find  the  embers 
burst  into  flame  relighted  and  fanned  by  the  traumatism  of  sexual 
relations.  In  our  thirty-seven  cases  no  less  than  eight  gave  such 
a  history.  Here  again  the  diagnosis  is  difficult,  and  not  in- 
frequently the  condition  is  diagnosed  as  gonorrheal,  owing  to  the 
time  of  incidence.  Moreover,  it  may  lead  to  grave  family  compli- 
cations. 

Another  potent  factor  lies  in  the  traumatism  and  lowering  of 
resistance  incident  to  parturition.  Not  infrequently  immediately 
after  labor  the  patient  is  seized  with  all  the  symptoms  of  acute 
pelvic  peritonitis,  or  there  may  be  a  low  grade  fever  for  a  few 
days,  followed  by  peritonitis.  This  condition  is  seldom  diagnosed 
as  tuberculous  until  operation  is  performed  for  the  relief  of  the 
patient.  In  our  series  we  can  recall  five  such  cases,  the  histories 
of  which  possess  much  that  is  interesting,  but  would  unduly  pro- 
long the  paper.  One  of  our  cases  developed  an  ectopic  gestation 
upon  a  tuberculous  salpingitis ;  the  former  owing  to  its  con- 
gestion caused  an  acute  exacerbation  of  the  latter. 

Treatment. — The  treatment  resolves  itself  into  that  of  the  acute 
and  chronic.  In  the  acute  stage  rest  in  bed  with  light  nutritious 
diet,  and  locally  heat  or  cold.  Let  me  add  here  that  if  the  appli- 
cation of  cold  does  not  produce  a  favorable  change  in  36  to  48 
hours,  do  not  hesitate  to  change  to  hot  applications.  The  change 
of  these  is  frequently  followed  by  most  gratifying  results.  Avoid 
purgatives,  and,  if  necessary — and  it  generally  is  necessary — use 
anodynes.  Above  all,  avoid  meddlesome  and  frequent  vaginal 
examinations,  and  avoid  any  local  tamponing.  If  fluid  accumu- 
late then  comes  in  the  question  of  laparotomy,  and  as  soon  as 
possible  send  the  patient  away  or  recommend  outdoor  life  and 
treat  on  general  lines  for  tuberculosis. 

In  the  chronic  stage,  with  infiltration  of  the  pelvic  structures, 
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much  may  be  done  by  diet  and  general  sustaining  treatment,  sup- 
plemented by  counter-irritation,  tampons,  and  douches.  If  pus 
form  this  must  demand  the  intervention  of  surgery.  Gorowitz 
and  Williams  sum  up  the  surgical  treatment  in  a  few  lines  : 

"The  question  of  removal  of  the  ovaries  and  tubes  when  the 
seat  of  tuberculosis  becomes  very  complicated  in  many  instances. 
When  the  process  is  secondary  to  phthisis  or  tubercular  peritonitis 
the  question  as  to  the  propriety  of  operating  becomes  a  grave  one, 
and  can  only  be  decided  by  the  operator  after  a  careful  survey  of 
the  general  condition  of  the  patient." 

Generally  speaking,  in  advanced  phthisis  there  should  be  no 
thought  of  operating,  but  in  the  early  stages  of  the  disease  the 
general  condition  of  the  patient  should  be  our  guide;  certainly 
as  long  as  the  condition  of  the  lungs  holds  out  any  hope  of  re- 
covery, the  operation  should  be  undertaken  with  a  view  of  pre- 
venting the  complications  which  might  arise  from  the  disease  of 
the  genitals.    According  to  Gorowitz  : 

"In  cases  associated  with  peritonitis  we  should  not  hesitate  to 
open  the  abdomen  and  perform  ablation  of  the  appendages,  by 
so  doing  we  will  also  cure  the  peritonitis,  bearing  in  mind  the 
curative  influence  of  laparotomy  upon  tubercular  peritonitis." 

"If  the  pus  tube  have  fallen  into  Douglas'  pouch  the  question  of 
vaginal  section  may  come  up,  but  this  must  be  a  point  for  each 
individual  surgeon  to  decide  for  himself." 

In  looking  up  the  records  of  patients  who  have  beer-  operated 
upon  during  the  last  three  years  I  have  heard  directly  or  indi- 
rectly from  eight,  six  of  whom  have  greatly  improved  since  the 
operation ;  one  has  a  persistent  fecal  fistula,  and  another  is  slowly 
wasting  away  under  a  progressive  pulmonary  tuberculosis  which 
was  active  at  the  time  of  operation. 
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The  object  of  this  paper  is  to  bring  before  your  notice  one  of 
the  latest  attempts  to  solve  a  problem  of  growing  importance, 

*Read   before   the   Washington   Obstetrical   and   Gynecological    Society, 
January  4,  1907. 
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namely,  that  of  rendering  casein  in  the  food  of  infants  more 
digestible.  The  new  method  consists  of  the  administration  of 
sodium  citrate,  usually  in  the  milk.  This  was  recommended  by 
Dr.  A.  E.  Wright,  in  1893,  but  no  one  took  advantage  of  his 
suggestions  until  Dr.  F.  J.  Poynton  applied  the  principles  laid 
down  and  published  the  results  of  his  experience,  August  13,  1904. 

His  paper  is  very  comprehensive  and  sets  forth  very  clearly 
the  uses  and  limitations  of  the  method.  Very  little  has  been  added 
to  our  knowledge  of  this  subject  since  his  paper  appeared.  Before 
taking  up  the  action  of  sodium  citrate  on  casein  it  will  be  well  to 
consider  briefly  the  properties  of  the  drug. 

Sodium  citrate  is  a  white  granular  powder,  odorless,  with  a 
cool  saline  taste,  slowly  efflorescent,  soluble  in  i.i  parts  water 
and  0.4  parts  boiling  water,  only  slightly  soluble  in  alcohol.  The 
solution  formed  is  colorless.  In  it  moulds  grow  readily.  To 
prevent  their  growth  the  addition  of  one  drop  of  chloroform  to 
each  twelve  ounces  is  sufficient.  Sodium  citrate  is  used  in  medi- 
cine as  a  purgative  in  the  dose  of  i.oo  gramme. 

It  is  interesting  to  review  the  work  of  Dr.  A.  E.  Wright  that 
led  up  to  the  introduction  of  citrate  of  soda  in  modifying  cow's 
milk  for  infant  food.  He  learned  from  Arthus  and  Pages  that 
oxalates  and  fluorides  added  to  milk  would  prevent  curdling  with 
rennet.  These  bodies  prevent  curdling  by  precipitating  the  cal- 
cium salts  in  the  milk  upon  which  the  curdling  depends. 

In  1893  Wright  published  an  article  in  which  he  stated  milk 
is  curdled  by  two  agents :  ( i )  acids,  which  in  small  amounts  cause 
only  moderately  firm  clots,  and  (2)  rennet,  which  cause  very  firm 
dense  curds.  The  former  are  easily  digested,  while  the  latter  are 
very  difficult  of  digestion,  and  it  is  this  that  causes  most  of  the 
infantile  dyspepsia.  It  is  the  calcium  in  the  milk  that  combines 
with  the  caseinogen  to  form  the  hard  calcium-casein.  Mother's 
milk  contains  .03  per  cent,  of  lime  and  cow's  milk  .17  per  cent, 
lime,  according  to  Bunge.  It  is  this  excess  of  lime  in  the  cow's 
milk  that  produces  the  harder  curd  than  breast  milk.  Wright 
recommends  the  addition  of  sodium  citrate  to  milk  as  an  agent 
that  will  prevent  the  hard  casein  curds  and  one  at  the  same  time 
not  injurious  to  the  organism.  In  weak  solution  one  grain  to 
the  ounce  of  milk,  he  found  the  casein  was  curdled  in  much  less 
dense  masses  and  recommended  this  combination  in  infant  and 
invalid  feeding.  If  acid  curds  are  present  in  the  stools,  lime  water 
or  bicarbonate  of  soda  mav  be  added.     This  valuable  article  re- 
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ceived  no  attention  until  1904,  when  Dr.  F.  J.  Poynton  applied 
these  facts  to  the  feeding  of  infants.  His  experiments  show  that 
caseinogen  phis  hydrochloric  acid  plus  calcium  salts  forms  thick 
calcium-casein.  Sodium  citrate  plus  caseinogen  plus  hydrochloric 
acid  plus  calcium  salts  gives  less  dense  clots  of  sodium-casein.  The 
calcium  salts  combine  with  the  citric  acid  to  form  calcium  citrate 
and  is  taken  up  by  the  stomach.  The  sodium-casein  is  finer  and 
more  easily  digestible  than  the  products  after  the  addition  of  lime 
water  or  bicarbonate  of  soda.  Dr.  H.  L.  K.  Shaw,  in  March, 
1906,  after  careful  experiments  and  analyses,  failed  to  find  cal- 
cium citrate  in  the  milk  after  the  addition  of  citrate  of  soda  and 
concluded  there  must  be  some  other  reaction  present.  During  the 
past  year  Prof.  J.  H.  Sahsbury  (in  Dr.  Cotton's  article  in  the 
Journal  of  the  American  Medical  Association)  upholds  Wright's 
theory  of  the  action  of  sodium  citrate  on  the  curd,  the  soda  re- 
placing calcium,  but  goes  further  and  states  the  insoluble  calcium 
citrate  is  redissolved  by  the  excess  of  the  sodium  citrate,  to  be 
broken  up  in  the  stomach  by  the  action  of  the  hydrochloric  acid 
with  the  formation  of  sodium  chloride  and  citric  acid.  Dr.  Jos. 
W.  England  concludes,  after  elaborate  experiments,  that  sodium 
citrate  has  no  decomposing  action  upon  calcium  casein  in  the  cold, 
but  "that  it  does  exert  no  important  physical  influence  on  the 
casein  of  milk."  It  is,  however,  decomposed  by  the  hydrochloric 
acid,  and  the  sodium  chloride  thus  formed  does  have  very  decided 
physical,  chemical,  and  clinical  effect  on  the  casein  digestion,  more 
than  we  believe  at  present.  No  matter  which  view  of  the  fate  of 
the  calcium  curd  is  correct,  it  does  not  alter  the  fact  that  the  addi- 
tion of  citrate  of  soda  to  milk  does  retard  curdling,  and,  in  amounts 
of  two  per  cent,  or  more,  prevents  coagulation.  Potassium  citrate 
has  the  same  action  on  casein,  but  sodium  is  less  depressing  and 
of  more  use  in  the  body  economy. 

Poynton  has  urged  the  following  uses  for  its  employment : 

(i)     Weaning  healthy  children. 

(2)  To  increase  the  amount  of  milk  taken. 

(3)  Correction  of  milk  dyspepsia. 

(4)  Avoidance  of  scurvy. 

( I )  Weaning  of  Healthy  Infants. — When  it  becomes  necessary 
to  wean  the  healthy  infant  it  is  important  to  keep  the  proteid 
constituent  to  as  high  percentage  as  possible  compatible  with  com- 
plete digestion ;  this  is  most  easily  done  by  adding  sodium  citrate 
to  cow's  milk  that  has  been  brought  to  the  proper  composition 
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in  regard  to  the  fat,  proteids,  and  sugar.  The  alkahnity  is  of 
much  less  importance  with  its  use  than  when  alkaHes  are  used, 
which  neutraHze,  more  or  less,  the  hydrochloric  acid  in  the  stom- 
ach, thus  diminishing  the  coagulating  property  of  the  gastric  juice 
as  well  as  inhibiting  the  action  of  pepsin.  The  sodium  citrate 
seems  to  enhance  the  action  of  pepsin  by  breaking  up  into  sodium 
chloride  and  citric  acid. 

(2)  Increase  of  Aiuoiint  of  Milk  Taken. — It  has  been  abun- 
dantly proved  that  not  only  can  richer  proteid  milk  be  digested 
with  its  aid,  but  a  larger  quantity  can  be  taken  and  assimilated. 
On  this  point  all  the  authors  agree. 

(3)  Correction  of  Milk  Dyspepsia. — The  digestion  of  the  al- 
buminoid content  of  milk  is  a  subject  of  great  interest  to  those 
who  have  under  their  care  infants,  young  children  and  invalids. 
Deviation  from  the  normal  digestion  of  casein  is  one  of  the  most 
common  digestive  disturbances,  if  not  the  most  common,  in  in- 
fancy, and  gives  rise  to  symptoms  that  show  definitely  the  per- 
centage of  the  casein  is  too  high,  or  an  alteration  in  the  coagulation 
has  taken  place  with  the  formation  of  dense  curds,  which  prevents 
the  gastric  juice  from  preparing  it  for  the  intestine.  This  form 
of  dyspepsia  is  present  in  both  breast  fed  infants  and  those  fed 
on  cow's  milk.  It  is  in  the  cases  that  do  not  digest  the  latter  that 
sodium  citrate  is  of  especial  value.  When  proteids  are  in  excess, 
or  are  not  digested,  curds  appear  in  the  stools ;  colic  is  very  often 
present,  constipation  and  vomiting  or  regurgitating  small  quanti- 
ties of  food  at  intervals  are  the  usual  manifestations. 

Variot  recommends  giving  to  nursing  infants  with  proteid  dys- 
pepsia from  two  to  four  grains  of  sodium  citrate  in  one  to  two 
dessertspoonsful  of  water  before  each  nursing.  His  is  the  only 
reference  of  its  application  to  breast-fed  infants  I  have  found. 

Sodium  citrate  given  in  full  doses,  say  fifteen  grains,  to  the 
mother  may  be  eliminated  in  the  milk  and  have  the  effect  of 
preventing  compact  curds  in  the  infant's  stomach.  This  is  but 
a  theory,  but  since  the  elimination  of  various  drugs  in  the  milk, 
such  as  belladonna,  affect  the  child  in  the  manner  peculiar  to  the 
drug,  it  is  but  natural  to  expect  that  sodium  citrate  will  act  simi- 
larly, and  by  having  a  local  action  on  the  casein  content  while 
in  the  mammary  gland.  A  small  portion  will  probably  be  held 
in  solution  in  the  liquid  portion  of  the  milk. 

The  effect  on  the  stools  is  most  marked.  In  place  of  the  hard 
curds  before  its  use.  Prof.  J.  H.  Salisbury  found  soft,  uniform 
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movements,  consisting  of  very  fine  debris,  small  particles  of  soaps, 
but  no  fat  or  proteicl,  which  indicates  complete  digestion  of  the 
milk. 

(4)  Avoidance  of  Scurvy. — Fresh  cow's  milk  is  the  best  pre- 
ventive and  cure  of  scurvy.  Sodium  citrate  does  not  remove  any 
of  the  natural  constituents  of  milk,  nor  does  it  render  any  one  of 
them  unfit  for  use.  Many  infants  have  been  treated  by  this  meth- 
od during  the  past  two  years  and  so  far  no  case  of  scurvy  has 
developed  among  them. 

Poynton  gives  the  following  reasons  for  its  use : 

"(i)     It  renders  the  curd  of  cow's  milk  more  digestible.    • 

"(2)     It  is  cheap. 

"(3)  It  is  convenient  to  handle,  easy  to  control,  and  progres- 
sive in  principle. 

"(4)  It  allows  the  milk  to  be  given  in  a  more  concentrated 
form  and  thus  avoids  to  some  extent  the  danger  of  underfeeding. 

"(5)     There  is  no  danger  of  scurvy. 

"(6)  Given  as  a  medicine  it  gains  the  confidence  of  the 
mother." 

The  taste  is  not  unpleasant. 

It  should  be  used 

"(i)     In  rare  cases  of  complete  intolerance  of  cow's  milk. 

"(2)  In  severe  cases  of  gastroenteritis  from  impure  cow's 
milk, 

"(3)  In  organic  diseases,  such  as  congenital  hypertrophic 
stenosis. 

"(4)  In  very  intractible  cases  which  have  been  subjected  to 
all  sorts  of  different  methods  beforehand.  This  limitation,  as  1 
have  said  earlier,  needs  more  investigation." 

It  sometimes  causes  constipation  according  to  some  authorities, 
but  this  is  by  no  means  common,  and  at  least  one  author.  Dr.  A.  C. 
Cotton,  thinks  these  cases  are  due  to  a  low  percentage  of  fat  in 
the  food.  If  constipation  is  present,  Vanderslice  recommends  one 
drachm  of  olive  oil  at  night.  In  the  adult  sodium  citrate  acts  as 
a  laxative.  An  accompaniment  that  can  hardly  be  called  a  draw- 
back is  the  fact  that  urination  is  increased  and  often  persists  long 
after  the  drug  is  discontinued. 

So  far  there  have  been  no  untoward  results  from  the  use  of 
sodium  citrate. 

Administration. — Begin  with  one  gr.  of  sodium  citrate  to  each 
ounce  of  milk  in  the  mixture.     If  curds  continue  in  the  stools 
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or  if  vomiting  or  regurgitation  of  curdled  milk  persists,  increase 
the  amount  to  two  grains  or  even  three  grains  in  bad  cases.  When 
the  infant  has  gained  well  and  is  in  good  shape  gradually  reduce 
the  amount  to  one-half  grain,  one-quarter  grain,  and  then  stop 
altogether. 

The  most  convenient  way  to  prescribe  the  drug  is  in  solution 
in  such  strength  that  each  teaspoonful  will  represent  the  amount 
to  be  added  to  each  ounce  of  the  milk.  Order  enough  to  last 
one  week  and  direct  the  mother  to  have  the  infant  weighed  and 
report  for  instructions. 

Moulds  often  grow  in  the  dilute  solution,  but  can  be  prevented 
by  adding  one  drop  of  chloroform  to  each  twelve  ounces,  as 
suggested  by  Poynton. 

Under  the  heading  of  Milk  Dyspepsia  reference  was  made  to 
giving  the  drug  to  the  nursing  mother  and  also  to  nursing  infants 
before  being  allowed  to  nurse  the  breast. 

Value. — The  value  of  the  method  is  well  established  by  all  the 
writers  consulted  ;  they  are  :  A.  E.  Wright,  F.  J.  Poynton,  Wm.  R. 
Huggard,  J.  W.  Vanderslice,  H.  L.  K.  Shaw,  A.  C.  Cotton,  and 
J.  W.  England,  while  Variot,  Ausset,  Guyader  are  among  the 
foreign  writers  quoted. 

My  experience  is  very  limited,  but  coincides  with  that  of  the 
published  reports. 
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REPORT  OF  TWO  CASES  OF  CHORIOEPITHELIOMA 
MALIGNUM;  HYSTERECTOMY;  RECOVERY.* 


HIRAM  x\.  VINEBERG,  M.D., 
Xew  York. 


(With  two  illustrations.) 


In  accordance  with  the  customary  experiences  that  rare  condi- 
tions frequently  occur  together,  it  has  been  my  lot  to  meet  with 
two  cases  of  chorioepithelioma  malignum  within  two  months  of 
each  other.  As  far  as  I  know,  I  had  not  come  across  the  condi- 
tion, either  in  my  private  or  public  practice,  before.  As  I  had,  in 
my  professional  work,  treated  a  number  of  cases  of  hydatid  mole 
without  the  subsequent  development  of  this  malignant  growth, 
so  far  as  my  knowledge  went,  I  had  begun  to  think  that  the  asso- 
ciation of  hydatid  mole  and  chorioepithelioma  malignum  was  not 
as  common  here  as  in  Germany.  The  experience  that  I  have 
just  had  has  shaken  my  former  convictions  considerably.  Still, 
Dr.  Robert  T.  Frank  {Nezv  York  Medical  Journal,  April,  1906) 
was  able  to  collect  only  twenty-eight  cases  reported  in  this  country. 
Doubtless,  many  cases  have  been  overlooked  or  have  not  been 
properly  interpreted.  When  visiting  Strassbourg's  Universitats 
frauen  Klinik,  a  couple  of  years  ago,  Schickele  pointed  out  to  me 
a  uterus  that  had  been  removed  four  or  five  years  before,  and  the 
microscopic  diagnosis  was  sarcoma.  With  the  awakened  interest 
in  chorioepithelioma  he  reexamined  the  specimen  microscopically, 
and  found  it  to  be  an  undoubted  instance  of  that  condition.  If 
this  could  occur  in  the  home  of  W.  H.  Freund  and  of  v.  Reckling- 
hausen, it  is  a  safe  conjecture  that  it  has  frequently  happened  in 
medical  centers  where  the  pathological  investigation  of  surgical 
specimens  is  not  carried  out  with  the  same  thoroughness  as  in 
Germany. 

Case  I.— Mrs.  E.  R.,  a  patient  of  Dr.  :\I.  Altman's,  was  seen  by 
me  January  4,  1907.  She  was  forty-seven  years  of  age,  mar- 
ried twenty-six  years,  had  had  eight  children,  the  last  seven  years 
ago;  one  miscarriage  sixteen  years  ago.     She  had  been  in  the 

*Read  before  the  New  York  Obstetrical  Society,  April  9,  1907. 
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enjoyment  of  good  health,  and  menstruation  had  been  normal 
until  the  present  illness.  Her  last  regular  menstruation  occurred 
September  27,  1906.  On  November  10,  when  she  was  seventeen 
days  overdue,  a  bloody  flow  occurred  resembling  in  amount  and 
duration  her  usual  menses.  But  the  flow  did  not  cease  entirely. 
She  continued  staining,  and  twelve  days  before  I  saw  her  she  had 
a  profuse  flow  lasting  one  day,  and  passed  several  large  clots. 
She  had  no  abdominal  pain  until  the  day  of  my  visit,  when  she 
referred  it  to  the  lower  part  of  the  abdomen,  and  stated  that  it  was 
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moderately  severe.  Three  weeks  before,  while  mounting  a  flight 
of  stairs,  she  felt  a  severe  fluttering  in  the  cardiac  region,  and 
suffered  from  shortness  of  breath.  Has  suffered,  more  or  less, 
from  similar  symptoms  since  then,  and  complained  of  great  weak- 
ness. Swelling  of  the  feet  and  legs  was  noted  about  this  time, 
and  the  swelling  has  kept  on  increasing  until  now.  Had  taken  to 
bed  the  day  before  on  account  of  general  debility  and  the  unwieldy 
size  of  the  feet  and  legs.  She  was  extremely  anemic,  her  breathing 
rapid  and  shallow,  pulse  rapid  and  rather  bounding.  There  was 
a  soft-blowing  murmur  accompanying  the  first  sound,  and  the 
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cardiac  impulse  was  diffuse,  cardiac  dullness  considerably  in- 
creased. The  abdomen  was  occupied  by  a  spherical  smooth 
tumor  reaching  to  the  upper  border  of  the  umbilicus.  On  bi- 
manual examination  the  cervix  was  found  soft  and  moderately 
patulous,  and  passed  into  the  abdominal  tumor.  The  breast 
nipples  were  surrounded  by  a  dark  areola,  but  no  colostrum  could 
be  expressed.  The  urine  contained  a  large  quantity  of  albumen 
and  numerous  granular  and  hyaline  casts.  The  diagnosis  was 
made  of  a  probable  pregnancy  of  an  abnormal  type,  or  a  fibroid 
growth  undergoing  sarcomatous  degeneration.     The  advice  was 


Chorioepithelioma  ^lalignuni.      Case  II. 


given  to  have  the  patient  enter  Alt.  Sinai  Hospital  and  under 
anesthesia  to  explore  the  uterine  cavity.  This  was  done  on  Janu- 
ary 9,  and,  although  only  a  few  days  elapsed  since  I  had  exam- 
ined the  patient,  the  uterine  tumor  had  markedly  increased  in 
size,  so  that  now  it  reached  midway  between  the  umbilicus  and 
the  ensiform  cartilage.  As  soon  as  I  could  introduce  the  index 
finger  into  the  uterine  cavity,  after  dilating  the  cervix,  and  it 
encountered  a  soft,  mushy  material,  I  recognized  I  had  to  deal 
with  a  hydatidiform  degeneration  of  the  chorion.  I  rapidly 
emptied  the  uterus  of  its  contents,  making  certain  that  all  the 
hydatid  material  was  removed.     The  patient  made  a  surprisingly 
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good  recovery.  Her  cardiac  and  pulmonary  symptoms  disap- 
peared within  a  few  days.  The  albumen  in  the  urine  rapidly  dis- 
appeared and  the  casts  gradually  grew  less. 

There  was  a  slight  bloody  flow  for  four  or  five  days,  then  a 
mucopurulent  flow  for  four  or  five  days  longer,  and  after  that 
there  was  no  discharge  of  any  kind.  The  patient  returned  home, 
and  was  gradually  gaining  in  weight  and  improving  in  color  when, 
on  February  i,  she  was  suddenly  seized  with  a  profuse  uterine 
hemorrhage.  I  advised  the  attending  physician  to  pack  the 
vagina  and  to  make  immediate  arrangements  for  the  patient  to 
be  readmitted  to  the  hospital.  1  saw  her  two  days  later.  She  was 
considerably  exsanguinated.  In  replacing  the  vaginal  gauze 
there  was  a  very  severe  hemorrhage.  I  rapidly  stuffed  some 
gauze  into  the  uterine  cavity  and  repacked  the  vagina  tightly. 
From  the  clinical  history,  and  finding  an  enlarged  hard  uterus 
with  closed  cervix,  I  diagnosed  chorioepithelioma  malignum.  On 
the  day  following,  February  4,  I  performed  an  abdominal  pan- 
hysterectomy, not  deeming  it  safe  to  tamper  with  the  case  by  first 
curetting  and  submtting  the  scrapings  to  a  microscopic  examina- 
tion.    She  made  an  uneventful  recovery  from  the  operation. 

Pathological  Report:  (Specimen  consists  of  a  uterus  and 
adnexa). 

The  uterus  is  very  pale.  Length  of  body,  2.5  cm. :  width  just 
below  fundus,  11  cm. ;  length  of  cervix,  4  cm.  The  organ  is  very 
firm,  the  serosa  smooth.  There  is  a  sHght  lateral  laceration  on  the 
right  side  of  the  posterior  lip  of  the  cervix.  The  walls  of  the 
fundus  measure  3  cm.  in  thickness  at  the  widest  part.  The 
muscular  tissue  is  intersected  by  numerous  bands  of  connective 
tissue  that  coalesce  near  the  mucosa  to  form  a  more  continuous 
broad  band.  The  mucosa  lining  both  the  body  and  cervix  is 
smooth,  excepting  at  the  internal  os,  where  there  is  a  slight  swell- 
ing and  congestion,  and  at  the  point  of  entrance  of  the  Fallopian 
tube.  At  the  latter  site  there  is  a  bean-shaped  mass  1.5  cm.  in 
length  projecting  into  the  lumen  of  the  organ.  This  tumor  is 
mottled  in  color,  red  and  white,  soft  and  friable.  Tlie  underlying 
muscular  tissue  is  softer  than  that  of  the  remainder  of  the  uterus, 
and  is  also  friable.  The  hemorrhagic  areas  are,  however,  confined 
to  the  tumor  itself,  and  are  not  found  in  the  underlying  muscular 
tissue.  The  right  ovary  is  normal  in  size.  The  left  ovary  con- 
tains two  larre  cysts,  one  about  1.5.  the  other  about  2  cm.  in 
diameter.    Roth  Fallopian  tubes  are  negative. 


vineberg:     two  cases  of  chorioepitiielioma.         819 

MicroscopicaHy,  the  tumor  consists  of  both  syncytial  masses  and 
Langhans  cells.  The  former  are  arranged  in  plaques  and  in 
bands,  in  some  places  forming  a  fine  meshed  reticulum.  The 
spaces  thus  formed  are  frequently  filled  with  red  blood  corpuscles, 
or  contain  one  or  more  cells  of  the  syncytial  or  Langhans  type. 
The  former  are  irregularly  shaped,  deeply  staining,  the  outlines 
of  the  cells  not  always  clearly  defined.  The  nuclei  are  also  irreg- 
ular, and  stain  with  great  intensity.  Frequently  these  cells  con- 
tam  two,  three,  or  four  nuclei.  The  Langhans  cells  stain  faintly, 
and  have  a  sharply  defined  outline.  The  nuclei  are  round  or  oval, 
and  vesicular.  The  greater  part  of  the  tumor  is  compose!  of  the 
above  syncytial  masses,  but  at  one  point  there  is  a  large  mass  of 
Langhans  cells.  Large  hemorrhages  are  scattered  throughout 
the  tumor.  At  some  points  the  syncytial  cells  lie  close  to  the  walls 
of  blood-vessels  or  lymph  spaces,  an  occasional  cell  being  present 
within  the  lumen  itself.  The  tumor  infiltrates  the  musculature  of 
the  uterus  for  about  one-third  of  its  thickness.  Scattered  between 
the  syncytial  masses  are  numerous  leucocytes,  while  surrounding 
the  entire  area  of  tumor  tissue  there  is  a  marked  round-celled 
infiltration.  Between  the  tumor  and  the  lumen  of  the  uterus 
there  is  a  thin  band  of  necrotic  tissue  enclosing  numerous  leu- 
cocytes and  the  remains  of  a  few  uterine  glands.  The  walls  of 
the  blood-vessels  of  the  uterus  have  undergone  hyaline  degenera- 
tion. 

Both  ovaries  show  a  number  of  corpora  lutea,  in  which  the 
lutein  cells  are  proliferated.  These  bodies  are  small,  with  the 
exception  of  one  that  lies  in  the  midst  of  the  dense  tissue  of  the 
atrophic  ovary.  Here  there  is  very  marked  proliferation  of  the 
lutein  cells,  many  of  which  contain  large  granules  of  yellowish 
pigment.  At  the  periphery  of  the  corpus  there  are  rather  numer- 
ous distended  blood-vessels  with  thin  walls.  There  are  no  evi- 
dences of  organization  present. 

Pathological  Diagnosis:  Chorioepithelioma  malignum.  Dr. 
Herbert  L.  Celler,  Assistant  Pathologist,  Mt.  Sinai  Hospital. 

Case  U. — G.  H.,  admitted  from  the  dispensary  service  into 
Mt.  Sinai  Hospital.  She  was  forty-seven  years  of  age,  married 
twenty-eight  years,  had  nine  children,  last  child  eight  years  ago; 
two  miscarriages,  last  one  nine  years  ago.  Menses  had  always 
been  regular,  moderate  in  amount,  lasting  from  three  to  five  days, 
and  not  attended  with  pain.  Seven  days  before  her  admission 
into  the  hospital  she  began  to  bleed.     She  was  then  two  weeks 
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overdue.  The  bleeding  persisted  and  at  times  was  quite  profuse. 
She  looked  rather  old  for  the  age  given  and  was  moderately 
anemic.  Her  general  condition  otherwise  was  good.  On  biman- 
ual examination  the  uterus  was  found  reaching  to  within  two 
finger  breadths  of  the  umbilicus,  and  was  rather  hard  to  the 
touch.  There  was  a  bluish  discoloration  of  the  vagina,  and  milk 
could  be  expressed  from  the  nipples.  Dr.  F.  Krug  confirmed 
the  diagnosis  of  hydatid  mole,  which  was  made  in  my  service  in 
the  dispensary.  He  curetted  the  patient  himself,  removing  a  large 
quantit)'  of  hydatid  material.  The  patient  made  a  good  recovery, 
and  was  discharged  March  3  with  the  instruction  to  return  if 
uterine  bleeding  recurred.  At  the  time  of  her  discharge  the  uterus 
was  nearly  normal  in  size.  On  March  28  she  returned  to  the 
hospital  with  the  statement  that  soon  after  she  left  the  hospital 
the  bleeding  recurred,  and  has  gradually'  been  growing  more  pro- 
fuse. The  uterus  was  now  found  to  be  considerably  enlarged, 
corresponding  in  size  to  the  gravid  organ  at  about  the  sixth  week. 
A  diagnosis  of  chorioepithelioma  was  made,  and  on  March  30 
the  uterus  was  removed  by  me  per  vaginam. 

April  8. — Patient  made  an  uneventful  recovery  and  is  sitting  up 
out  of  bed. 

Report  on  specimen  by  Dr.  F.  S.  Mandlebaum,  Pathologist  to 
Mt.  Sinai  Hospital :  "Specimen  consists  of  uterus  and  adnexa. 
Uterus  enlarged,  11x9.5x5  cm.  Wall  measures  17-30  mm.  in 
thickness.  Occupying  the  posterior  wall,  and  extending  down- 
wards from  the  fundus  for  a  distance  of  48  mm.,  there  is  a  growth 
which  fills  up  and  slightly  distends  the  uterine  cavity.  On  either 
side  the  growth  extends  to  the  openings  of  the  Fallopian  tubes, 
elevating  the  mucous  membrane  and  causing  it  to  slope  down- 
wards to  the  opening.  The  tumor  is  sessile.  Its  edges  are  over- 
hanging, except  at  the  upper  half.  The  surface  of  the  tumor  is 
irregular  and  ulcerated  and  microscopic  section  shows  it  to  be 
chorioepithelioma  malignum. 
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The  Thirty-second  Annual  Meeting,  Held  in  Washington,  D.  C, 

May  7,  8,  and  9,  1907,  ///  Conjunction  zcith  the  Congress 

of  American  Physicians  and  Surgeons. 

The  Society  met  in  University  Hall,  George  Washington  Uni- 
versity, and  was  called  to  order  by  the  President,  Dr.  Clement 
Cleveland,  of  New  York. 

An  address  of  welcome  on  behalf  of  the  Washington  members 
and  of  the  local  profession  was  delivered  by  Dr.  J.  Wesley  Bovee, 
which  was  responded  to  by  Dr.  Seth  C.  Gordon  of  Portland,  Me. 

After  these  preliminaries  the  reading  of  papers  was  proceeded 
with, 

metastatic   CARCINOMA  OF  THE  TUBE  AND   OVARY    IN    CANCER   OF 
THE  CERVIX  UTERI. 

Dr.  Fred  J.  Taussig  of  St.  Louis,  Mo.,  read  a  paper  with  this 
title.  He  said  that  the  literature  on  squamous-celled  carcinoma  of 
the  cervix  uteri,  as  pointed  out  by  Cullen,  contained  very  little 
bearing  on  the  condition  of  the  tubes  and  ovaries  in  this  disease. 
The  following  case  would  serve  to  present  a  few  additional  facts, 
together  with  an  illustration  of  a  rather  unusual  form  of  cancer 
metastasis  along  adhesive  bands. 

The  patient  from  whom  the  specimen  was  obtained,  at  autopsy 
in  the  St.  Louis  Skin  and  Cancer  Hospital,  was  a  woman,  forty- 
two  years  of  age,  who  developed  a  cervical  cancer  during  her 
last  pregnancy,  two  years  before.  A  positive  diagnosis  was  not 
made  until  six  months  prior  to  her  death,  and  by  this  time  the 
parametrium  and  bladder  were  involved  so  far  as  to  render  the 
case  inoperable.  The  postmortem  showed  the  peritoneum,  parietal 
and  visceral,  smooth  and  shining;  there  were  no  adhesions  except 
for  a  few  bands  running  from  both  adnexa  to  the  posterior  cul 
de  sac.  There  was  no  carcinoma  in  any  abdominal  organs.  There 
was  no  ascites.  Both  ureters  showed  some  dilatation  as  a  result 
of  compression  by  the  cancerous  infiltration  in  the  broad  ligaments. 
The  Delvic  organs  were  removed  en  masse.  The  cancer  was  found 
to  have  formed  a  large  crater  in  the  cervix.  The  infiltration  in- 
volved both  vaginal  walls,  the  bladder  anteriorly  and  the  rectum 
posteriorly.  At  the  internal  orifice  of  the  uterus  the  infiltration 
had  produced  a  constriction,  with  a  resulting  small  pyometra.  The 
gross  specimen  gave  no  evidence  of  any  spread  upwards  bevond 
the  cervix.     Upon  the  left  ovary  there  was  found,  on  closer  in- 
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spection,  a  hard  nodule,  the  size  of  a  pea,  elevated  above  the  sur- 
face. An  adhesive  band  about  two  millimeters  in  thickness  ran 
from  the  ed^e  of  this  nodule  to  the  cul  de  sac.  A  similar,  some- 
what more  slender,  adhesive  band,  running  a  parallel  course,  was 
found  g'oino-  from  the  right  ovary  to  the  cul  de  sac.  Just  above 
the  point  where  this  second  band  was  attached  to  the  right  ovary 
there  was  seen  a  second  minute  nodule,  the  size  of  a  pin  head. 
The  left  tube  was  normal  in  every  way  and  nonadherent.  The 
right  tube  \vas  thickened  by  chronic  inflammatory  processes,  and 
adhesions  ran  from  it  to  the  surrounding  structures.  Its  fimbri- 
ated end  was  closed.  A  section  through  the  thickened  abdominal 
end  of  this  tube  showed  an  induration  the  size  of  a  hazelnut,  ex- 
tending from  the  serosa  through  the  entire  wall  to  the  mucosa. 
The  cancerous  infiltration  of  the  posterior  vaginal  vault  extended 
directly  beneath  the  peritoneum  of  the  cul  de  sac,  and  it  was  to 
this  point  that  the  above  described  adhesions  were  directed. 

Microscopically  the  cervical  cancer  was  found  to  be  squamous- 
celled.  The  nodules  in  the  ovaries  and  in  the  wall  of  the  tube 
were  cancer  of  the  same  type.  This  fact,  together  with  their  size 
and  their  relationship  to  the  infiltration  posteriorly,  compelled  him 
to  interpret  them  as  metastases.  The  entire  adhesive  band  on  the 
left  side  was  examined  in  serial  sections  to  determine  whether 
or  not  the  involvement  of  the  ovary  was  by  continuity.  The  band 
was  found  entirely  free  of  cancer,  but  contained  a  plentiful  supply 
of  Ivmph  and  blood-vessels.  Apparently,  therefore,  metastazation 
had  taken  place  by  way  of  the  lymph-vessels  of  the  adhesive  band, 
and  not  by  direct  growth  of  the  tumor.  As  the  adhesive  band  on 
the  left  side  contained  a  small  amount  of  adipose  tissue,  together 
with  a  lymph  node,  it  was  in  all  likelihood  originally  a  bit  of  ad- 
herent omentum  that  had  later  become  snared  ofT.  That  the  ad- 
hesions preceded  and  did  not  follow  the  metastases  on  the  ovaries 
is  evident  from  the  fact  that  the  adhesions  ran  up  to  the  very  edge 
of  the  metastasis  without  covering  its  top.  In  other  words,  they 
ended  just  where  the  metastasis  began. 

Rather  surprising  was  the  fact  that  the  mucosa  of  the  uterine 
body,  which  on  gross  inspection  seemed  like  a  pyogenic  mem- 
brane, showed  a  diffuse  but  superficial  squamous-celled  carcinoma. 
This  was  in  itself  a  most  interesting  and  unusual  circumstance. 
All  trace  of  the  original  endometrium  was  gone.  In  its  place  was 
a  pyogenic  membrane,  and  diffusely  infiltrating  this  membrane 
there  could  be  seen  the  nests  of  cancer  cells.  These  did  not  pene- 
trate deeper  than  about  one-half  millimeter  into  the  muscular  coat. 
The  superficial  site  of  the  cancerous  metastases  in  tube  and  ovary 
showed  that  thcv  stood  in  no  relationship  to  the  conditions  in  the 
fundus,  but  were  secondary  to  the  cancer  of  the  cervix. 

Involvement  of  the  tube  and  ovary  by  direct  continuity  was  not 
a  rare  occurrence.  Littauer  found  it  in  15  per  cent,  of  autopsies 
done  on   patients  with   cervical  cancer.      Another  not  infrequent 
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mode  of  extension  was  by  breaking  through  into  the  peritoneal 
cavity,  there  causing  multiple  carcinomatous  nodules  on  the  ovary 
and  on  the  peritoneum  of  all  the  pelvic  organs,  intestines,  etc. 
Much  rarer  were  cases  like  the  one  he  had  described.  Littauer  in 
1891  found  only  fourteen  cases  in  which  cancer  of  the  uterus 
formed  metastases  in  the  ovary  without  involvement  of  the  inter- 
mediate structures.  Of  these  fourteen  cases,  twelve  were  cases 
of  carcinoma  of  the  body  and  only  two  carcinoma  of  the  cervix. 

Concerning  metastatic  carcinoma  of  the  tubes,  there  was  like- 
wise a  scarcity  of  reports. 

The  rarity  of  metastases  in  the  tube  was  seen  by  the  fact  that 
in  eighty  cases  of  cervical  cancer  operated  on  in  Wertheim's  clinic 
Kundrat  was  not  able  to  find,  even  on  the  most  minute  examina- 
tion, a  single  metastasis  in  either  tube.  These  were  all  operable 
cases.  On  the  other  hand,  metastases  in  the  tube  in  operable 
corpus  carcinomata  were  not  by  any  means  so  rare.  Kundrat 
found  in  twenty-four  cases  of  cancer  of  the  body  two  in  which 
a  small  nodule  was  present  in  the  tube.  Metastases  in  the  ovary 
following  carcinoma  of  the  body  w^ere  also  not  infrequently  met 
with.  Without  even  a  more  careful  search,  the  author  could  find 
record  of  thirty-nine  cases  in  which  metastases  had  occurred  in 
either  ovary  or  tube,  subsequent  to  carcinoma  of  the  uterine  body. 

Concerning  the  spread  of  the  carcinomatous  process  along  the 
track  of  an  adhesion,  it  should  be  stated  that  where  such  an  ad- 
hesion causes  the  agglutination  of  two  organs  it  was  quite  com- 
mon to  have  the  cancer  spread  by  continuity  from  one  to  the 
other,  but  it  was  undoubtedly  very  rare  to  see  a  cancer  spread 
from  one  organ  to  another  lying  at  some  distance  from  it  by  way 
of  the  lymph-vessels  of  a  connecting  adhesion.  In  old  adhesions 
this  would  not  be  likely  to  occur,  but  in  the  newly-formed  ones 
the  lymph  supply  was  ample  to  carrv  carcinomatous  particles  from 
one  point  to  another  along  its  track.  Where  the  connecting  ad- 
hesive bridge  was  a  portion  of  the  omentum  the  opportunity  for 
metastases  by  the  lymph-vessels  of  the  band  was  even  more  ap- 
parent. 

Inflammatory  changes  in  the  tubes  and  ovaries,  associated  with 
cervical  cancer,  were  the  rule  rather  than  the  exceotion.  Cullen 
found  in  thirty-one  cases  of  squamous-celled  cancer  of  the  cervix 
that  only  ten  had  normal  tubes  and  ovaries.  In  some  there  were 
onlv  adhesions.  Hydrosalpinx,  pyosalpinx,  tuberculosis  of  the 
tubes,  cystic  degeneration  of  the  ovaries,  etc.,  were  among  the 
other  conditions  met  with.  In  three  instances  the  ovaries  w^ere 
aflfected  by  direct  continuity  from  cancerous  growth,  but  all  these 
were  inoperable  cases.  In  six  specimens  of  adenocarcinoma  of  the 
cervix  Cullen  found  but  two  with  normal  adnexa.  In  none,  al- 
though far  advanced,  was  there  any  cancerous  involvement  of 
these  structures. 

There  were  eleven  cases  in  all  of  cervical  cancer  in  which  the 
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tubes  and  ovaries  could  be  studied.  Eight  were  operable  speci- 
mens and  three  were  obtained  at  autopsy.  In  four  instances  both 
tubes  and  ovaries  were  normal.  Five  times  adhesions  were  found 
and  three  times  a  well-marked  salpingitis.  In  three  cases  the 
ovaries  were  cystic.  In  one  specimen  the  uterus  had  been  removed 
vaginally  for  cervical  cancer,  and  the  adnexa  of  one  side  left. 
Here  the  recurrent  cancer  had  invaded  the  structure  of  the  re- 
maining ovary.    The  tube  was  not  involved. 

The  writer  concluded  that  mild  chronic,  inflammatory  conditions 
of  the  tube  and  ovary  were  frequently  met  with  in  cancer  of  the 
cervix.  Whether  this  was  merely  a  coincidence  or  not,  he  was 
unwilling  to  say.  On  the  other  hand,  cancerous  metastases  in 
these  organs  were  extremely  rare  in  cervical  cancer.  In  fact,  he 
could  find  no  record  of  such  metastasis  in  an  operable  case.  In 
carcinoma  of  the  body,  however,  they  were  not  intre"'iently  seen 
in  the  tube  or  ovary,  or  both.  Hence  it  would  seem  logical  to 
the  author  to  advise  the  removal  of  both  tubes  and  ovaries  in  every 
case  of  cancer  of  the  body.  If,  however,  the  patient  was  still  five 
or  ten  vears  from  the  time  of  the  menopause,  and  the  site  of  the 
cancer  was  in  the  cervix,  the  saving  of  one  ovary  would  be  at- 
tended with  practically  no  risk  to  the  patient,  and  might  relieve 
her  of  the  disagreeable  symptoms  of  the  premature  menopause. 
Since  this  could  be  done  without  interfering  with  the  complete  re- 
moval of  the  lymphatics  directly  tributary  to  the  cervix,  he 
thought  it  was  logical  to  leave  one  ovary,  or  a  portion  of  one 
ovary,  in  everv  operation  for  cervical  cancer  in  a  woman  under 
forty  years  of  age. 

Dr.  J.  Wesley  Bovee  of  Washington,  D.  C.  said  that  met- 
astases in  cancer  of  the  uterus  were  by  no  means  common  ;  it  was 
known  the  process  usually  spread  bv  contiguity,  and  as  this  went 
on  certain  metastases  occurred.  At  best  the  treatment  of  cancer  of 
the  uterus  was  not  helpful,  notwithstanding  the  claims  of  radio- 
graphers, the  demonstrators  of  radium,  and  those  who  did  the 
most  radical  surgical  operations.  He  was  a  little  surprised  to 
learn  that  metastases  occurred  much  more  frequently  from  the 
body  of  the  uterus  than  from  the  cervix.  He  was  not  prepared, 
in  tile  present  light  of  surgery  of  cancer,  to  accept  the  suggestion 
of  Dr.  Taussig  that  it  was  safe  to  leave  one  ovary  or  a  portion  of 
one  ovary  in  extiroating  cancer  of  the  uterus.  TTi>  own  convic- 
tions were  that  the  operation,  if  radical,  should  be  just  as  radical 
as  could  be  done  consistent  with  the  saving  of  the  life  of  the 
patient. 

Dr.  Lapthorn  Smith  of  Montreal  cited  a  case  of  cancer 
of  the  cervix  in  which  an  operation  was  done  by  another  sur- 
geon, with  every  possibility  of  the  woman  making  a  good 
rccoverv  and  of  freedom  from  recurrence.  Notwithstanding 
this,  however,  the  woman  came  to  him  a  year  later  with  no  sign 
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of  recurrence  of  the  disease  in  the  vagina,  but  there  were  two  dis- 
tinct masses  in  the  ovaries  which  could  be  readily  felt.  He  con- 
sidered it  too  late  to  do  anything  in  an  operative  way.  This  case 
made  such  an  impression  upon  him  that  ever  since,  when  resort- 
ing to  vaginal  hysterectomy,  he  always  removed  both  tubes  and 
ovaries.  He  did  not  think  it  was  safe  to  leave  one  ovary,  or  a 
piece  of  one  ovary,  when  there  was  such  a  great  risk  of  recur- 
rence. 

Dr.  Reuben  Peterson  of  Ann  Arbor,  Mich.,  said  the  paper 
just  read  was  important  because  it  furnished  statistics  which 
would  be  very  valuable  in  operations  for  cancer  of  the  uterus.  He 
desired  to  go  on  record  as  voicing  the  sentiments  of  Dr.  Bovee, 
against  the  leaving  of  one  ovary  or  the  part  of  an  ovary  in  an 
operation  for  cancer  of  the  uterus.  It  seemed  to  him  that  what 
the  essayist  had  advocated  was  a  step  backward,  and  not  in  ac- 
cordance with  the  progress  that  had  been  made  in  the  last  ten 
years  in  the  treatment  of  cancer  of  the  uterus.  While  that  sug- 
gestion was  made,  he  presumed  it  was  because  of  the  effect,  the 
supposed  effect,  of  leaving  in  one  or  the  other  or  both  ovaries  after 
the  removal  of  the  uterus,  for  the  sake  of  mitigating  the  meno- 
pausal changes.  He  was  not  convinced  that  the  leaving  in  of  one 
ovary,  after  the  removal  of  the  uterus,  helped  the  patient  so  far 
as  the  menopausal  changes  were  concerned.  He  had  read  all  that 
had  appeared  in  the  literature  on  this  subject,  so  far  as  he  could 
get  access  to  it,  and  after  a  trial  in  his  own  cases  he  confessed 
that  he  had  been  unable  to  see  much,  if  any,  difference  in  patients 
in  whom  an  ovary  had  been  left  and  in  those  from  whom  it  was 
removed ;  consequently,  so  far  as  his  own  experience  was  con- 
cerned, he  would  not  leave  in  an  ovary  in  such  a  disease  as  car- 
cinoma of  the  uterus.  It  was  an  interesting  fact  brought  to  his 
attention  that  an  ovary  was  more  liable  to  be  diseased  after  car- 
cinoma of  the  body  than  after  carcinoma  of  the  cervix.  He 
thought  it  was  the  contrary. 

Dr.  Walter  W.  Cpiipman  of  Montreal  said  he  gathered  from 
the  drift  of  the  paper  that  the  adhesion  referred  to  by  the  essay- 
ist was  not  very  old,  not  sufficiently  old  to  be  nonvascular,  and, 
being  vascular,  edematous,  rich  in  lymph,  the  wonder  to  him 
was  that  the  cancer  cells  were  not  found  somewhere  in  its  course. 

He  doubted  very  much  if  it  was  wise  to  leave  even  one  ovary, 
or  even  part  of  one  ovary,  after  cancer  situated  anywhere  in  the 
uterus.  He  could  quite  sympathize  with  the  essayist  in  his  eft'ort 
to  explain  the  safety  of  such  a  surgical  procedure.  It  was  known 
that  the  ovary  was  not  in  the  direct  path  of  the  lymphatic  distri- 
bution of  the  pelvis,  yet  so  great  and  so  rich  was  the  anastomosis 
that  the  leaving  of  ovaries  in  such  a  disease  must  be  always  a 
rather  risky  procedure. 

Dr.  Taussig,  in  closing  the  discussion,  said  he  rather  anticipated 
that  most  men  would  hardlv  agree  with  him  as  to  the  advisabilitv 
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of  leaving  in  one  ovary  or  a  portion  of  one  ovary.  How^ever,  from 
statistics,  he  believed  it  was  a  procedure  that  was  not  at  all  un- 
safe, and  it  appeared  to  him  just  as  logical  to  advise  the  removal  of 
the  appendix  as  to  favor  the  removal  of  the  other  ovary.  The  ap- 
pendix was  a  useless  organ,  while  the  ovary — at  least  in  the  opin- 
ion of  some  authorities — helped  to  lessen  the  menopausal  disturb- 
ances and  to  render  them  less  severe  in  women  under  forty  years 
of  age  if  left.  It  was  for  that  reason  that  he  believed  that  in  cer- 
tain cases  an  ovary  should  be  left  for  the  patient's  welfare. 

NEW    METHODS    OF    VERSION     IN    TRANSVERSE    PRESENTATION. 

Dr.  a.  F.  a.  King  of  Washington,  D.  C,  said  the  methods  of 
version  he  proposed  to  consider  involved  the  introduction  of  a  new 
factor  in  changing  the  presentation  of  a  child  in  iitero,  which  he 
believed  had  hitherto  received  no  recognition  whatever  in  obstetric 
practice,  namely,  the  factor  of  thigh  pressure  upon  the  external 
surface  of  the  abdomen,  induced  either,  first,  by  a  squatting  or 
kneeling  posture,  or,  second,  by  manipulating  the  woman's  lower 
limbs. 

He  hoped  the  method  would  commend  itself  to  the  consideration 
of  the  Society,  inasmuch  as  it  presented  what  he  had  been  led  to 
consider  as  the  method  of  nature  in  preventing  and  correcting 
transverse  presentations.  As  a  rule,  the  processes  of  nature,  when 
intelligently  understood  and  correctly  interpreted,  were  not  sus- 
ceptible of  improvement  by  artificial  processes.  The  proposed 
methods  were  of  necessity  completely  aseptic,  since  they  involved 
no  internal  manipulation. 

If  anv  individual,  while  standing  erect,  would  place  his  hand, 
or  more  especially  the  closed  fist,  in  the  neighborhood  of  Pou- 
part's  ligament,  and  then  assume  a  squatting  or  kneeling  posture, 
he  would  easily  demonstrate  the  tremendous  pressure  to  which 
the  hand  would  be  subjected  by  the  thigh  when  the  latter  came  in 
contact  with  the  abdominal  surface.  (See  Fig.  i.)  But  this 
pressure  would  be  still  greater  upon  the  enlarged  abdomen 
of  pregnancy ;  and  in  a  transverse  presentation  it  would 
especially  impinge  upon  the  projecting  head  of  the  child 
in  such  a  manner  and  direction  as  to  lift  the  head  oflF 
of  the  shelf  of  the  iliac  fossa,  over  the  brim,  and  into 
the  pelvic  inlet,  thus  rectifying  the  transverse  presentation.  This 
rectification  was  still  further  promoted  by  the  pressure  of  the 
other  thigh  upon  the  opposite  side,  which,  however,  was  exerted 
in  a  different  direction  and  location,  in  such  a  manner  as  to  press 
upon  the  breech  end  of  the  fetal  ovoid  and  lift  it  upwards  and  in- 
wards over  toward  the  ensiform  cartilage  in  the  median  line.  The 
act  of  squatting  was  not  a  symmetrical  procedure.  As  usually 
practiced,  it  did  not  bring  the  two  thighs  in  contact  with  the 
abdomen  in  a  similar  manner.  In  the  act  of  squatting  one  foot 
was  flat  upon  the  ground  and  considerably  in  advance  of  the  other, 
this  other  foot  resting  its  toe  end  only  on  the  ground  and  consid- 
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erably  in  the  rear  of  the  former  one.  (See  Figs.  2,  3,  and 
4.)  On  that  side,  where  the  foot  rests  flat  upon  the 
ground  and  forward,  the  corresponding  thigh  would  press 
upon  the  abdomen  obHquely,  high  up  over  the  hypochon- 
driac and  upper  lumbar  regions,  and  over  a  {|uite  large 
extent  of  surface.  On  the  other  side,  where  the  foot  was  in  the 
rear  and  resting  only  on  its  toes,  the  corresponding  thigh  would 
be  more  nearly  horizontal  and  would  exert  pressure  lower  down, 
over  a  smaller  surface,  in  the  neighborhood  of  the  inguinal  and 
lower  lumbar  regions,  and  in  a  more  decidedly  transverse  direc- 
tion, i.e.  inwards  toward  the  median  line.  The  direction  of  thigh 
pressure  must  again  vary  and  may  be  made  to  do  so  at  will  by 
varying  abduction  of  the  thighs  on  the  two  sides.  Some  abduction 
was  inevitable  during  the  act  of  squatting  in  a  near-term  pregnant 
woman,  from  the  protuberance  of  the  enlarged  abdomen. 

To  illustrate,  the  author  took  a  case  of  left  shoulder  presenta- 
tion, the  back  of  the  child  directed  anteriorly,  the  head  being  on 
the  right  iliac  fossa,  projectinp-  somewhat  in  front  of  and  ex- 
ternal to  the  anterior  spinous  processes  0^  the  ilium.  If,  now, 
the  woman  planted  her  left  foot  flat  upon  the  ground,  and  some- 
what forward,  while  the  right  foot  rested  on  its  toes  considerably 
behind  the  other  one.  and  then  assumed  a  squatting  posture,  one 
would  see  what  took  place.  (See  Fig.  3.)  At  once  the 
knees  would  separate,  owing  to  the  abduction  of  the 
thighs,  and  as  the  squatting  became  complete,  the  left 
thigh  came  in  contact  with  the  abdomen  and  pressed 
upon  it  over  a  large  surface,  high  up.  upon  that  region  of 
the  uterus  where  the  1)reech  end  of  the  fetal  ovoid  lay.  The 
direction  of  pressure  on  this  side  would  therefore  be  obliquely 
upwards  and  towards  the  median  line ;  while  in  the  opposite 
(right)  limb,  with  its  foot  poised  on  the  toes  and  posterior  to  the 
other  one,  the  thigh  bone  being  more  nearly  horizontal,  would 
produce  contact  and  pressure  over  a  more  limited  region  of  the 
abdomen  lower  down  and  impinp-e  chiefly  upon  the  projecting 
cephalic  pole  of  the  fetal  ovoid  in  such  a  manner  and  in  such  a 
direction  as  to  force  the  head  somewhat  upwards  and  inwards 
toward  the  median  line,  thus  shifting  it  from  the  iliac  fossa  to  the 
pelvic  brim. 

If  to  the  pressure  of  the  two  thighs  thus  exerted  simultane- 
ously in  the  two  directions  stated  was  added  the  rectifying  influence 
of  labor  pains,  the  uterus  tending  to  straighten  itself  by  contrac- 
tion and  thus  swerve  the  breech  from  its  oblique  position  over  to 
the  median  line,  the  two  forces  of  thigh  pressure  and  labor  pains, 
either  alone  perhaps  being  inefficient,  it  would  seem  almost  impos- 
sible that  a  transverse  presentation  could  persist  for  any  con- 
siderable time. 

The  pregnant  primitive  woman,  in  a  state  of  nature,  daily  sub- 
jected her  fetus  in  liter 0  to  the  influence  of  thigh  pressure  in  the 
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manner  stated,  whenever  she  assumed  the  squatting  posture  dur- 
ing defecation,  while  in  the  civiHzed  woman  enthroned  upon  the 
seat  of  her  modern  closet,  no  such  rectifying  factors  were  in 
evidence,  for  the  two  thighs  equally  horizontal,  and*  at  about  right 
angles  to  the  spine,  pressed  symmetrically  inwards  on  each  side. 
In  this  way  could  we  not  partly  account  for  the  alleged  compara- 
tive in  frequency  of  transverse  presentations  among  uncivilized 
peoples  ?  Even  in  difficult  cases  the  child  may  still  be  turned,  and 
without  rupture,  by  nature's  method  of  thigh  pressure. 

The  other  method  of  operating,  namely,  by  manipulating  the 
woman's  lower  limbs,  was  designed  as  an  imitation  of  the  thigh 
pressure  produced  by  squatting  in  women  unable  to  rise  and 
squat.  The  patient  being  upon  her  back,  the  hands  of  the  ob- 
stetrician, one  on  either  side,  could  grasp  the  front  of  each  knee 
and  then  regulate  the  degree  and  direction  of  pressure  at  will 
by  varying  the  thigh  abduction,  taking  care,  however,  that  the 
thighs  shall  be  held  in  position  long  enough  to  insure  the  auxiliary 
rectifying  influence  of  a  few  labor  pains. 

In  cases  of  impacted  shoulder  presentation,  arrested  soontane- 
ous  evolution,  in  which  the  uterus  and  its  contents  have  assumed 
a  more  or  less  globular  and  symmetrical  shape,  it  would  seem 
that  the  thigh  pressure  produced  by  symmetrical  kneeling  might 
be  more  effective  than  that  by  squatting.  (See  Fig.  i.) 
With  a  thigh  column  on  either  side,  and  a  third  col- 
umn, that  of  the  lumbar  spine,  behind,  the  impacted  mass 
would  be  grasped  simultaneously  by  three  columns  con- 
verging below,  diverging  above  (like  the  legs  of  an  in- 
verted tripod),  and  would  tend  to  escape  in  the  direction  of 
least  resistance,  namely,  upwards,  out  of  the  pelvic  brim,  thus 
relieving  the  impaction.  To  bring  the  action  of  the  third  column, 
that  of  the  lumbar  spine,  into  full  play,  the  woman  should  lean 
forward  as  much  as  possible  while  kneeling.  Kneeling,  how- 
ever, was  not  necessarily  a  symmetrical  proceeding.  Very  often 
a  person  knelt  only  with  one  knee.  (Fig  2.)  Here  the  same 
effect  would  be  produced  as  by  unsymmetrical  squatting,  the 
left  thigh  pressing  the  abdomen  low  down  over  the  left  inguinal 
region,  the  right  one  pressing  higher  up  on  the  right  side  over 
the  breech  end  of  the  fetal  ovoid,  that  is,  assuming  the  child's 
head  to  rest  on  the  left  iliac  fossa.  This  would  be  the  correct 
method  of  kneeling  in  this  particular  presentation  and  position, 
with  a  view  of  securing  its  rectification  exactly,  as  already  de- 
scribed, for  the  squatting  posture.  Were  the  head  in  the  oppo- 
site iliac  fossa,  the  woman  could  kneel  on  the  other  knee  only. 
The  rule  for'  all  cases  would  therefore  be,  let  the  womaTi  kneel 
only  on  that  knee  corresponding  to  the  side  to  which  the  child's 
head  is  directed. 

In  one  case  of  his  own.  a  young  primipara.  with  shoulder  pres- 
entation, he  stood  facing  the  foot  of  the  bed  and  directed  the 
woman   to  come  and   kneel  there,  placing  her  hands   upon  his 
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shoulders  for  su'^nort.  On  doing  so  she  exclaimed  with  the  first 
pain  that  the  child  was  "coming  out,"  which  he  did  not  believe,  but 
she  was  right.  In  two  or  three  more  pains  the  child  was  born, 
delivered  by  the  breech.  He  confessed  that  at  this  time  he  had 
not  sufficiently  considered  this  matter  to  direct  any  special  method 
of  kneeling  as  set  down  in  the  present  paper.  He  did  not  know 
whether  slie  knelt  on  one  foot  or  both;  but  the  result  w^as  a 
rapid  change  of  presentation  and  delivery,  as  stated. 

Dr.  King  reported  two  additional  cases  illustrating  the  meth- 
ods he  had  described. 

Dr.  Tames  Clifton  Edgar,  of  New  York,  said  he  had  hoped 
to  have  some  cases  to  report  of  this  new  method  of  postural  ver- 
sion, but  unfortunately  he  did  not  have  a  successful  case  to  re- 
port, although  he  was  still  interested  in  the  method  and  would 
continue  his  investigations  of  postural  version.  One  difficulty  he 
had  met  with  was  the  fact  that  it  was  hard  to  control  the  internes 
in  the  services  with  which  he  was  connected.  If  requested  to  try 
such  a  method  as  had  been  suggested  by  Dr.  King,  in  case  there 
was  a  shoulder  presentation,  the  internes  would  give  it  a  half- 
hearted trial,  and  then  would  have  some  excuse  or  necessity  for 
changing  a  shoulder  into  a  head  presentation  in  as  short  a  time  as 
possible  and  proceed  with  internal  version. 

Another  difficulty  was  that  most  of  his  cases  were  practically 
emergency  ones  that  had  been  attended  by  midwives  in  the  tene- 
ment districts,  the  patients  having  been  seen  perhaps  by  outside 
phvsicians  and  sent  to  the  hospital  as  a  last  resort,  with  either 
impacted  shoulders  or  impacted  heads.  Such  a  case  he  had  three 
weeks  ago  in  his  hospital  service  and  thought  he  would  be  able 
to  make  a  report  of  this  case,  illustrating  the  method  set  forth 
in  the  paper.  The  method  was  tried  and  was  not  successful. 
However,  it  could  not  be  considered  as  a  failure,  because  the 
woman  was  in  such  a  condition  mentally  that  she  could  not  be 
induced  to  take  the  proper  posture.  He  did  not  think  it  was  fair 
to  report  this  case  as  a  failure  of  the  method.  Cesarean  section 
was  finally  done,  and  the  woman  was  convalescing. 

He  agreed  with  Dr.  King  that  external  manual  version  was 
unsatisfactory,  and  if  there  was  something  in  postural  version 
which  could  be  utilized  to  greater  and  better  advantage  than 
external  version,  or  than  had  been  heretofore  attempted  bv  manu- 
al methods  through  the  abdominal  wall,  then  it  was  a  long  step 
forward. 

Dr.  Philander  A.  Harris,  of  Paterson,  N.  J.,  said  the  papei 
brought  to  mind  a  case  that  came  under  his  observation  two  years 
ago.  One  morning  he  visited  the  house  of  a  poor  patient,  exam- 
ined her,  and  found  a  shoulder  presentation.  The  cervix  was  not 
well  dilated ;  the  membranes  had  not  ruptured.  His  office  was  not 
far  away.  He  was  entirely  unprepared  for  this  case.  He  went 
back  to  his  office  to  get  something,  explaining  to  the  people  before 
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leaving  the  house  that  the  case  was  not  quite  natural.  When  he 
returned  the  membranes  were  found  to  have  ruptured  and  the 
fetal  head  was  coming  down  into  the  pelvis,  and  the  child  was 
quickly  delivered  without  any  assistance  from  him.  Immediately 
after  he  left  the  house  he  was  told  that  the  patient  got  on  a  vessel 
and  urinated. 

Dr.  Robert  A.  Murr.\y,  of  New  York,  had  not  had  the  oppor- 
tunity of  seeing  a  case  of  transverse  presentation  since  he  had 
been  aware  of  Dr.  King's  method ;  but  he  had  always  looked  upon 
a  case  of  transverse  presentation  as  a  faulty  presentation,  one 
that  depended  to  a  certain  extent  on  the  conformation  of  the 
pelvis,  and  not  so  much  on  the  position  of  the  uterus  itself.  He 
thought  it  would  be  wise,  when  Dr.  King  revised  his  paper,  to 
say  that  the  pelvis  should  be  carefully  examined,  and  that  we  did 
not  have  a  contracted  pelvis  to  deal  with,  but  one  that  was  more 
likely  to  be  irregular  from  fixation  of  the  sacroiliac  synchon- 
drosis, which  he  believed  was  the  cause  of  the  transverse  presen- 
tation. 

He  could  recall  two  cases  which  he  thought  were  delivered  by 
the  postural  method.  Both  women  had  undergone  previous  con- 
finements. This  was  the  second  labor  in  both.  The  first  labor 
was  one  of  difiticult  instrumental  delivery.  In  one  case  three 
noted  accoucheurs  had  been  called  in,  but  the  child  was  lost.  In 
"the  second  labor  he  was  called  and  found  a  transverse  presenta- 
tion with  the  left  shoulder  presenting  back  to  the  front.  The 
woman  told  him  that  she  did  not  wish  him  to  stay  in  the  room ; 
that  he  could  go  and  get  his  instruments  and  be  prepared  for 
the  operation  which  she  knew  she  had  to  undergo.  He  went 
and  got  his  instruments  from  his  office,  visited  some  other  patients 
in  the  meantime,  thinking  that  on  his  return  the  os  would  be 
dilated  and  he  might  interfere,  especially  as  the  woman  might 
be  in  a  better  frame  of  mind  to  undergo  this  interference.  When 
he  returned  the  woman  informed  him  that  she  had  to  pass  water. 
He  had  examined  her  before  this  and  found  a  transverse  presen- 
tation. She  used  a  commode  into  which  to  pass  water,  squatted  in 
so  doing,  and  called  him  because  she  had  a  severe  pain.  He  hur- 
riedly went  into  the  room  and  found  that  the  child  was  coming. 
He  introduced  his  hand  under  her  clothes,  caught  the  child,  and 
delivered  it.  This  woman  had  a  difficult  labor  the  first  time. 
There  was  no  contraction  of  the  pelvis ;  the  difficult  labor  was 
doubtless  due  to  a  false  position. 

Another  patient  was  an  Italian  woman,  very  muscular.  After 
examining  her  he  informed  her  that  it  would  be  wise,  if  possible, 
for  her  to  urinate  and  defecate.  She  went  to  the  bathroom  and 
assumed  this  squatting  position.  W^hen  he  came  back  she  had 
a  normal  presentation ;  the  head  was  pressing  down  equally ; 
the  bag  of  waters  had  ruptured,  and  she  was  delivered  within 
fifteen  minutes. 
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Dr.  Egbert  H.  Grandin,  of  New  York,  congratulated  Dr. 
King  on  his  paper,  because  he  had  given  the  Society  a  somewhat 
rare  and  novel  procedure.  He  had  no  doubt  but  what  theoreti- 
cally, as  well  as  mechanically,  the  method  was  most  excellent. 
The  question  was  whether  it  was  feasible.  It  was  the  exception 
for  women  of  the  better  class  in  New  York  to  deliver  themselves. 
It  was  difficult  to  get  these  women  to  walk  around  in  the  first 
stage,  and  when  the  second  stage  arrived  they  wanted  to  assume 
the  recumbent  posture.  It  was  hard  to  get  these  women  to  either 
adopt  the  squatting  or  kneeling  position.  Under  the  conditions 
represented  in  the  paper,  unless  the  woman  was  exceptionally 
fat,  with  shoulder  movable  above  the  pelvic  brim,  the  membranes 
unruptured,  he  would  select  the  abdominal  method  followed  by 
posture  in  bed. 

THE    SUPERIORITY    OF    PRIMARY    OVER    SECONDARY    CESAREAN    SEC- 
TIONS, AND  THE  FEASIBILITY  AND  ADVANTAGES  OF  A  PRE- 
DETERMINATION   OF  THE    METHOD   OF   DELIVERY. 

Dr.  Edward  Reynolds,  of  Boston,  Mass.,  said  that  each  man 
must  be  guided  in  the  end  by  the  results  of  his  own  experience 
and  the  experience  of  those  whom  he  personally  knows  and 
trusts.  That  in  his  own  experience  he  had  escaped  without  mor- 
tality was,  he  thought,  due  to  the  fact  that  the  majority  of  his 
operations  were  done  before  labor,  and  that  only  three  could  by 
any  stretch  of  classification  be  considered  late.  He  was  early 
struck  by  the  undoubted  fact  that  both  the  discomforts  which 
his  patients  went  through  during  convalescence,  and  his  own 
anxieties  therefrom,  were  closely  proportional  to  the  length  of 
labor  which  they  had  endured  before  operation.  His  series  of 
t\venty-nine  cases  without  mortality  was  too  short  to  carry  con- 
viction upon  this  point  to  others  by  a  mere  recital  of  the  cases. 

The  table  which  he  proposed  as  a  prelude  to  his  own  obser- 
vations upon  this  subject  was  prepared  after  the  following  meth- 
od :  A  library  assistant  was  requested  to  collect  from  the  litera- 
ture of  the  world  all  the  papers  w^hich  contained  case-reports  of 
Saenger's  Cesarean  section  done  within  the  last  ten  years  by 
operators  who  had  had  at  least  five  cases.  These  original  reports 
were  then  submitted  to  the  author;  from  them  were  eliminated 
all  cases  in  which  the  section  had  been  performed  for  placenta 
previa,  eclampsia,  carcinoma,  or  other  new  growths,  or  compli- 
cated by  other  operations  having  a  mortality  of  their  own,  such 
cases  being  plainly  inapplicable  to  an  inquiry  into  the  mortality 
of  Cesarean  section  when  used  for  mechanical  obstruction  and  as 
an  alternative  to  the  intrapelvic  operations.  Cases  involving  op- 
erations upon  the  tubes  or  ovaries  for  the  prevention  of  subse- 
quent fertility  were  not  excluded,  these  being  regarded  as  at  times 
an  intrinsic  part  of  the  performance  of  the  Cesarean  section. 

The  cases   so  selected  were  then   divided   for  the   purpose   of 
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this  inquiry  into  three  classes:  First,  primary  section,  those  per- 
formed before  the  be^s:inning  of  labor,  or  with  the  advent  of  the 
first  pains.  Second,  secondary  sections,  those  performed  after  a 
certain  amount  of  labor  had  demonstrated  its  probably  unsatis- 
factory character,  but  before  exhaustion  had  set  in,  and  before 
it  had  become  definitely  established  that  the  natural  powers 
would  fail  to  effect  the  passage  of  the  brim.  Third,  late  sections, 
those  performed  after  definite  arrest  of  the  fetal  head  at  the  brim. 

While  the  line  between  primary  and  secondary  sections,  so 
defined,  was  a  perfectly  clear  one,  that  between  the  secondary 
and  late  sections  was,  under  the  definition,  indefinite,  and  espe- 
cially so  in  cases  reported  in  the  abstract  by  others.  In  sepa- 
rating the  cases  into  their  respective  classes,  he  therefore  assigned 
to  the  secondary  section  only  those  cases  in  which  it  was  definitely 
stated  that  the  operation  was  done  durins"  the  first  stage  of  labor, 
or  that  the  os  was  of  less  size  than  a  fifty-cent  piece,  putting  into 
the  class  of  late  sections  all  doubtful  cases,  all  cases  in  which  the 
OS  was  more  widely  dilated,  all  cases  in  which  labor  had  endured 
for  twenty-four  hours,  or  in  which  it  was  stated  that  strong  pains 
had  been  present  for  more  than  eight.  Thus  many  comparatively 
favorable  cases  were  w^ithout  doubt  unfairly  assigned  to  the  un- 
favorable late  class,  by  which  the  mortality  of  this  class  of  late 
sections  was  represented  as  less  than  it  in  fact  should  be,  and 
also  the  secondary  sections  were  restricted  to  include  only  the 
most  favorable  of  all  the  operations  done  during  labor. 

There  were  left  for  analysis  289  cases  by  twenty  dift'erent  oper- 
ators. Of  these  82  were  operated  upon  before  labor  began,  158 
early  in  labor,  and  49  after  the  failure  of  the  natural  powers 
was  established.  The  82  cases  done  before  labor  yielded  one 
death,  a  mortality  of  1.2  per  cent.  The  158  cases  done  early  in 
labor  showed  six  deaths,  a  mortality  of  3.8  per  cent.  The  49 
cases  done  after  the  arrest  of  the  head,  or  after  an  unduly  long 
first  stage,  showed  six  deaths,  a  mortality  of  12  per  cent. 

Considered  in  the  most  superficial  way,  this  very  marked  varia- 
tion in  mortalities  was  just  what  should  have  been  expected  a 
priori,  namelv,  it  showed  that  when  the  section  was  performed 
for  purely  mechanical  indications  its  mortality  was  proportionate 
to  the  amount  of  labor  which  had  been  endured  before  operation. 

The  Cesarean  section  before  or  during  labor  seemed  not  inaptly 
comparable  to  an  operation  for  appendicitis  in  the  interval  or 
during  the  attack.  It  is  more  strictly  comparable  to  the  per- 
formance of  a  simple  abdominal  operation  upon  individuals  se- 
lected at  different  points  during  the  progress  of  a  Marathon  run 
or  previous  to  the  start.  An  inquiry  into  the  causes  of  death  in 
these  289  women  subjected  to  the  Cesarean  section  at  different 
periods  of  labor  was  interesting. 

The  only  death  among  the  82  primary  operations  was  due  to 
an  accidental  failure  of  technique  in  combination  with  the  incom- 
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petence  of  an  assistant.  This  death  occurred  in  a  case  operated 
upon  nearly  ten  vears  ago,  in  which  the  uterus  was  sutured  with 
catefut.  The  patient  collapsed  a  few  hours  after  labor,  at  a  time 
when  the  operator  was  at  a  distance  attending  another  case.  An 
assistant  saw  her  and  pronounced  it  a  mere  nervous  faintness 
needing  no  treatment.  She  died  shortly  afterwards,  and  at  the 
autopsy  the  uterine  sutures  were  found  untied,  and  the  abdomen 
full  of  blood.  The  operator  himself  called  it  an  unnecessary 
death,  due  to  a  mistake  in  technique,  and  the  incompetence  of  an 
assistant.  This  death  would  hardly  occur  to-day,  but  for  the  sake 
of  fairness  must  be  left  to  stand  as  the  only  mortality  among  this 
long  list  of  primary  cases.  There  was  no  case  of  peritonitis.  This 
mortality  is  not  only  in  quantity,  but  in  etiology  also,  in  strong 
contrast  to  that  in  cases  operated  on  during  labor. 

Although  the  158  secondary  cases  (those  done  early  in  labor) 
were  operated  on  by  the  same  operators  and  under  the  same  con- 
ditions, their  mortality  was  wholly  due  to  infection ;  all  six  fatal 
cases  died  of  peritonitis,  and  among  the  forty-nine  late  cases,  un- 
der the  same  conditions,  three  of  the  six  deaths  were  reported  as 
due  to  peritonitis,  two  were  reported  under  the  word  infection, 
and  one  as  due  to  thrombosis  and  embolism  during  convalescence. 
Only  one  of  these  fatal  cases  had  been  examined  before  it  came 
under  the  care  of  the  operator.  In  the  others  the  occurrence  of 
infection  might  be  explained  variously,  namely,  as  due  to  con- 
tamination during  labor,  although  in  many  of  them  the  mem- 
branes were  unruptured,  as  due  to  a  lowered  resistance  from  ex- 
haustion, or  as  the  results  of  a  peculiar  susceptibility  of  the  peri- 
toneum after  long  labor. 

The  author  asked  whether  the  following  three  conclusions  were 
unfair,  even  when  we  remembered  all  the  uncertainties  of  the 
statistical  method  : 

"i.  It  is  clear  that  the  mortality  of  the  primarv  section  is  less 
than  that  of  the  section  performed  during  labor. 

"2.  It  seems  also  clear  that  the  section  performed  early  in  labor 
is  safer  than  that  undertaken  after  the  failure  of  the  natural 
powers. 

"3.  It  is  desirable  that  cases  which  are  to  be  subjected  to  the 
Cesarean  section  should  be  selected  as  such  in  advance  of  labor, 
whenever  the  conditions  make  this  possible." 

The  author  said  it  was  a  severe  arraignment  of  the  obstetrics  of 
the  last  few  vears  that  it  had  so  generally  failed  to  appreciate  the 
desirabilitv  r^f  making  the  decision  for  or  against  the  Cesarean  sec- 
tion in  advance  of  labor,  and  that  its  literature  showed  an  ab- 
sence of  anv  sustained  effort  to  make  this  decision  generally  pos- 
sible. Progress  had  been  made ;  cases  with  clear  indications  were 
now  generally  operated  on  in  advance  of  labor,  and  the  doubtful 
class  which  was  still  commonly  submitted  to  the  so-called  test  in 
labor  was  becoming  smaller,  but  it  was  to  be  hoped  that  this  un- 
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satisfactory  and  always  dangerous  test  would  in  the  end  be  en- 
tirely superseded  and  laid  aside.  This  would  be  accomplished  at 
once  if  the  profession  generally  believed  that  it  was  possible  to 
predict  the  result  of  labor  in  advance  with  sufficient  accuracy  to 
warrant  action.  Success  in  predicting  the  result  of  natural  labor 
to  be  expected  in  a  given  case  was  dependent  upon  a  capacity  for 
estimating  in  advance  each  of  the  three  great  mechanical  factors 
in  labor,  namely,  the  obstacle  offered  by  the  pelvis,  the  amount 
of  the  maternal  muscular  powers,  and  the  characteristics  of  the 
head.  Each  of  these  must  be  estimated  separately,  and  the  result 
obtained  by  a  comprehensive  judgment  based  upon  all  three. 
Each  of  these  mechanical  factors  in  labor  was  discussed  at  con- 
siderable length. 

Under  the  conditions  of  practice  of  but  a  few  years  ago  the 
majority  of  cases  of  really  difficult  labor  reached  the  hands  of 
obstetric  experts  only  after  the  failure  of  prolonged  labor  and  in 
hospital  practice  and  in  some  localities  in  private  practice  this  was 
still  the  rule.  With  such  cases  we  must  do  the  best  we  can.  They 
were  not  usually  fit  subjects  for  the  Cesarean  section.  All  results 
show  that  the  late  section,  even  when  followed  by  a  hysterectomy, 
was  so  fatal  an  operation  as  to  be  justifiable  only  for  the  absolute 
indication,  or  in  those  cases  in  which  the  mother's  condition  was 
so  bad  that  the  chances  for  the  child  took  precedence.  The  mor- 
tality of  the  late  section  was  high  wdien  derived  from  the  statistics 
of  men  who  habitually  operated  early,  but  occasional  operators 
rarely  published  fatal  cases,  and  he  believed  if  we  could  obtain 
complete  statistics  of  all  the  operations  done  we  should  be  ap- 
palled by  the  mortality  of  the  late  section. 

The  general  practitioner  should  be  taught  that  the  time  when 
his  duty  to  his  patient  should  lead  him  to  seek  the  advice  of  a 
specialist  wa'^  when  he  first  felt  anxiety  about  a  pregnancy  or  an 
impending  labor,  and  not  after  the  prospects  of  both  of  his  pa- 
tients had  been  compromised  by  exhaustion  and  labor. 

Once  the  great  mass  of  the  profession  could  be  taught  that 
real  success  in  the  management  of  difficult  cases  was  only  to  be 
attained  by  foreseeing  their  difficulty,  and  that  it  was  possible  for 
sufficiently  experienced  men  to  select  these  difficult  cases  during 
pregnancy ;  once  we  could  teach  them  that  in  such  cases  the  or- 
dinary, reckless,  and  careless  habit  of  trusting  to  nature,  i.e.  to 
blind  luck  in  labor,  and  of  sending  for  a  specialist  only  after  the 
mischief  was  done,  merely  led  to  ill-health  to  the  mother  and 
death  to  the  baby,  we  should  find  all  the  better  class  of  general 
practitioners  willing  and  glad  to  consult  beforehand  men  who 
had  special  knowledge  and  who  did  not  attend  cases  of  normal 
labor. 

PUBIOTOMY    IN    AMERICA,    WITH    THE    REPORT    OF    TWO    CASES. 

Dr.  Henry  D.  Fry  of  Washington,  D.  C,  said  that  obstetric 
practice  was  rapidly  developing  along  surgical  lines.     The  sue- 
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cess  which  followed  the  adoption  of  aseptic  techniciue  led  to  the 
development  of  abdominal  work  in  obstetric  surgery.  The  arti- 
ficial dilatation  of  the  cervix  had  passed  from  the  domain  of  medi- 
cine to  that  of  surgery.  The  transition  was  o-radual  from  that  of 
hot  douches,  tampons,  the  application  of  belladonna,  etc  to  rub- 
ber bags  manual,  and  then  instrumental  dilatation,  and  finally  to 
vaginal  Cesarean  section.  The  last  operation  had  engaged  at- 
tention during  the  past  few  years,  and  at  the  meeting  of  this  So- 
ciety, held  at  Niagara  Falls  in  1906.  it  was  discussed  in  connection 
with  the  treatment  of  the  toxemia  of  pregnancy. 

The  latest  operation  to  demand  attention  was  pubiotomv. 
It  came  to  supplant  symphyseotomv.  and  the  object  of  the 
paper  was  to  discuss  tlie  questions:  Is  it  free  from  the  objec- 
tions raised  against  symphyseotomv?  And  are  the  results  ob- 
tamed  sufficiently  good  to  encourage  the  profession  to  employ 
It  in  suitable  cases?  The  foreign  literature  answered  both  ques- 
tions in  the  affirmative. 

The  author  reported  brieflv  the  following  two  cases  of  nubi- 
otom\- :  '  ' 

Case  I.— Mrs.  W.,  aged  thirty-three  years,  2-para.  The  first 
pregnancy  terminated  by  difficult  high  forceps  operation.  Infant 
weighed  8  1-2  pounds;  head  badly  injured,  but  infant  survived. 

Second  labor  had  been  in  progress  eighteen  hours;  labor  one 
month  overdue.  Infant  weighed  10  1-2  pounds;  ossification  of 
bones  advanced,  and  the  head  diameters  one  to  two  centimeters 
above  normal.  Drs.  Luckett  and  Lewis  had  failed  to  deliver  with 
axis-traction  forceps.  Efforts  were  prolonged  because  thev  had 
succeeded  in  the  first  confinement.  The  patient  was  sent  to  the 
hospital  to  undergo  Cesarean  section. 

Dr.  I.  S.  Stone  saw  the  case  in  consultation  and  advised  sym- 
physeotomy or  pubiotomy.  Dr.  Fry  examined  the  patient  and 
advised  nubiotomy  because  of  the  active  efforts  that  had  been  em- 
ployed to  deliver  with  forceps  and  because  bloody  urine  indicated 
an  injury  to  the  bladder.  The  external  conjugate  measured  17.5 
cm.:  conjup^ata  vera  8.5  cm.  Fetal  heart  sounds  were  distinct; 
OS  fullv  dilated ;  head  at  the  brim,  with  a  large  caput  succedaneum. 
Patient  w^as  sent  to  the  operating  room  and  prepared.  A  long 
ligature  carrier  with  the  curve  at  right  angles  to  the  shank  wa's 
introduced  through  a  button-hole  incision  at  the  upper  margin  of 
the  bone  and  a  little  to  the  left  of  the  median  line.  Guided  by 
the  finger  in  the  vagina,  the  carrier  hugged  the  posterior  surface 
of  the  bone  and  came  out  underneath  on  the  external  surface  of 
the  labium  ma  jus  on  a  level  with  the  clitoris.  The  GigH  saw  was 
attached  to  the  ligature  and  drawn  through ;  the  bone  was  rapidly 
severed.  Hemorrhage  was  easily  controlled  bv  pressure  except 
at  the  lower  opening,  w^here  a  catgut  ligature  checked  the  bleed- 
ing and  closed  the  wound.  Infant  easily  extracted  with  forceps. 
The  ends  of  the  bone  separated  about  4  cm. :  more  than  necessar^• 
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and  due  to  failure  of  the  assistants  to  support  the  pelvis  laterally. 
Undue  stretching  of  the  soft  parts  caused  a  tear  in  the  anterior 
vag-inal  wall.  This  was  sutured  with  catgut  and  healed  without 
trouble. 

Patient  came  out  of  anesthetic  in  good  condition  and  made  an 
excellent  recovery.  Some  fever  during  first  week  (maximum 
102°),  with  disagreeable  odor  to  the  lochia.  The  pelvis  was 
fixed  with  a  broad  strip  of  adhesive  plaster  and  an  abdominal 
binder,  and  sand  bags  placed  at  the  sides  of  the  pelvis.  She  re- 
turned to  her  home  at  the  end  of  three  and  a  half  weeks  and  sat 
up  in  bed  after  the  fourth  week. 

Examined  April  12,  about  ten  weeks  after  the  operation.  Bony 
union  was  good.  No  callus  could  be  felt  on  the  anterior  or  pos- 
terior surfaces  of  the  bone  or  at  either  sacroiliac  articulation.  She 
walked  without  discomfort  and  had  no  trouble  in  going  upstairs. 

A  few  days  after  birth  the  infant  developed  meningeal  symp- 
toms and  died  on  the  fifth  day.  Autopsy  revealed  two  fractures 
of  the  occipital  bone  and  a  blood  clot  at  the  base  of  the  brain. 

Case  IL — He  was  called  by  Dr.  Roman,  Sunday  morning, 
March  17,  1907.  Dr.  Roman  was  unable  to  deliver  a  primipara 
with  high  forceps.  Patient  under  ether  two  hours.  She  was 
thirty-six  years  of  age  and  weighed  190  pounds.  The  perineum 
was  torn  and  the  vulva  badly  contused.  Labor  had  begun  the 
day  before  at  11  a.m.  Head  at  the  brim, -with  a  large  caput  suc- 
cedaneum ;  position  of  head  transverse,  occiput  to  left.  Flat  pel- 
vis ;  conjugata  vera  8.5  cm.  Patient  sent  to  hospital  and  imme- 
diatelv  prepared  for  operation.  The  method  was  changed  from 
that  of  the  previous  case  on  account  of  the  thickness  of  super- 
imposed fat.  Incision  3  or  4  centimeters  long  was  made  on  the 
left  of  the  median  line,  extending  upward  from  the  top  of  the 
pubic  bone.  The  finger  was  pushed  down  behind  the  bone  and 
then  with  the  finger  in  the  vagina  the  ligature  carrier  was  guided, 
as  before,  under  the  bone  and  to  the  outside  of  the  labium  ma  jus. 
Rone  speedily  severed  and  the  infant  delivered  with  forceps.  Sep- 
aration about  4  cm. ;  little  hemorrh.age.  Retractors  inserted  in 
the  incision  exposed  to  view  the  ends  of  the  bone.  Two  chromi- 
cizcd  catgut  sutures  were  passed  through  the  periosteum  and  the 
wound  closed  witii  silkworm  gut  sutures,  (^wing  to  the  thick 
layer  of  subcutaneous  fat.  the  adhesive  plaster  and  muslin  band- 
age failed  to  keep  the  ends  of  the  bone  approximated.  A  heavv 
canvas  surcingle,  about  three  inches  wide,  was  buckled  tightly 
with  two  straps  around  the  pelvis,  the  upper  edge  just  below  the 
anterior  superior  spine.  The  pelvic  girdle  was  padded  on  each 
side  to  relieve  pressure  and  answered  the  indications  admirablv. 
The  patient  was  annoyed  by  gaseous  distension  of  the  bowels  for 
one  week,  although  daily  evacuations  occurred.  Strychnia  was 
administered  by  mouth,  and  she  received  a  hypodermic  injection 
of  cscrine  salicylate,  gr.  T-40,  with  nitroglycerin,  gr.  i-ioo.  t.i.d. 
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jMagnesium  sulphate  by  mouth  on  alternate  days.  She  had  two 
or  three  de,^rees  of  fever  for  the  first  week  ;  then  it  rose  to  102° 
and  phlebitis  of  the  left  leg  developed.  On  the  tenth  day  her  con- 
dition was  excellent ;  on  the  eleventh  she  had  symptoms  of  cardiac 
embolism  and  died  in  twelve  hours. 

The  infant  weighed  nine  pounds :  it  made  a  few  ineffectual  ef- 
forts to  breathe.  The  head  w^as  badly  bruised  and  disfigured  by 
the  forceps. 

In  the  first  case  he  could  not  help  thinking  that  if  labor  had 
been  induced  about  two  weeks  before  the  expected  confinement 
(December  29)  she  would  have  given  birth  to  a  live  baby  either 
without  assistance  or  by  an  easy  forceps  delivery.  Or,  if  an  elec- 
tive Cesarean  section  had  been  performed  at  the  time  of  labor,  or 
even  if  the  pubiotomy  had  been  done  before  such  fruitless  efforts 
had  been  made  to  deliver  with  high  forceps,  the  infant  might 
have  been  saved. 

The  same  criticism  applied  to  the  second  case,  with  the  ad- 
ditional thought  as  to  whether  Cesarean  section  or  the  Porro 
operation  might  not  have  saved  her  life  even  in  the  unfavorable 
conditions  presented  at  the  time  he  saw  her. 

The  Fellows  of  this  Society  were  familiar  vv^ith  the  foreign  lit- 
erature of  pubiotomy,  and  his  object  now  was  to  obtain  American 
experience  and  views  of  its  value.  He  had  written  personal  let- 
ters to  a  number  of  prominent  obstetricians  asking  their  opinions 
and  he  took  this  opportunity  to  thank  them  for  courteous  replies. 

The  first  pubiotomy  performed  in  this  country  was  bv  Dr.  E.  B. 
Montgomery  of  Ouincy,  111.  Dr.  Whitridge  Williams  had  had 
the  largest  experience  in  pubiotomy,  having  performed  seven 
operations  at  the  Johns  Hopkins  Hospital. 

He  had  collected  in  all  twenty  pubiotomies  performed  bv  eleven 
operators.  They  were  distributed  geographicallv  as  follows  :  Bal- 
timore, 7;  New  York,  4;  Philadelphia,  3;  Washington.  2:  Brook- 
lyn, I  ;  Ouincy,  111..  I  ;  Montreal,  i ;  and  Cleveland,  i. 

In  favor  of  the  operation  he  mentioned  Norris,  Grandin,  De 
Lee,  Reynolds,  Marx,  Peterson,  E.  B.  Montgomery.  A.  H.  Bill, 
and  C.  S.  Bacon.  Not  in  favor  of  it :  Cragin.  Davis.  Hirst.  F.  S. 
Newell,  Gustav  Zinke,  Dorland,  Jarman,  Lapthorn  Smith.  Jew- 
ett  and  Gustav  Seeligman.  Newell,  Edgar,  Jewett.  Davis,  and 
Jarman  thought  symphyseotomy  gave  as  good  results  as  pubi- 
otomy. A  table  presented  gave  the  histories  of  the  twentv  opera- 
tions. 

The  sumniar}-  was  :  Twelve  of  the  pubiotomies  were  primarv 
and  eight  secondary.  The  maternal  mortality  was  four  deaths, 
or  20  per  cent,  of  all  the  cases.  In  the  primary  operations  there 
was  no  death ;  the  four  deaths  gave  a  mortality  of  50  per  cent,  for 
the  secondary  operations.  The  fatal  results  were  not  directly  at- 
tributable to  the  operation,  but  to  prolonged  labor  and  infection 
caused  by  fruitless  efforts  to  deliver  by  high  forceps  before  pubi- 
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otomy  was  resorted  to.  One  mother  died  of  shock  0:1  the  second 
day  (SeeHgman)  ;  one  from  sepsis  on  the  fifth  day  (Marx)  ;  one 
from  heart  embohsm  on  the  eleventh  day,  the  result  of  septic 
phlebitis  of  the  left  leg  (Fry)  ;  and  one  from  pulmonary  em- 
bolism forty-two  days  after  the  operation.  This  was  Hirst's  sec- 
ond case  and  the  patient  suffered  from  a  bad  laceration  of  the 
anterior  vaginal  wall  and  compound  fracture  of  the  symphysis, 
with  a  discharging  sinus.  Eight  of  the  infants  (40  per  cent.)  died 
during  the  first  week.  There  was  one  death  in  the  primary  cases 
(8  1-2  per  cent.).  This  was  reported  by  Williams  and  he  says: 
"It  is  hard  to  account  for  its  death  unless  it  can  be  attributed  to 
the  exceedingly  poor  way  in  which  the  mother  took  chloroform." 
Head  injuries  by  the  forceps  caused  four  deaths.  Seeligman 
says  in  his  second  case  there  was  a  hematoma  on  the  left  side  01 
the  neck  and  an  injury  to  the  right  frontal  bone  which  went  into 
the  brain  substance.  The  infant  in  Jewett's  case  died  in  convul- 
sions on  the  seventh  day.  In  my  first  case,  the  infant  died  on  the 
fifth  day  from  meningeal  symptoms.  Autopsy  showed  fracture 
of  the  occipital  bone  in  two  places  and  a  blood  clot  at  the  base  of 
the  brain.  In  my  second  case  the  infant  died  immediately  after 
birth  and  the  head  and  sides  of  the  neck  were  badly  bruised. 
Montgomery  said  the  infant,  in  his  case,  was  delivered  alive,  but 
so  cyanotic  and  exhausted  that,  despite  efforts  at  resuscitation,  it 
survived  but  thirty  minutes.  The  remaining  two  deaths  were  at- 
tributed to  "prolonged  labor"  (Marx)  and  "inspiration  pneu- 
monia" (Hirst). 

Complications  During  the  Operation. — Schmitt  broke  one  Gigli 
saw.  Marx  attempted  a  second  pubiotomy  and  broke  three  saws, 
then  completed  the  case  by  craniotomy.  Jewett  says  it  is  difficult 
to  prevent  this  accident,  as  the  saw  often  sticks.  Marx  thinks  it 
was  his  own  fault,  for,  he  says,  "instead  of  sawing  straight  up 
and  down,  I  did  it  in  a  semicircular  fashion."  In  Dr.  Fry's  cases 
the  bones  were  easily  and  quickly  sawed.  The  saw  should  be 
moved  up  and  down  with  a  steady  movement  and  not  in  jerks, 
and  it  ought  to  be  worked  at  an  obtuse  angle  of  12c  to  150 
degrees.  In  a  few  cases  there  was  a  little  hemorrhage  during 
the  operations,  but  most  of  the  operators  describe  it  as  "sharp," 
"profuse,"  or  "considerable."  It  comes  from  the  plexus  of  veins 
below  the  pubic  bones  and  from  the  crus  clitoridis.  As  a  rule, 
the  bleeding  was  readily  controlled  by  pressure.  Seeligman  was 
compelled  to  apply  deep  ligatures.  In  one  of  the  writer's  cases 
there  was  little  bleeding  and  no  effort  was  necessarv  to  control  it ; 
in  the  other  there  was  a  sharp  hemorrhage  from  a  superficial  ves- 
sel which  was  controlled  by  one  suture  that  also  closed  the  lower 
opening.  Laceration  of  the  anterior  vaginal  wall  was  mentioned 
in  seven  cases  (Jewett,  Schmitt,  Seeligman,  Williams,  Hirst  2, 
and  Fry).  In  Jewett's,  Seeligman's.  and  Williams'  cases  the 
lacerations  opened  into  the  incisions.     Seeligman  says :    "In  spite 
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of  the  utmost  care  in  extracting  the  head,  the  bridge  of  tissue  be- 
tween the  vagina  and  canal  made  by  the  Gigh  saw  gave  way  and 
on  inspection  I  found  that  the  vagina  was  entirely  torn  ofi.  on 
the  left  side  and  anteriorly."  In  one  of  Williams'  cases  he  re- 
ports :  "The  child  was  very  large  and  in  extraction  the  anterior 
vaginal  wall  tore  through,  making  a  large,  gaping  wound  in 
which  both  ends  of  the  pubic  bone  could  be  seen,  and  from  this 
wound  hemorrhage  was  profuse."  The  child  weighed  over  eight 
pounds  and  the  separation  of  the  ends  of  the  pubic  bone  was 
6-y  cm.  In  my  first  case  there  was  a  transverse  tear  of  the  an- 
terior vaginal  wall  on  the  right  side.  It  was  due,  as  Jewett  ob- 
served in  his  case,  to  the  inexperience  of  the  assistants,  allowing 
the  bone  to  separate  too  far.  All  of  these  cases  of  lacerations  of 
the  anterior  vaginal  wall  were  repaired  at  the  time  of  operation 
and  healed  without  complication.  In  one  of  Hirst's  cases  there 
was  a  submucous  tear  in  the  sulci  and  in  the  other  a  very  bad 
laceration  of  the  anterior  vaginal  wall,  with  an  infected  compound 
fracture  of  the  symphysis. 

In  none  of  the  cases  was  any  difficulty  encountered  in  extract- 
ing the  child  after  sawing  through  the  bone.  Schmitt's  case  and 
both  of  Seeligman's  were  allowed  to  continue  in  labor  from  one 
and  a  half  to  two  and  a  half  hours  after  separation  of  the  divided 
bone  before  application  of  the  forceps.  The  average  distance  of 
separation  of  the  bones  was  abouf4  cm.  It  varied  from  2.5  cm. 
to  6  or  7  cm.  \\^illiams  had  to  extract  the  placenta  manually  in 
one  case.  In  one  of  his  cases  and  one  of  the  author's  there  was 
postpartum  hemorrhage,  which  required  intra-uterine  tamponade. 

Coiiiplications  During  Puerperium  {Fever). — There  was  some 
rise  of  temperature  in  all  of  the  cases,  primarv  as  well  as  second- 
ary operations.  The  minimum  was  99.8°  and  maximum  102.4°. 
The  duration  of  febrile  elevation  varied  from  a  few  days  to  two 
weeks.  Septic  phlebitis  of  the  lowe"  extremities  was  reported  in 
five  patients  (Jewett,  Marx,  Fry,  and  two  of  Williams').  It  in- 
volved the  femoral  veins  of  both  legs  in  Jewett's  and  Marx'  cases 
and  affected  the  calf  of  the  leg  in  Fry's  and  Williams'.  Hem- 
atoma and  edema  of  the  vulva  on  the  left  side  occurred  five  times. 

There  was  no  reported  injury  to  the  bladder  or  urethra. 
Schmitt's  patient  was  unable  to  urinate  and  had  to  be  catheterized 
four  weeks.  She  developed  cystitis.  One  of  Williams'  cases  had 
to  be  catheterized  a  few  days. 

Marked  abdominal  distension  complicated  two  cases  (Williams, 
Fry).  In  Williams'  case  the  bowels  moved  poorly ;  in  the  author's 
free  evacuations  occurred  daily. 

Good  bony  union  resulted  in  all  of  the  cases  and  no  inconveni- 
ence in  walking  was  reported  except  in  one  of  Williams'  patients. 
"She  complained  of  some  difficulty  in  going  up  and  down  stairs, 
having  to  put  her  entire  weight  on  the  right  foot." 

Digital  examinations  could  detect  no  callus  on  the  posterior  sur- 
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face  of  the  bone  in  any  of  the  cases.  In  some  cases  definite  callus 
was  felt  anteriorly.  In  one  of  Williams'  cases  a  furrow  i  c.m. 
deep  on  the  anterior  surface  marked  the  site  of  union  of  the 
ends  of  the  bone,  and  in  the  same  case  callus  was  found  at  both 
sacroiliac  ioints. 

CONCLUSIONS. 

"Pubiotomy  is  a  satisfactory  operation,  so  far  as  the  operation 
itself  goes,  for  enlarging  the  pelvic  girdle  in  moderate  degrees 
of  pelvic  contraction.  It  is  easy  to  perform  and  can  be  employed 
in  simple  flat  pelves  with  a  conjugate  vera  of  7  or  7  1-2  c.m. 
Separation  of  the  severed  bone  for  4  or  5  c.m.  is  usually  sufficient 
to  enable  easy  extraction  with  forceps. 

"The  principal  objection  to  the  operation  is  the  difficulties  en- 
countered in  the  after-treatment.  They  are  little,  if  any,  less  than 
those  which  brought  symphyseotomy  into  disrepute.  The  pelvis 
must  be  immobilized  and  the  patient  kept  in  the  dorsal  position 
several  weeks.  Maternity  institutions  can  overcome  the  objection 
to  a  large  degree  by  the  use  of  a  special  bed,  as  the  hammock  sus- 
pension bed  described  by  Ayres.  Williams  used  the  Bradford 
frame  after  two  of  his  operations.  Jewett  employed  an  ordinary 
hospital  stretcher,  'the  poles  of  which  were  lashed  to  the  top  rails 
of  an  iron  bedstead.  A  trap  door  was  provided  for  the  dejecta.' 
Montgomery  recommends  a  pelvic  sling  suspended  from  the  ceil- 
ing and  attached  to  a  compound  pulley.  Ordinarily,  after  pubi- 
otomy and  symphyseotomy,  the  evacuations  of  the  bladder  and 
bowels  are  attended  with  discomfort,  and  it  is  a  hard  task  for  the 
nurse  to  keep  the  parts  clean,  which  is  the  more  important  after 
secondary  operations  where  the  patient  is  already  septic  and  the 
soft  parts  contused  and  lacerated. 

"In  consequence,  therefore,  of  the  unsatisfactory  convalescence 
after  pubiotomy  the  operation  will  obtain  in  this  country  a  limited 
field  of  usefulness  as  an  elective  operation.  Cesarean  section 
offers  a  substitute  free  from  this  objection  and  its  indications  will 
be  extended  to  embrace  these  cases  of  minor  degrees  of  pelvic 
contraction.  With  a  head  movable  above  the  inlet,  and  one  which 
will  not  descend  by  suprapubic  pressure,  that  operation  should  be 
performed  primarily.  When  the  head  is  moulded  and  engaged, 
forceps  may  be  tried  tentatively  before  resorting  to  section. 

"The  indications  for  pubiotomy  may  be  stated,  then  :  A  living 
child  and  some  contraindication  to  Cesarean  section.  The  usual 
conditions  presented  are :  A  moderate  degree  of  pelvic  contrac- 
tion, which  has  been  unrecognized  generally,  ineffectual  efforts 
employed  to  deliver  with  high  forceps,  the  woman  exhausted  and 
infection  probably  started. 

"If  the  child  be  dead,  craniotomy ;  if  alive,  pubiotomy — pubi- 
otomy in  spite  of  the  objections  raised  against  it.  It  is  better  to 
have  a  live  woman  at  the  end  of  a  tedious  convalescence  than  a 
dead  one  after  a  'successful'  operation."' 
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INDUCED    LABOR    AND   DELIVERY    BY    ABDOMINAL    SECTION. 

Dr.  Edward  P.  Davis  of  Philadelphia  said  among  obstetrical 
operations  there  was  none  which  in  selected  cases  gave  better  re- 
sults than  the  induction  of  labor.  This  VN'as  especiallv  true  in 
disproportion  between  mother  and  child,  whether  caused  by  pel- 
vic contraction,  excessive  fetal  size,  or  prolonged  pregnancv.'  Pri- 
vate patients  were  especially  benefited  by  this  operation,  as  they 
usually  came  early  under  the  care  of  the  obstetrician,  and  gave 
him  a  better  opportunity  to  study  their  cases  than  do  hospital  pa- 
tients. Private  patients  who  had  passed  through  a  disastrous 
first  confinement  were  often  safely  delivered  in  siibsequent  preg- 
nancies by  the  induction  of  labor. 

Experience,  however,  and  the  study  of  statistics  showed  that 
induction  of  labor  was  not  without  serious  disadvantages.  It  was 
a  process  uncertain  in  duration,  often  exposing  the  patient  to 
considerable  loss  of  rest  and  to  prolonged  suflfering.  Labor  was 
rarely  terminated  without  some  active  interference,  and  this  was 
most  often  to  be  accomplished  through  a  cervix  poorlv  prepared 
for  dilatation.  Some  of  the  methods  employed  to  terminate  in- 
duced labor  produced  unfavorable  presentations  and  positions  of 
the  fetus,  increasing  the  risks  to  mother  and  child.  While  it  was 
possible,  considering  the  interests  of  the  mother  first,  to  have  a 
low  mortality  and  morbidity  rate  for  her,  the  best  results  so  far 
published  gave  a  very  considerable  mortalitv  and  morbiditv  for 
the  infant.  He  believed  that  the  induction  of  labor  compared 
m  gravity,  when  the  interests  of  both  mother  and  child  were  con- 
sidered, with  other  major  obstetrical  operations. 

Dr.  Davis  then  cited  six  cases  to  illustrate  what  he  had  pre- 
viously said. 

He  strongly  urged  the  importance  of  conducting  cases  of  in- 
duced labor  in  such  a  manner  that  the  patient  shall  be  in  a  favor- 
able condition  for  a  major  operation,  if  necessary.  He  did  not 
believe  it  justifiable  during  induced  labor  to  make  eflforts  at  de- 
livery by  forceps  or  version  unless  the  conditions  were  such  as  to 
make  it  reasonably  certain  that  these  operations  would  be  imme- 
diately successful.  If  engagement  of  the  head  did  not  develop 
during  induced  labor,  the  use  of  the  forceps  was  a  dangerous  pro- 
cedure. If  the  operator  was  sure  of  the  size  and  contour  of  the 
pelvis,  and  reasonably  certain  of  the  comparative  size  of  the  fetus, 
version,  where  the  head  did  not  engage,  was  the  safer  operation! 
He  would  not  resort  to  delivery  by  section  in  a  case  where  ef- 
forts at  delivery  by  forceps  or  by  version  had  been  made.  With 
careful  antiseptic  technique  it  was  possible  to  introduce  bougies 
within  the  uterus,  or  even  to  employ  dilating  bags  without'^in- 
fecting  the  patient.  These  procedures  should  not  cause  lacera- 
tions and  should  not  essentially  wound  the  epithelia  of  the  genital 
tract.  It  was  impossible,  however,  to  make  tentative  traction  with 
forceps,  or  to  practice  the  manipulations  necessarv  in  attempting 
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version  without  producing  lesions  in  the  genital  tract  through 
which  infection  might  enter.  It  was  his  practice  to  decline  celio- 
hysterotomy  in  all  cases  where  forceps  or  version  had  been  tried. 

In  severely  septic  cases,  the  child  being  dead  and  unsuccessful 
efforts  having  been  made  at  delivery,  he  thought  the  Porro  opera- 
tion would  give  the  best  results. 

In  cases  where  forceps  or  version  had  been  tried  without  suc- 
cess, if  the  child  was  living,  he  believed  that  the  consultant  should 
again  try  whichever  of  these  procedures  he  thought  best,  using 
Walcher's  position,  if  advisable,  and,  failing  in  these,  craniotomy 
should  be  done. 

He  then  reviewed  six  cases  of  delivery  by  abdominal  section. 

His  experience  in  cases  of  section  uninfected  before  labor  num- 
bered at  that  time  forty,  with  a  maternal  mortality  of  2.5  per  cent., 
or  one  mother,  and  without  mortality  among  the  children. 

Pubiotomy  was  at  present  under  trial  as  a  method  of  delivery 
for  disproportion.  The  advantages  claimed  for  this  procedure 
were  a  small  and  insignificant  wound,  and  prompt  enlargement  of 
the  pelvis,  which  became  permanent  and  permitted  of  possible 
spontaneous  labor  in  the  event  of  subsequent  pregnancy.  The  dis- 
advantages found  in  this  operation  were  the  occurrence  of  bleed- 
ing, with  the  formation  of  hematoma,  injury  to  the  bladder,  lacer- 
ations opening  into  the  vagina,  and  the  disadvantage  common 
to  all  cases  of  delivery  through  the  pelvis,  namely,  abnormal 
mechanism,  with  possible  injury  to  the  fetus. 

These  disadvantages  were  those  common  to  symphyseotomy, 
but  it  was  alleged  that  they  were  less  serious  and  frequent.  The 
author's  experience  in  symphyseotomy  numbered  eight  cases.  The 
results  were  fairly  satisfactory,  but  did  not  compare  favorably 
for  mother  and  child  with  the  results  of  delivery  by  abdominal 
section.  Bleeding  was  more  common  after  pubiotomy  than  sym- 
physeotomy, especially  if  the  latter  be  performed  by  the  so-called 
open  method.  Injury  to  the  vagina  was  common  to  both  opera- 
tions in  primiparous  patients.  Abnormal  mechanism  of  labor  was 
common  to  both.  Injury  to  the  bladder  might  occur  in  both,  and 
both  operations  were  followed  by  permanent  enlargement  of  the 
pelvis.  Pubiotomy  was  thought  superior  because  of  giving  bony 
union  and  greater  firmness  to  the  pelvis,  when  the  patient  walked 
after  the  operation.  After  symphyseotomy  the  union  was  fre- 
quently ligamentous,  when  it  was  thought  that  the  pelvis  might 
move  as  the  patient  walked.  In  the  writer's  experience  firm  union 
occurred  in  the  symphysis  in  several  cases. 

The  writer  quoted  freely  from  the  literature  on  pubiotomy.  He 
had  not  attempted  to  make  a  complete  summary  of  it,  but  a  suf- 
ficient number  of  cases  had  been  reported  to  show  that  the  opera- 
tion, like  all  other  surp-ical  procedures,  was  not  without  its  dan- 
gers and  disadvantages.  A  maternal  mortality  of  from  5  to  7 
per  cent,  and  a  fetal  mortalitv  of  17  per  cent,  indicated  its  sever- 
itv. 
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A  further  factor  to  be  taken  into  consideration  in  surgical  pro- 
cedures was  the  thoroughness  and  completeness  of  a  given  opera- 
tion. Pelvic  delivery,  to  be  completely  successful,  must  leave 
the  patient  with  wounds  surgically  closed,  hemorrhage  prevented, 
and  the  patient  in  an  aseptic  condition.  No  operation  in  other 
branches  of  surgery  could  be  considered  satisfactory  which  did 
not  accomplish  this.  In  addition,  the  obstetrical  surgeon,  to  be 
completely  successful,  must  deliver  the  child  living  and  in  good 
condition.  It  was  difificult  in  many  cases  of  pelvic  delivery  to  sat- 
isfy these  criteria  of  success. 

He  had  no  disposition  to  minimize  the  difficulties  of  delivery 
by  abdominal  section.  It  was  true  that  the  uterine  muscle  was 
left  with  a  scar  which  might  not  be  as  strong  as  the  original 
structure.  Sutures  had  parted  in  the  uterine  muscle,  allowing 
fatal  hemorrhage;  infection  had  occurred  in  some  cases,  and 
hernia  of  the  abdominal  wound  might  develop. 

When,  however,  all  things  were  considered,  and  especially 
when  the  fetal  mortality  was  taken  into  consideration,  the  claims 
of  abdominal  section  for  safe  delivery  of  mother  and  child  could 
not  be  disregarded.  He  did  not  believe  that  at  the  present  time 
a  dogmatic  opinion  should  be  formed  concerning  anv  one  method 
of  delivery. 

(7V)    /;/?    continued.) 
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Meeting  of  April  g,  1907. 
The  President,  Brooks  H.  Wells,  M.D.,  iji  the  Chair. 
Dr.  H.  N.  Vineberg  presented  a  specimen  of 

UTERUS  DIDELPHYS  WITH  ENORMOUS  DILATATION  OF  RIGHT  CERVIX 

WITH  BLOOD  FORMING  A  TUMOR,  SIMULATING  A  FIBROID 

GROWTH  IN  THE  CERVIX. 

Miss  I.  B.,  aged  18,  single,  had  typhoid  fever  at  13  years,  no 
acute  illness.  Began  to  menstruate  at  14  years,  four  weekly  type, 
regular,  amount  moderate,  attended  with  slight  backache.  For 
four  months  prior  to  admission  into  Mt.  Sinai  Hospital,  Sep- 
tember 25,  1906,  began  to  suffer  from  difficulty  in  voiding  urine 
and  from  a  feeling  of  weight  in  the  hypogastrium.  She  was  of 
medium  size.  External  genitals  normally  developed.  Vagina 
capacious  and  of  usual  length.  On  bimanual  examination  a  globu- 
lar tumor,  size  of  a  large  cocoanut,  was  found  occupying  the 
pelvic  cavity  anteriorly  and  bulging  considerably  against  the 
anterior  vaginal  wall.    The  tumor  was  fairly  movable.    Projecting 
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from  its  superior  surface  was  a  body  corresponding  in  size  to  the 
uterus.  On  vaginal  inspection  with  a  speculum  a  small  circular 
opening  was  seen  at  the  left  side  of  the  tumor.  A  sound  entered 
this  and  passed  toward  the  left  side  for  a  distance  of  about  3 
inches.  The  diagnosis  was  made  of  a  large  submucous  fibroid 
distending  the  lower  part  of  the  uterine  cavity  and  dilating  the 
cervical  canal.  September  28  abdominal  section  was  made. 
When  the  abdomen  was  opened  it  was  seen  that  there  were  two 
uterine  cornua,  both  fully  developed,  but  the  right  the  larger  of 
the  two.     Apparently  springing  from  a  common  cervix  was  a 


globular  tumor  of  the  size  above  stated  (large  cocoanut),  dipping 
into  the  pelvic  cavity.  After  tying  off  both  ovarian  vessels  and 
the  round  ligament,  the  vesicouterine  fold  was  cut  through  and 
the  bladder  pushed  down  from  the  anterior  <;urface  of  the  tumor. 
An  attempt  was  now  made  to  deliver  the  tumor,  but  this  was 
found  impossible.  It  was  then  decided  to  bisect  the  tumor  so  as 
to  facilitate  its  removal.  On  cutting  through  the  fibrous  tissue 
for  the  depth  of  about  half  an  inch,  to  mv  great  surprise,  thick, 
tarrv  blood  appeared,  and  then  the  true  nature  of  the  cond-'ion 
dawned  upon  me.     Both  uteris  and  cervices  were  then  removed. 
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The  removed  specimen  (See  Figure)  showed  that  there  were  two 
uterine  bodies,  each  with  its  tube  and  ovary  and  complete  cervix. 
The  OS  of  the  right  cervix  possessed  no  aperture,  and  the  men- 
strual blood  collected  in  the  cervix,  distending  it  to  the  dimension 
above  stated.     The  patient  made  an  uneventful  recovery. 

.\bnormal  development  of  the  female  genital  organs,  resulting 
in  various  kinds  of  deformities,  is  not  very  uncommon.  In  glanc- 
ing through  the  literature  only  a  few  cases  were  found  presenting 
similar  conditions  to  the  one  here  described.  The  case  is  presented 
on  account  of  its  rarity  and  because  of  the  mistaken  diagnosis. 
Even  with  the  abdomen  open  and  being  able  to  inspect  the  parts 
thoroughly,  the  true  condition  was  not  suspected.  Having  found 
an  abnormal  development  of  the  uterine  body,  I  admit  I  should 
have  been  thrown  upon  my  guard  and  suspected  further  abnormal- 
ities. But  the  tumor  looked  and  felt  so  much  like  a  fibroid  growth 
and  having  had  a  similar  looking  growth  in  the  cervix  which 
proved  to  be  a  fibroid,  a  few  weeks  before,  my  suspicion  was  not 
aroused.  A  colleague,  a  fellow  of  the  New  York  Obstetric  So- 
cietv,  who  was  present  at  the  operation  and  who  had  a  good  view 
of  the  pelvic  contents,  formed  the  same  opinion  of  the  condition 
as  I  did. 

The  case  is  therefore  placed  upon  record  for  the  purpose  of  sta- 
tistics and  with  the  view  of  preventing  some  one  else  from  falling 
into  a  similar  error. 

DISCUSSION   ox  DR.  VIXEBERg's  SPFCIMEXS. 

Dr.  C.  a.  vox  R.\MDOHR — I  should  like  to  call  attention  to  the 
comparative  newness  of  the  operation  for  hematometra.  Twenty- 
three  years  ago  I  had  my  first  case  of  hematometra,  and  at  that 
time  I  looked  through  every  text-book  I  could  find  and  everyone 
advised  always  a  very  small  opening  and  slow  emptying.  I  had 
a  sharp  scalpel,  which  perchance  slipped,  and  made  a  much  larger 
opening  than  intended.  Then  I  had  occasion  to  see  how  rapidly 
the  uterus  could  get  back  to  its  original  shape.  Originally  there 
was  just  the  very  fundus,  which  felt  like  uterine  tissue:  the  rest 
seemed  to  be  of  paper  thickness.  While  examining  the  parts 
they  too  their  anatomical  shape. 

Dr.  H.  C.  Taylor. — I  should  like  to  ask  how  you  differentiate 
a  uterus  didelphys  from  a  uterus  bicornis.  Did  I  understand  Dr. 
A^ineberg  to  say  there  were  two  cervices,  or  two  canals? 

Dr.  H.  N.  A'txeberg. — There  were  two  cervices.  I  presented 
the  specimen  not  only  on  account  of  its  rarity  but  also  on  account 
of  the  mistaken  diagnosis.  Even  with  the  abdomen  open  and 
noting  that  there  were  two  distinct  and  fully  developed  uterine 
bodies,  the  cervical  tumor  looked  like  a  fibroid  growth  in  the 
cervix.  Dr.  LeRoy  Broun,  who  was  present,  was  of  the  same 
opinion.  I  cannot  recall  anv  case  in  the  literature  presenting  an 
exactlv  similar  condition. 
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Dr.  Vineberg  also  reported 

TWO  CASES  OF  CHORIOEPITH  ELIOMA.* 
A    CASE  OF   RECONSTRUCTED    URETHRA   AND    BLADDER. 

Dr.  J.  Riddle  Goffe  in  presenting  this  case  said :  The  patient 
I  bring-  before  you  to-night  ilkistrates  one  of  the  most  successful 
pieces  of  plastic  work  on  the  urinary  bladder  and  urethra  that  has 
come  within  my  experience  or  knowledge.  The  perfected  work 
is  the  "resultant  complex,"  so  to  speak,  of  the  combined  efforts 
of  at  least  four  dififerent  operators  here  in  New  York,  the  finish- 
ing touches  of  which,  consisting  of  the  construction  of  the  urethra 
and  the  establishment  of  control  of  the  urine  were  contributed  by 
myself. 

The  patient  gives  a  somewhat  remarkable  history,  which,  from 
the  fact  that  when  she  came  under  my  observation  she  had  be- 
come completely  hospitalized,  suggests  the  wisdom  of  subjecting 
it  to  careful  mental  tension  at  least  before  accepting  it  in  its  en- 
tirety. 

History. — Miss  S.,  asre  thirty-two,  a  lace  worker.  Six  years 
ago  in  escaping  from  a  tenement-house  fire  she  fell  and  came 
down  astride  the  railing  of  the  iron  balcony  of  the  fire-escape. 
The  rail  gave  way  and  the  upright  penetrated  the  vagina  and 
bladder.  In  the  penetration  and  the  rough  removal  of  this  ragged 
piece  of  iron  the  base  of  the  bladder  and  the  entire  urethra  were 
torn  away.  Since  that  event  she  has  spent  almost  her  entire  time 
in  the  hospitals  of  the  city,  recovering  from  the  accident  and 
seeking  to  gain  control  of  the  urine.  One  general  surgeon  and 
two  gynecologists  had  each  done  from  two  to  four  operations 
to  restore  the  urinary  control,  and  in  addition  to  this  she  had 
been  subjected  to  four  abdominal  laparotomies,  the  scars  of  which 
she  Dointed  to  with  pride.  Whether  these  were  necessitated  by 
infiammatorv  processes  of  internal  injuries  due  to  the  penetration 
of  the  iron  into  the  abdominal  cavity  or  infection  along  more 
natural  channels  could  not  be  ascertained.  One  was  for  appen- 
dicitis. I  myself  plead  guiltv  to  performing  a  fifth  laparotomy 
while  she  was  under  my  observation  and  care  for  the  purnose  of 
unsnarling  the  omentum  and  left  uterine  appendages  and  break- 
ing up  extensive  adhesions  between  the  coils  of  intestine.  The 
right  uterine  adnexa  and  the  appendix  had  been  removed. 

To  return  to  the  urinarv  a'^'^aratus.  On  examination  I  found 
the  vagina  greatlv  contracted,  its  anterior  walls  composed  of  scar 
tissue  radiating  in  every  direction.  The  capacity  of  the  bladder 
was  apparently  greatly  diminished,  but  its  base  was  entire  down 
to  the  snhincter.  The  opening  here  readily  admitted  the  finger. 
The  onlv  trace  of  a  urethra  was  a  strip  of  mucous  membrane 

*See  original  article,  page  815. 
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about  one-sixteenth  of  an  inch  wide  with  ra.s^ged  edges,  the  deep 
bed   of   stitches  that   had   evidently   cut   out   reaching  out    into 
the  adjacent  tissue  at  either  side.    The  urine  dribbled  away  con- 
stantly.    To  restore  the  parts  to  the  condition  you  see  now   I 
operated  three  times.     The  first  operation  restored  the  sphincter 
muscle,  the  balance  of  the  sutures  tearing  out  through  too  great 
tension  from  the  surrounding  parts.     At  the  second  operation  I 
made  an  incision  well  out  on  either  side  parallel  with  the  course 
of  the  urethra  and  going  deep  enough  to  incise  the  fascia.   Grasp- 
ing the  middle  point  of  th.s  incision  with  tenacula  and  stretching 
the  wound  open  laterally,  I  then  passed  the  sutures  so  as  to  make 
the  line  of  suture  perpendicular  to  the  line  of  original  incision. 
This  was  done  on  each  side.    This  so  relaxed  the  tension  on  the 
tissue  composing  the  new  urethra  as  to  remove  all  traction  upon 
the  sutures  and  at  the  same  time  drew  the  tissues  at  the  neck 
of  the  bladder  snug  up  under  the  arch  of  the  symphysis  pubis,  thus 
strengthening  the  power  of  control.     A  little  pin-hole  opening 
remained  at  the  junction   of  the  urethra   with  the  neck  of  the 
bladder  which  was  subsenuently  closed.     For  five  or  six  weeks 
after  the  last  operation  she  was  known  to  sleep  dry  all  night 
and  retain  the  urine  for  four  hours  during  the  day.     I  then  em- 
phatically urged  her  to  take  up  her  trade  of  lace  makin"^  and 
go  back  to  work.     She  appeared  a  few  weeks  later  and  said  she 
could  not  go  to  work  because  she  was  leaking  again  and  wanted 
to  enter  the  hospital.     I  put  her  at  once  upon  the  table  and  drew 
from  her  bladder  bv  catheter  over  six  ounces  of  urine.     I  believe 
she  is  a  malingerer,  that  she  has  reasonably  good  control,  and 
could  go  to  work  if  she  wished.    I  present  her  for  your  insepction. 
Dr.  Geo.  G.  Ward,  Jr- — I  am  interested  in  this  case  of  Dr. 
Goffe's  because  I  find  that  I  have  operated  upon  her  several  times 
myself.     She  came  into  my  service  at  the  Post-Graduate  Hospital 
in  1903.     She  had  been  operated  upon  a  number  of  times  by  dif- 
ferent surg^eons  for  appendicitis,  floating  kidney,  ovarian  disease, 
and  mastoiditis.     In  fact,  she  had  the  operation  habit  in  a  most 
pronounced  form ;  but  I   felt  justified  in  operating,  as   she  had 
complete  incontinence  of  urine  with  a  dilated  urethra,  which  would 
admit  the  little  finger  into  the  bladder  without  difficulty.     The 
condition  seemed  as  if  some  artificial  dilatation  had  been  practiced. 
The  first  operation  that  I  did  was  a  Gersuny,  dissecting  out  th^ 
urethra  and  twisting  it  i8o  degrees  and  suturing  it  back  in  its 
place.     She  had  only  partial  control  after  this  procedure.     It  was 
not  a  success.     The  next  operation  I  did  was  to  dissect  out  the 
whole  lower  two-thirds  of  the  circumference  of  the  urethra  and 
to  throw  it  into  a  longitudinal  fold  and  suturing  it.  endeavorins: 
m  that  way  to  narrow  the  lumen  and  also  throwing  the  base  of  the 
bladder  into  a  fold.    This  was  also  a  failure,  as  the  urethral  walls 
stretched  out  after  promising  success.     The  patient  went  home 
for  three  months  to  allow  the  vaginal  tissues  to  recuperate.    She 


848  TRANSACTIONS   OF  THE 

returned  for  another  try  and  this  time  I  first  established  a  vesico- 
vaginal fistula  with  catheter  drainage  and  then  adopted  the  pro- 
cedure of  Frank  and  Engstrom,  which,  according  to  Howard 
Kelly,  recommends  itself  as  the  most  rational  plan.  This  con- 
sists of  cutting  a  V-shaped  wedge  out  of  the  floor  of  the  urethra, 
including  the  entire  thickness  of  the  vaginal  and  urethral  wall  and 
extending  up  to  within  a  centimeter  of  the  internal  meatus.  The 
walls  are  then  sutured  together,  thus  reducing  the  caliber  of  the 
urethra.  This  healed  by  first  intention  except  at  one  small  spot 
as  big  as  a  pea,  where  a  urethro-vaginal  fistula  was  the  result.  I 
closed  this  later  with  silver  wire  sutures,  shotting  the  ends  of  the 
sutures  together.  We  had  been  handicapped  throughout  by  this 
patient  being  a  very  obstreperous  woman,  and  at  times  she  was 
very  unruly,  pulling  the  catheter  out  willfully,  etc.,  and  on  the 
second  day  after  this  last  operation  she  got  in  a  rage  because  the 
nurse  did  not  respond  to  her  call  as  rapidly  as  she  thought  she 
ought  and  deliberately  pulled  out  the  vaginal  gauze,  silver  wire 
sutures  and  part  of  her  urethra,  thus  spoiling  what  had  been  ac- 
complished. After  this  the  hospital  authorities  requested  that  she 
be  discharged,  as  she  was  the  cause  of  so  much  trouble  in  the  ward 
and  was  unwilling  to  conform  to  the  rules.  This  was  the  last 
I  saw  of  her  until  to-night.  What  Dr.  Goffe  has  accomplished  is 
a  great  improvement  over  the  condition  she  left  my  service  in,  but 
she  still  has  incontinence. 

I  should  like  to  ask  if  any  members  of  this  Society  have  had 
any  experience  with  E.  C.  Dudley's  operation  for  incontinence  of 
urine,  which  he  published  about  two  years  ago.  After  making  a 
horseshoe  denudation  around  the  meatus,  it  is  drawn  up  and 
practicall}-  stitched  to  the  clitoris  and  the  urethra  flattened  out  by 
suturing  the  sides  of  the  horseshoe.  I  have  done  it  once  with  a 
partial  result  only.  About  a  month  afterward  she  began  to  leak 
again,  as  the  tissues  stretched. 

Dr.  Brooks  H.  Wells. — That  is  the  only  operation  that  I  have 
ever  done  for  this  condition  which  gave  satisfaction. 

Dr.  Charles  Tewett. — I  operated  upon  a  case  ten  or  eleven 
days  ago  for  dilated  urethra.  The  injury,  the  woman  said,  oc- 
curred in  delivery  by  embryotomy  for  pelvic  contraction.  She 
was  operated  upon  five  times  by  a  member  of  this  Society  before 
a  satisfactory  result  was  obtained.  After  a  second  similar  deliv- 
erv  the  incontinence  returned,  .\nother  member  of  the  Society 
ojierated  eleven  times.  These  o]:)crations  were  apparently  central. 
When  I  first  saw  her  there  was  almost  complete  incontinence,  the 
niaximum  amcnmt  of  urine  at  each  voluntary  urination  being  one 
ounce.  A  constriction  of  the  urethra  just  above  the  meatus  meas- 
ured 16  mm.  The  rest  of  the  canal  was  much  more  dilated.  I 
did  a  Pawlik  operation  on  one  side.  .She  was  allowed  out  of  bed 
to-day — sooner  than  I  had  intended — and  now  retains  seven  or 
eight  ounces  of  urine.  I  hope  to  operate  upon  the  other  side 
within  a  few  weeks. 
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Dr.  C.  C.  B.arrows. — There  seems  to  be  a  great  deal  of  in- 
definiteness  regarding  her  retention  of  urine ;  she  says  ahnost  any- 
thing you  ask  her.  She  apparently  has  a  nice  looking  urethra  and 
you  can  see  the  effort  at  repair.  The  meatus  seems  to  be  in  the 
right  place  and  bridged  in  nicely.  But  she  says  to  one  that  the 
water  runs  away  from  her  all  the  time  and  to  another  that  she 
can  go  two  or  three  hours.  You  can  hardly  make  a  fair  criticism 
of  the  operation  from  what  you  can  get  from  such  a  patient. 

Dr.  Charles  Jewett. — The  vagina  is  very  short.  The  urethra 
seems  to  show  a  satisfactory  result  anatomically.  The  small  vol- 
ume of  urine  retained  may  be  due  to  cystitis  rather  than  to  fault  of 
the  controlling  muscles. 

Papers  were  read  by  Drs.  Jewett  and  Cooke  on  the 

INDUCTION    OF    LABOR.* 

Dr.  C.  a.  VON  Ramdohr. — I  thank  Dr.  Jewett  for  his  very 
learned  and  profound  paper,  and  I  am  glad  that  on  the  whole  I 
have  come  to  the  same  conclusions  as  he  has.  The  many  diverse 
opinions  of  the  distinguished  authors  make  it  appear  that  we  have 
authorities  for  all  kinds  of  procedures  in  various  indications. 
Therefore,  I  think  it  proper  to  give  our  own  individual  views. 

It  is  impossible  to  say  that  hyperemesis  always  demands  inter- 
vention. I  have  had  thirty-one  years'  experience  in  obstetric 
work  and  I  never  induce  abortion  in  hyperemesis  unless  rectal 
alimentation  fails.  I  do  not  regard  tuberculosis  as  an  indication 
for  the  interruption  of  pregnancy,  especially  as  we  do  not  recog^ 
nize  the  transmissibility  of  tuberculosis  to  the  fetus ;  it  is  only 
necessary  to  interfere  in  exceptional  cases,  where  the  pulmonary 
action  is  interfered  with  by  pressure. 

I  have  never  seen  a  woman  die  of  cardiac  disease  during  preg- 
nancy. I  have  only  heard  of  one  woman,  the  wife  of  a  colleague 
of  ours,  who  died  of  cardiac  disease  during  her  confinement. 

Therefore,  I  would  say  that  in  hyperemesis,  in  advanced  kid- 
ney disease,  in  tuberculous,  in  cardiac,  or  mental  disease  interven- 
tion is  only  demanded  when  there  is  direct  danger  to  the  mother. 
As  a  matter  of  course,  the  child's  life  is  of  secondary  importance. 

For  inducing  premature  labor  T  use  a  bougie  about  the  size  of 
the  little  hnger,  lacquered  black,  not  yellow,  which  can  be  disin- 
fected easier,  and  is  smeared  with  5  per  cent,  carbolic  vaseline.  I 
have  never  used  the  catheter  and  guide.  According  to  Dr. 
Krause,  the  bougie  must  be  introduced  on  the  anterior  surface, 
but  I  am  glad  enough  to  get  the  bougie  in  on  the  posterior  sur- 
face. This  bougie  will  slide  in  perfectly  easy  to  the  fundus  if 
properly  oiled  and  under  the  guidance  of  the  finger,  especially 
when  the  anterior  lip  is  steadied  by  the  volsellum  forceps.  If  the 
end  projects  it  may  be  cut  off,  then  tampon  the  vagina  with  iodo- 

*5ee  original  articles,  pages  753  and  "68. 
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form  gauze  and  labor  will  be  induced  within  twelve  hours.  We 
should  individualize  more  in  performing  premature  labors. 

Dr.  Cooke  says  that  symphyseotomy  should  be  thrown  to  the 
dogs.    I  do  not  think  so. 

Dr.  J.  Clifton  Edgar. — These  are  interesting  and  valuable 
papers  that  have  been  presented  to  us  to-night.  There  are  so 
many  things  brought  up  that,  in  the  short  time  allowed  for  dis- 
cussion, it  is  only  possible  to  refer  to  a  few  of  them. 

The  frequency  with  which  the  thirty-sixth  week  has  been  men- 
tioned as  the  time  for  the  induction  of  premature  labor  seems  to 
indicate  that  to  be  almost  the  limit  for  the  induction  of  premature 
labor.  I  think  the  tendency  to-day  is  to  place  the  thirty-fourth, 
thirty-fifth,  or  the  thirty-sixth  week  as  the  limit  for  the  induction 
of  premature  labor.  I  am  getting  to  be  more  and  more  in  accord 
with  the  idea  that  the  more  we  antedate  the  thirty-sixth  week  the 
less  chance  have  we  of  saving  the  child.  These  premature  chil- 
dren will  not  stand  mauling  or  rough  handling.  In  the  thirty- 
fourth  or  thirty-fifth  week  the  induction  of  premature  labor, 
because  of  the  severity  of  extraction  necessary  in  cases  of  con- 
tracted pelves,  endangers  the  life  of  the  child.  I  am  not  in  ac- 
cord with  those  authorities  who  claim  that  they  reject  entirely 
the  induction  of  premature  labor  in  cases  of  contracted  pelves. 
I  believe  the  induction  of  premature  labor  always  has  had,  and 
always  will  have,  a  place  in  the  management  of  contracted  pelves 
where  we  have  a  relative  contraction,  and  I  am  in  accord  with 
what  Dr.  Cooke  said  in  relation  to  those  cases. 

I  am  not  exactly  in  accord  with  the  objections  that  have  been 
raised  against  the  use  of  hydrostatic  bags.  The  standpoint  that 
I  take  in  regard  to  hydrostatics  in  the  induction  of  premature 
labor  is  this :  In  my  maternity  and  private  practice,  taking  all 
the  methods  into  consideration,  the  bougie,  the  gauze  packings, 
the  Pomeroy  bags,  and  the  hydrostatic  bags,  I  find  that  I  am  using 
the  last  named  more  frequently  than  ever  before. 

One  point  brought  out  to-night  was  the  frequent  reference 
made  to  the  bougie  for  the  induction  of  premature  labor.  In  the 
last  few  years  the  bougie  has  been  actually  condemned  in  the 
New  York  Obstetrical  Society  as  a  means  of  inducing  premature 
labor.  I  have,  however,  never  discarded  it  entirely,  for  I  alwavs 
feel  that  the  bougie  has  a  place.  I  employ  a  hollow  bougie,  closed 
at  the  distal  end,  and  sterilized,  and  which  can  be  used  very 
satisfactorily  without  the  aid  of  the  stylet.  It  has  been  claimed 
that  the  bougie  will  fail  in  inducing  labor ;  it  has  been  so  claimed 
a  number  of  times.  It  may  fail  to  induce  labor,  perhaps,  but  it 
never  fails  to  accomplish  something  in  a  pregnant  uterus.  It 
always  aids  in  that  it  paves  the  way  for  the  subsequent  use  of 
instruments,  whether  manual  or  instrumental.  I  have  yet  to  see 
a  uterus  that  was  not  influenced  by  the  bougie  to  the  extent  at 
least  of  causing  a  softening  of  the  cervix. 
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I  am  in  accord  with  what  Dr.  Jewett  stated ;  in  tuberculosis  it 
is  always  pretty  difficult  to  decide  whether  we  should,  or  should 
not,  induce  abortion  or  premature  labor.  Personally  I  am  in  ac- 
cord with  the  justness  of  inducing  labor  in  these  cases. 

The  same  difficulty  in  deciding  upon  what  to  do  appears  in 
cardiac  cases.  It  is,  however,  my  custom  to  allow  cardiac  cases 
to  go  on  until  there  appears  marked  cardiac  failure.  It  is  amazing 
how  a  mitral  case  will  go  on  to  the  viability  of  the  child  before 
failure  occurs.  During  the  last  few  years  I  have  had  charge 
of  several  grave  cardiac  cases  and  I  leave  them  alone  until  there 
are  positive  indications  for  the  induction  of  premature  labor. 

In  cases  of  chronic  parenchymatous  nephritis,  if  labor  is  not  in- 
duced we  take  the  risks  not  only  of  losing  the  fetus,  but  of  dam- 
aging the  kidneys.  In  cases  of  mild  parenchymatous  nephritis 
one  can  allow  labor  to  proceed  until  the  thirty-sixth  or  thirty- 
seventh  week  in  the  absence  of  any  marked  symptoms  of  kidney 
failure.  Then  labor  can  be  induced  without  annreciably  damaging 
the  kidneys. 

Dr.  H.  N.  Vineberg. — There  is  a  subject  that  I  should  like  to 
hear  discussed  which  was  brought  up  by  a  friend  of  mine,  a 
prominent  neurologist,  Dr.  B.  Sachs  of  this  city,  that  is,  the  dam- 
age done  to  the  fetus  and  the  effects  of  such  damage  to  the  fetus 
in  after  life,  by  prolonged  and  difficult  labors.  His  solution  was 
the  application  of  forceps.  But  that,  it  seems  to  me,  would  not 
overcome  the  difficulty,  because,  when  we  have  a  large  head  and 
small  passages,  the  compression  of  the  head  would  be  even 
greater  than  if  we  allowed  nature  to  take  its  course.  In  conver- 
sation with  Dr.  Sachs  I  su^^o-ested  that  perhaps  a  way  to  over- 
come this  would  be  by  inducing  labor  one  or  two  weeks  before 
the  expected  term.  He  has  collected  a  number  of  cases  showing 
the  bad  effects  on  the  mental  condition  of  the  children  in  the  de- 
layed cases  and  difficult  cases. 

In  one  of  the  institutions  with  which  he  is  connected  I  think 
he  stated  that  20  or  25  per  cent,  of  the  idiotic  children  were  in 
that  condition  as  the  result  of  difficult  labors.  He  makes  the 
point  that  great  compression  for  a  short  time  is  not  as  injurious 
as  continued  compression  for  a  longer  period.  He  says  one  can 
see  hemorrhages  in  the  pia  mater  and  even  into  the  brain  tissue 
itself.  It  seems  to  me  that  this  subject  was  worth  while  discuss- 
ing and  devoting  an  evening  to.  There  is  a  case  in  point  from 
which  I  learned  much.  I  delivered  a  woman  last  year.  Her  first 
child  was  born  after  she  was  three  days  in  labor.  The  family 
physician  sent  for  a  man  well  known  to  all  here.  He  applied  the 
forceps  and  delivered  her.  The  child  is  now  three  years  of  age 
and  almost  an  idiot.  She  came  to  me  with  that  history  and 
twelve  days  before  her  expected  time  I  induced  labor  and  got  a 
normal  child.  The  child  is  now  nine  months  old  and  developed 
mentally  more  than  the  other  child  who  is  three  vears  old. 
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Dr.  Ewald. — Dr.  Cooke's  paper  and  the  different  opinions 
which  have  been  expressed  here  to-night  force  the  impression 
upon  me  that  the  induction  of  premature  labor  in  contracted 
pelvis  is  still  a  much-favored  operation.  The  latest  statistics,  how- 
ever, and  the  very  elaborate  essays  of  Kronig-  and  Baisch,  ought  to 
be  sufficient  proof  that  the  induction  of  premature  labor  in  con- 
tracted pelvis  should  be  considered  an  operation  of  the  past. 

The  very  reliable  statistics  of  Dr.  Saxinger,  who  made  use  of 
premature  labor  almost  exclusively  in  all  his  cases  of  contracted 
pelvis,  show  a  mortality  in  children  of  12  per  cent.,  while  Doder- 
lein's  result  by  the  expectative  method  is  15  per  cent.  The  dif- 
ference is  3  per  cent.  If  we  consider  that  20  per  cent,  of  all  pre- 
mature children  will  die  within  the  first  year  in  spite  of  the  best 
care,  I  cannot  see  the  advantage  of  the  method.  In  regard  to 
the  mortality  of  the  mothers :  The  result  of  the  expectant  method 
of  Zweifel,  Doderlein.  and  Pinard  is  almost  nil  in  about  1,600 
cases,  while  the  mortality  of  Sarwey's  statistics  of  2,200  cases  in 
premature  labor  is  1.4  per  cent. 

Sarwey  found  in  938  women  with  contracted  pelvis,  in  1,700 
births  without  induction  premature  labor,  that  only  34  per  cent, 
of  living  children  were  born.  While  in  the  same  women,  by  the 
induction  of  premature  labor,  ^2  per  cent,  of  living  children  were 
delivered.  At  the  first  aspect  we  may  easily  be  deceived,  but  we 
must  consider  that  in  34  per  cent,  of  those  cases  the  women  gave 
spontaneous  birth  to  children  before,  and  no  doubt  in  one-third  of 
all  the  cases  pregnancy  was  unnecessarily  interrupted.  If  we  fur- 
ther remember  that,  in  spite  of  the  operation,  28  per  cent,  of  the 
children  were  born  dead,  that,  further.  20  per  cent,  died  within 
the  first  vear,  the  mortality  will  exceed  70  per  cent. 

Accordiup-  to  those  results  we  cannot  call  the  induction  of  pre- 
mature labor  in  contracted  pelvis  a  prophylactic  measure ;  it  is 
not  of  benefit  to  the  life  of  the  child  and  is  dangerous  to  the  life 
of  the  mother.  With  the  asepsis  and  antisepsis  of  to-day,  the 
promise  of  methods  like  Cesarean  section  and  pubiotomy  justify 
and  even  demand  surgical  interference  in  obstetrics.  I  am  posi- 
tive we  can  improve  on  the  results  of  the  expectant  method  and 
can  with  greater  safety  for  mother  and  child  let  the  woman  g"0  to 
full  term. 

Dr.  George  L.  Brodhead. — I  am  much  interested  in  Dr. 
Cooke's  new  instrument  for  inducing  labor.  In  the  last  three 
years  I  have  used  the  bougie  only  once,  using  for  all  the  other 
cases  the  dilating  bags.  After  an  extensive  experience  with  the 
bags,  I  am  convinced  that  they  are  a  reliable  means  of  inducing 
labor.  The  one  olijection  Dr.  Cooke  mentioned,  the  displacement 
of  the  presenting  part,  is  not  a  serious  one,  for  I  can  recall  very 
few  instances  onlv  in  which  lualiirescntation  was  caused  by  the 
introduction  of  the  bags. 

The  points  broug^ht  out   with   reference   to  the   extraction   of 
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premature  children  are  very  true,  for  they  do  not  stand  operations 
well.  If  premature  children  can  be  brought  into  the  world  with- 
out the  aid  of  version  or  forceps,  their  chances  are  fairly  j^ood; 
but  if  operations  are  necessary  the  results  are  frequently  unsatis- 
factory. 

With  regard  to  Dr.  Jewett's  paper,  I  believe  that  if  the  patient 
has  tuberculosis  the  uterus  should  be  emptied  in  the  early  months 
of  gestation. 

In  regard  to  the  cardiac  and  kidney  cases,  I  think  the  middle 
ground  should  be  occupied.  It  is  impossible  to  know  whether  the 
patient  will  go  on  to  term  and  delivery  without  trouble  or  not. 
In  the  chronic  nephritis  cases,  if  you  allow  them  to  go  to  the 
thirty-sixth  or  thirty-eighth  week  under  careful  observation,  and 
then  induce  labor,  the  results  are  frequently  good.  Recently,  how- 
ever, I  saw  a  patient  at  eight  and  one-half  months,  whose  urme 
contained  3.5  per  cent,  albumin  by  weight,  and  hyaline  and  granu- 
lar casts.  In  spite  of  the  induction  of  labor,  she  died  within 
thirty-six  hours  from  suppression  of  urine  without  the  develop- 
ment of  eclampsia.  In  this  case  the  patient  had  apparently  been 
allowed  to  proceed  too  far. 

Several  years  ago  a  patient  came  to  me,  pregnant  about  three 
months,  with  chronic  nephritis,  and  she  desired  to  go  to  term, 
althougli  several  men  of  wide  experience  advised  that  her  uterus 
be  emptied.  Her  physician  in  Baltimore,  Dr.  Kelly,  advised  the 
interruption  of  pregnancy,  if  later  it  should  be  deemed  advisable. 
She  went  to  full  term,  had  a  nine-pound  child,  and  again  recently 
had  a  ten-pound  child.  Her  urine  contained  albumin,  hyaline, 
and  granular  casts. 

In  regard  to  pyelitis,  it  is  rarely  necessary  to  empty  the  uterus. 
In  pernicious  vomiting  there  are  many  fatal  cases ;  I  certainly 
would  prefer  to  interfere  early  in  these  cases  and  be  on  the  safe 
side.  Recently  a  patient  in  the  Post-Graduate  Hospital  service 
w-as  seen  for  the  first  time  wdien  she  was  moribund,  with  a  pulse 
of  150,  and  she  died  within  twenty-four  hours.  If  interference  is 
postponed  too  long,  the  patient  will  die  whether  the  uterus  be 
emptied  or  not. 

I  should  like  to  ask  Dr.  Jewett  if  he  would  advise  emptying 
the  uterus  in  the  first  few  months  on  account  of  syphilis ;  whether 
syphilis  could  ever  be  considered  an  indication  for  emptving  the 
uterus  in  the  early  months. 

Dr.  Sidney  Jacobsox  (by  invitation). — I  want  to  thank  you 
for  the  courtesy  of  calling  on  me  to  speak  here,  especially  as  I 
am  not  a  member  of  your  Society.  The  very  learned  paper  read 
by  Dr.  Jewett  and  the  brilliant  one  by  Dr.  Cooke  were  exceedingly 
interesting. 

It  has  been  often  said  that  there  is  nothing  new  in  obstetrics 
and  that  the  ground  has  been  so  well  worked  over  that  it  could 
produce  nothing  further. 
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The  constructive  genius  of  Dr.  Cooke  has  proved  the  contrary 
and  the  Httle  instrument  he  devised  appeals  to  me  for  many  rea- 
sons. I.  Because  it  is  simple  in  construction.  Its  use  is  readily 
acquired,  and  it  cannot  easily  get  out  of  order.  2.  Its  use  is  ra- 
tional. It  imitates  nature's  own  method  of  inciting  uterine  con- 
tractions by  distending  the  interior  of  the  hollow  muscular  organ, 
thus  stimulating  it  to  empty  itself.  3.  It  is  easily  sterilized,  there- 
fore safe  to  use.  4.  It  is  durable  compared  to  dilating  bags.  Fur- 
thermore, it  is  portable,  cheap,  and  cannot  injure  the  mother  or 
child  while  in  use.  The  instrument  does  not  need  special  com- 
mendation— it  recommends  itself. 

I  want  to  thank  Dr.  Cooke  for  his  very  flattering  remarks  about 
the  utility  of  my  pelvimeter.  Although  my  instrument  has  been 
before  the  profession  only  one  year,  it  has  received  the  approval 
of  a  considerable  number  of  well  known  obstetricians  and  is  in 
use  in  five  of  the  best  hospitals  in  New  York.  The  Kny-Scheerer 
Company  have  informed  me  that  they  have  sold  this  pelvimeter 
south  and  west  as  well  as  here.  I  shall  refrain  from  taking  up 
any  more  of  your  time  in  describing  the  same,  but  would  refer 
those  interested  to  the  original  article  published  in  the  New  York 
Medical  Record  of  March  31,  1906,  entitled:  "A  New  Instru- 
ment for  Measuring  All  the  Diameters  of  the  Pelvis  in  the 
Living  Woman." 

Dr.  Joseph  Brown  Cooke. — I  am  sorry  there  was  no  more 
general  discussion  in  regard  to  the  ring  I  presented.  I  expected 
to  be  hit  rather  hard  in  this  connection,  and  hoped  that  the  merits 
of  this  contrivance  would  be  thoroughly  talked  over,  but  as  I 
realize  that  none  of  my  hearers  has  had  any  practical  experience 
with  the  ring,  I  am  satisfied  witl-^^the  assurance  of  several  of  the 
members  that  they  will  give  it  a*trial. 

As  Dr.  Vineberg  stated,  I  believe  the  opinions  expressed  by  Dr, 
Sachs  is  very  important,  and  I  think  a  severe  and  prolonged 
forceps  operation  should  always  be  avoided  if  possible.  As  I 
stated  in  my  paper,  we  ought  to  do  everything  in  our  power  to 
avoid  it.  When  forceps  are  used  after  the  induction  of  labor  the 
date  of  the  induction  has  not  been  timed  wisely,  and,  as  Dr.  Pryor 
said  about  Cesarean  section,  if  we  lose  the  baby  in  these  elective 
cases  of  induction  wc  haven't  a  leg  to  stand  on. 

Dr.  Ewald's  many  quotations  from  German  authorities  I  can- 
not discuss  because  I  do  not  speak  German. 

As  to  fetal  mortality  after  the  induction  of  labor,  we  must  ex- 
pect it  to  be  high,  if  for  no  other  reason  than  that  we  have  to  deal 
with  a  premature  child ;  but  it  is  better  to  have  a  living  child  after 
induction  at  eight  months,  even  though  it  may  die  in  a  few  hours 
or  days,  than  a  dead  child  after  forceps,  version  or  basiotripsy  at 
full  term. 

I  am  familiar  with  the  Pomeroy  bags,  mentioned  by  Dr.  Jewett, 
and,  while  I  have  not,  as  yet,  had  occasion  to  use  them,  I  believe 
them  to  be  the  best  we  have. 
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Like  Dr.  Brodhead,  I  have  had  good  results  from  the  use  of 
the  bags,  but  their  insertion  is  painful  to  the  woman  and,  as  I  have 
said,  I  feel  that  any  bag,  unless,  possibly,  the  smallest  size,  will 
cause  displacement  of  the  presenting  part,  and  I  do  not  think  they 
should  be  used  except  in  cases  of  ruptured  membranes.  Dr. 
Brodhead  said  he  seldom  saw  a  case  of  displacement  in  using  the 
bags.  I  do  not  see  how  displacement  can  be  avoided,  for  the  bag 
must  occupy  some  space  and  this  is  bound  to  be  at  the  expense 
of  the  presenting  part. 

As  Dr.  Brodhead  has  stated,  when  the  induction  of  labor  has  to 
be  followed  by  forceps  or  version  it  should  be  only  when  rapidity 
of  delivery  is  the  essential  factor  in  the  operation. 

I  want  to  reassert  that,  in  my  jud-Tment,  the  induction  of  pre- 
mature labor  should  rarely  be  performed  on  a  primigravida.  Such 
a  woman  should  "try  herself  out"  in  her  first  labor  in  a  case  of 
moderate  pelvic  contraction  and  then,  if  the  result  is  bad,  labor 
may  be  induced,  if  necessary,  in  the  second  pregnancy. 

As  to  pernicious  vomiting,  I  want  to  agree  with  what  Dr.  Jewett 
says  in  his  most  interesting  and  important  paper,  when  he 
states  that  if  one  of  these  cases  dies  it  is  usually  because  the  in- 
duction of  labor  has  been  delayed  too  long.  If  we  wait  until  these 
women  begin  to  lose  flesh  and  strength  and  run  a  high  tempera- 
ture with  a  rapid  nulse,  we,  again,  haven't  a  leg  to  stand  on. 

I,  too.  should  be  glad  to  hear  Dr.  Jewett  speak  more  at  length 
on  the  subject  of  syphilis  as  an  indication  for  the  induction  of  labor 
or  abortion.  A  few  years  ago  I  had  charge  of  a  syphilitic  woman 
whom  I  delivered  of  a  dead  baby.  'My  only  interest  in  the  case 
was  that  of  the  obstetrician,  for  she  was  under  the  care  of  an  emi- 
nent syphilographer  of  this  city,  who  was  taking  charge  of  her 
syphilis.  I  believe  that  adherent  placenta  causes  the  greatest 
trouble  in  these  cases  and  that  syphilitic  women  usually  present 
this  condition.  In  this  case  I  looked  for  adherent  placenta  and 
had  all  the  trouble  I  wanted  in  getting  it  away,  after  which  she 
made  an  uneventful  recovery. 

I  am  sorry  to  say  that  she  thought  I  charged  her  too  much  for 
my  services  and  employed  another  physician  in  a  second  preg- 
nancy. I  was  called,  in  this  second  case,  about  ten  days  post- 
partum and  removed  a  large  mass  of  adherent  placental  tissue,  but 
she  died  about  a  week  later  of  septic  infection. 

Dr.  Jacobson's  remarks  were  very  kind,  but  as  he  never  saw 
or  even  heard  of  the  induction  ring  which  I  have  described  until 
to-night  it  cannot  be  said  that  he  was  properly  prepared  to  "blow 
my  horn."  In  spite  of  his  flattering  statements  I  am  still  willing 
to  maintain  that  I  consider  his  pelvimeter  the  best  instrument 
yet  devised  for  taking  the  internal  measurements  of  the  pelvic 
canal. 

Dr.  Ch.\rles  Jewett. — I  agree  with  Dr.  von  Ramdohr  that  we 
cannot  practice  obstetrics  h-^'  rule.    The  course  of  procedure  is  to 
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be  determined  by  individual  conditions.  As  to  rectal  feeding,  we 
all  use  it,  I  suppose,  but  it  is  an  unsatisfactory  method. 

To  Dr.  Vineberg's  question  about  idiocy,  I  am  not  prepared 
to  say  anything  definite  except  that  ample  clinical  material  might 
be  found  in  New  York  to  make  a  profitable  paper  on  the  subject — 
I  mean  the  influence  of  instrumental  and  difficult  spontaneous  de- 
liveries as  a  factor  in  idiocy.  ]\Iy  own  experience  bears  out  what 
Dr.  Brodhead  says  about  sudden  death  in  hyperemesis.  In  a  case 
I  saw  with  the  late  Dr.  Geo.  R.  Fowler,  we  thought  it  safe  to  post- 
pone operation  for  twelve  hours.  At  the  end  of  that  time  the 
woman  died  suddenly  while  the  doctor  was  counting  the  pulse. 
A  similar  experience  occurred  in  a  case  seen  by  the  late  Dr.  For- 
dyce  Barker.  Two  other  cases  were  lost  by  delay  caused  by  the 
unwillingness  of  the  attending  physician  and  the  friends  to  permit 
early  interference. 

In  reply  to  Dr.  Vineberg's  question,  I  may  say  that  I  have  never 
induced  abortion  on  account  of  syphilis,  but  have  relied  on  the 
mixed  treatment.  When  begun  after  the  preg-nancv  began,  all 
have  miscarried  ;  but  begun  before  nregnancv.  the  patients  have 
almost  always  gone  to  term.  In  habitual  death  of  the  fetus  in  the 
later  months,  from  syphilis,  antisphilitic  treatment  begun  earlw  I 
think,  would  be  better  than  premature  labor. 

The  Bossi  dilator  I  have  never  used,  but  have  sometimes  em- 
ployed the  Gau  instrument  when  dilation  was  difficult  by  the  hand. 
The  Pomeroy  bag  is  being  used  in  Brooklyn  for  the  induction 
of  labor  and  with  excellent  results. 
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Meeting  of  January  4.   1907. 
The  President,  G.  N.  Acker,  M.D.,  in  the  Chair. 
Dr.  Henry  Fry  reported  a  case  of  fatal 

OMPHALORRHAGIA    NEONATORUM. 

T.  T.,  colored  woman,  primipara.  gave  birth  to  an  infant  in 
December,  1906.  L.  O.  A.  position,  labor  was  normal  and  lasted 
less  than  seven  hours.  Infant  was  well  developed  and  weighed  7 
pounds  4  ounces.  Nursed  mother  ;  no  gastrointestinal  symptoms  ; 
urine  and  stools  normal.  On  the  third  day  it  was  noticed  that  the 
left  arm  was  paralyzed  and  sensation  was  slightly  impaired.  On 
the  sixth  day  hands  and  feet  were  swollen  and  red.  Dr.  Fry's 
attention  was  called  to  the  case  and  mercury  and  chalk  gr.   t 
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every  four  hours  was  ordered.  On  the  eighth  day  the  cord  came 
off;  on  the  twelfth  day  some  bleeding  was  noticed' from  the  navel. 
A  compress  of  sterile  gauze  was  applied  with  abdominal  binder. 
On  the  following  day,  a  solution  of  adrenalin  i-ioooo  was  ap- 
plied with  temporary  benefit.  Forty-eight  hours  later  a  purse- 
string  suture  of  catgut  was  applied.  The  bleeding  continued, 
and  two  hours  later  two  needles  were  passed  at  right  angles  and 
the  tissues  constricted  with  stout  silk.  Lactate  of  calcium  was 
ordered,  5  grs.  every  four  hours.  This  was  followed  bv  tem- 
porary cessation  of  the  hemorrhao-e.  Styptic  collodion  was  next 
tried  and  then  compresses  of  a  10  per  cent,  gelatin  solution 
changed  every  two  hours,  and  oi  of  the  gelatin  solution  in  oii 
normal  salt  solution  was  injected  under  the  skin. 

The  baby  died  four  days  after  the  bleeding  began,  having  lost 
10  oz.  in  weight.  The  pulse  varied  between  88  and  100,  and 
temperature  between  98°  and  100°,  being  normal  most  of  the'time. 
The  blood  was  examined  by  Dr.  Grasty  on  the  second  dav  of  the 
hemorrhage.  Red  cells,  3,500,000;  white,  9,000;  hemoglobin,  70 
per  cent.  Time  of  coagulation,  over  5  min.  There  was  no  family 
history  of  importance  except  that  a  sister  of  the  mother  lost  a 
baby  from  the  same  cause  at  the  third  month. 

Dr.  Bovee  said  that  about  seventeen  years  ago  he  reported 
ten  cases  of  this  kind  and  tabulated  700  from  the  literature.  At 
that  time  various  etiological  factors  were  considered  in  connection 
wath  the  disease.  To-day  the  consensus  of  opinion  (except  cases 
of  syphilis  and  hemophilia)  favors  infection  as  the  chief  cause. 
Some  are  thought  to  be  due  to  a  congenital  abnormalitv.  The 
most  effective  remedy  seems  to  be  gelatin  under  the  skin  and  ' 
locally.  No  operation  is  effectual.  The  disease  is  verv  fatal; 
about  66  per  cent,  of  the  cases  die.  The  majoritv  of  cases  occur 
in  males,  the  proportion  of  males  to  females  being  about  2-1. 

Dr.  Fry  said  that  one  agent  from  which  he  had  expected  much 
and  was  disappointed  was  lactate  of  calcium.  It  had  been  given 
in  hemophilia  with  markedly  beneficial  results.  It  is  better'  than 
calcium  chloride.  The  time  of  coagulation  of  the  blood  can  be 
markedly  reduced  by  its  use.  He  used  5  grains  everv  four  hours 
in  the  case  under  discussion,  but  the  result  was  disappointing. 
The  essay  of  the  evening  was  read  by  Dr.  D.  W.  Prentiss: 

CITR.S.TE   OF    SODIUM    IX    INFANT    FEEDING.* 

Dr.  Loren  Johnson. — Why  is  sodium  citrate  better  than  so- 
dium bicarbonate  or  lime  water?  Do  those  who  favor  its  use 
intend  to  entirely  replace  lime  water  and  sodium  bicarbonate  by  it  ? 
A  point  cited  in  its  favor  is  that  you  may  increase  the  percentage 
of  the  proteids.  Is  there  any  advantage  in  doing  this?  Is  not 
I  per  cent,  of  proteids  sufficient  in  the  early  months?  In  dis- 
pensary practice  the  citrate  promises  well,  as  it  is  cheap  and 
easy  to  use. 

Dr.  Sprigg  had  used  citrate  of  soda  but  six  months  and  in  a 

*See  original  article,  page  8og. 
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few  cases.  He  has  used  it  after  using  lime  water  and  invariably 
with  success.  The  children  improved,  casein  lumps  disappeared 
from  the  stools,  and  there  was  less  vomiting.  He  has  used  it  in 
only  a  limited  number  of  cases,  but  so  far  as  observed  his  views 
agree  with  those  of  the  essayist.  The  composition  of  the  milk 
in  the  cases  in  which  it  was  used  was  not  changed  except  to  leave 
out  the  lime  water  and  use  the  citrate  of  soda  in  the  proportion 
of  I  grain  to  i  ounce. 

Dr.  Adams  said  that  during  the  summer  months  he  is  away 
from  the  city  and  consequently  has  not  had  many  opportunities 
of  using  it.  Cases  where  it  is  used  during  the  winter  months  are 
not  a  fair  test,  as  the  children  can  digest  what  they  could  not  in 
the  hot  months.  Tests  which  hold  good  in  laboratory  will  fre- 
quently fail  when  in  contact  with  living  membranes  such  as  the 
stomach.  Recently  in  a  case  of  the  Children's  Hospital  it  did 
no  good.  He  then  tried  whole  milk  with  marked  improvement. 
He  was  disappointed  in  its  use  in  a  case  tried  last  November. 
He  is  not  prepared  to  give  a  decided  opinion  as  yet.  Many  get 
good  results  by  changing  the  proportion  of  the  constituents.  He 
has  in  rare  cases  given  as  high  as  50  per  cent,  of  lime  water.  He 
is  not  going  to  abandon  the  use  of  lime  water  for  the  new  remedy. 
The  trouble  is  generally  in  the  milk.  Milk  contains  so  many 
impurities  that  he  at  times  almost  despairs  of  getting  pure  milk. 
He  cited  a  case  where  the  mother  in  pouring  off  milk  did  not 
get  the  top  milk  at  all,  and  as  a  consequence  the  infant  did  not 
thrive. 

Dr.  Fry  said  that  from  what  he  has  read  of  the  drug  he  has 
gotten  the  belief  that  it  would  be  of  value.  He  is  particularly  in- 
terested as  to  whether  it  will  prevent  scurvy.  Every  autumn  he 
sees  cases  of  scurvy  from  the  use  of  malted  milk.  He  has  seen 
more  cases  of  scurvy  following  the  use  of  malted  milk  than  any 
other  of  the  proprietary  infant  foods.  Besides  the  modification 
of  milk  an  important  element  is  decomposition  and  infection  which 
so  often  occurs.  We  must  not  let  our  vigilance  relax  with  regard 
to  these.  He  agrees  with  Dr.  Adams  that  from  laboratory  tests 
one  cannot  tell  Avhat  will  happen  in  the  living  body,  and  cites  the 
tests  made  with  Fairchild's  peptonizing  tubes  and  how  misleading 
they  are.  The  chemical  changes  in  the  stomach  are  well  under- 
stood. 

Dr.  Copeland. — There  are  too  many  failures  from  other 
methods  not  to  give  this  one  a  trial.  The  addition  of  lime  water 
to  cow's  milk  is  not  to  render  it  alkaline,  but  to  prevent  curd 
formation.  Citrate  of  sodium  precipitates  the  calcium  salts  and 
accomplishes  this  result. 

Dr.  Ar.BE  asked  concerning  the  addition  of  sodium  chloride 
and  of  the  cereal  gruels  to  prevent  firm  coagulation.  He  thinks 
the  latter  a  great  help. 

Dr.  Acker  said  that  he  heard  Dr.  Cotton's  article  read,  and 
that  he  had  talked  with  Dr.  VandersHce.     Shaw's  paper  he  had 
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read  but  could  not  follow  all  the  chemistry  contained  in  it.  So 
far  as  he  could  gain  from  the  paper  the  sodium  citrate  inhibited 
the  action  of  rennet.  He  has  read  an  article  recently  wherein  it 
was  stated  that  sodium  chloride  acted  in  the  same  way.  The  men 
who  have  used  sodium  citrate  extensively  have  not  used  it  in 
modified  milk.  They  claim  that  you  ought  as  rapidly  as  possible 
get  the  child  on  whole  milk.  The  cases  last  summer  who  did  not 
thrive  on  modified  milk  were  tried  with  sodium  citrate.  The 
method  made  a  favorable  impression,  the  result  being  better  than 
with  modified  milk. 

Dr.  Cooke  said  that  from  the  evidence  before  us  to-night  the 
use  of  sodium  citrate  was  a  distinct  advance,  especially  if  you  can 
use  whole  milk  with  it. 

Dr.  Smith  said  that  if  the  remedy  does  all  which  is  claimed 
for  it  it  will  revolutionize  infant  feeding.  It  should  be  useful 
likewise  in  typhoid  fever.  In  one  case  of  typhoid  in  which  he 
used  it  the  patient  felt  more  comfortable,  and  on  vomiting  the 
curds  were  small  and  soft. 

Dr.  Adams  wished  to  place  himself  on  record  as  expressing  a 
caution  in  using  whole  milk  with  very  young  infants. 

Dr.  Prentiss  said  in  reply  that  he  could  not  answer  all  the 
questions  asked,  but  would  answer  some.  Cow's  milk  con- 
tains a  large  amount  of  calcium  and  casein.  If  we  remove  the 
calcium  we  prevent  the  curdling  of  the  casein.  Curdling  takes 
place  in  the  presence  of  rennet  and  hydrochloric  acid.  Lime 
water  acts  by  neutralizing  the  hydrochloric  acid,  and  in  doing  this 
it  interferes  with  digestion.  Sodium  citrate  acts  by  removing 
the  calcium  salts  and  does  not  interfere  with  the  digestive  fluids. 
No  author  claims  it  will  take  the  place  of  the  alkalies,  but  it  will 
after  a  time  be  found,  he  thinks,  suitable  for  a  large  percentage 
of  cases. 

The  presence  of  sodium  chloride  is  an  important  aid.  Calcium 
chloride  is  broken  up  by  the  sodium  citrate  and  nascent  hydro- 
chloric acid  is  set  free,  which  acts  upon  the  food.  Dr.  Wright 
advocated  its  use  in  18Q3.  Dr.  Smith's  experience  in  the  case  of 
typhoid  showed  that  the  laboratory  experience  was  confirmed 
when  tried  in  the  stomach. 
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Essentials  of  Obstetrics.     By  Charles  Jewett,  J\I.D.,  Profes- 
sor of  Obstetrics  and  Gynecology  in  the  Long  Island  College 
Hospital,  Brooklyn,  N.  Y.     Third  edition,  thoroughly  revised. 
i2mo,  413  pages,  with  80  engravings  and  5  colored  plates.    Lea 
Brothers  &  Co.,  Philadelphia  and  New  York,  1907. 
In  the  third  edition  of  this  little  volume  the  author  presents 
a  work  which  exactly  fills  the  want  of  the  beeinner  in  obstetrics. 
All  unnecessary  matter  has  been  omitted,  yet  so  well  chosen  is  the 
subject  matter  that  one  who  had  thoroughb-  mastered  its  contents 
would  find  no  difficulty  in  passing  any  examination  on  the  subject 
and  could  read  intelligently  the  text  books  on  obstetrics.     Perusal 
of  the  work  shows  it  to  be  elementary,  concise,  clear  and  Dractical. 
To  a  few  points  unon  which  opinions  dififer  some  might  take  ex- 
ception.    Such  are  the  writer's  preference  for  the  lateral  position 
during  the  perineal  stage  of  delivery  of  the  head,  the  statement 
that  shelling  out  the  head  between  pains  must  be  regarded  as  use- 
less, if  not  injurious,  and  the  directions  for  delivery  of  the  shoul- 
ders in  a  vertex  case.    The  author  does  this  by  hooking  a  finger  in 
the  posterior  axilla  and  liftinc-  the  shoulder  over  the  posterior  com- 
missure, while  others  find  simple  raising  of  the  fetal  head  toward 
the  maternal  abdomen  efficient.    The  scarcity  of  even  such  minor 
points  speaks  well  for  the  book.  h.  d. 

Abdominal  and   Pelvic    Brain,    with    Automatic   Visceral 
Ganglia.      By   Byron   Robinson,    B.S.,   M.D.,    Professor   of 
Gynecology  and  Abdominal  Surgery  in  the  Illinois  Medical  Col- 
lege, etc.    Pp.  671.    Hammond.  Ind. :  h>ank  S.  Betz.  1907. 
This  volume  contains  a  collection  of  paners  by  the  author  which 
have  appeared  in  many  medical  journals  for  a  number  of  years. 
They  are  now  published  together,  but  without  eliminating  repe- 
titions of  matter  in  the  text  and  illustrations.     The  work  treats 
of  the  abdominal  sympathetic  nerves  and  ganglia  and  of  the  re- 
flexes from  various  organs  conveyed  by  them.     The  writer  gives 
a  number  of  figures  of  the  course  of  this  intricate  system  and 
theorizes  at  great  length  upon  the  probable  reflex  paths,  an  occu- 
pation of  unlimited  possibilities.     The  work  would  be  made  more 
valuable  and  its  salient  facts  more  ai)preciable  by  judicious  con- 
densation. H.  D. 

Aids  to  the  Diagnosis  and  Treatment  of  Diseases  of  Chil- 
dren. By  John  McCaw,  M.D.,  R.U.I. ,  L.R.C.P.  Edin..  Phy- 
sician to  the  Belfast  Hospital  for  Sick  Children.  Third  Edi- 
tion. Pp.  383.  New  York,  William  Wood  &  Company,  1907. 
This  is  not  onlv  a  most  excellent  work  of  its  class,  but  it  con- 
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tains  far  niort;  than  the  usual  volume  of  pocket  size,  as  much, 
in  fact,  as  the  ordinary  manuals.  In  most  epitomes  the  conden- 
sation demanded  bv  the  i)ublishers  is  so  _^reat  as  to  leave  merely 
the  dry  bones  of  the  subject  and  to  require  the  omission  of  the 
less  common  diseases.  Nothin.o-  of  the  sort  is  suggested  by  this 
little  volume.  The  various  theories  of  the  etiology  of  diseases 
are  given  much  more  freely  than  usual.  A  marked  feature  is  the 
variety  of  treatment  described,  even  the  names  of  the  writers 
advocating  the  therapeutic  measures  being  given,  and  not  infre- 
quently references  to  the  literature  in  which  such  therapy  is 
fully  described.  Of  course  the  preparations  mentioned  are  chiefly 
those  of  the  British  Pharmacopoeia.  One  notices  quite  a  tendency 
on  the  part  of  the  author  to  use  antipyretic  drugs  in  febrile  cases. 
Quinine  seems  to  be  one  of  his  chief  remedies  for  this  purpose 
and  as  a  tonic.  Under  the  treatment  of  typhoid  fever  little  is 
said  of  the  use  of  cold  baths,  and  the  drug  treatment  of  pul- 
monary tuberculosis  is  emphasized  more  than  the  importance  of 
fresh  air.  The  author's  classification  of  pulmonary  tuberculosis 
seems  hardly  satisfactory.  He  divides  the  chronic  cases  sharply 
into  two  classes :  ( i )  Chronic  pneumonic  phthisis,  following 
acute  bronchopneumonia,  and  (2)  chronic  tuberculous  phthisis, 
as  he  terms  the  cases  with  gradual  invasion  during  which  symp- 
toms and  physical  signs  are  slight.  He  gives  the  differential 
diagnosis  of  these  classes  as  though  it  were  of  importance ;  but 
by  omitting  all  reference  to  the  pathology  of  tuberculosis  he"  fails 
to  make  clear,  except  from  a  clinical  standpoint,  the  difference 
between  the  types  of  cases  which  he  describes  under  these  names : 
Acute  pulmonarv  tuberculosis  he  divides  into  ( i )  the  typhoid 
form,  by  which  he  means  an  acute  general  miliary  tuberculosis, 
and  (2)  the  broncho-pneumonic  form,  under  which  heading  he 
describes  the  acute  ulcerative  cases.  The  adoption  of  such  a 
classification  as  that  of  Osier  would  simplify  the  subject  greatly. 
The  chapter  on  diseases  of  the  blood  is  particularlv  good.  The 
writer  defines  rheumatism  as  a  specific  febrile  disease,  but  has 
failed  to  place  it  among  these  in  the  present  edition,  still  classi- 
fy ing  it  as  a  general  disease.  The  same  is  true  of  syphilis,  which 
is  still  retained,  as  is  acute  miliary  tuberculosis,  under  this  head- 
ing, although  the  specific  origin  of  both  is  acknowledged.  If, 
by  the  term  general  disease,  the  writer  refers  to  the  distribution 
of  the  lesions  throughout  the  bodv.  it  would  seem  illogical  to 
place  Raynaud's  disease  in  the  same  group.  If.  by  general  dis- ■ 
eases,  he  means  the  so-called  constitutional  diseases,  it  would 
annear  that  the  failure  to  describe  rheumatic  fever,  syphilis,  and 
acute  miliarv  tuberculosis  among  the  infectious  diseases,  or 
"specific  fevers,"  as  he  terms  them,  was  an  oversight.  Chronic 
nephritis  is  described  under  the  name  chronic  Bright's  disease,  and 
the  writer  does  not  refer  to  its  types  as  parenchymatous  and 
interstitial,  but  simply  as  the  large  white  kidney  and  the  granular 
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contracted  kidney,  leaving  the  reader  to  discover  elsewhere  that 
these  terms  of  other  authors  are  synonymous  with  the  terms 
he  employs.  Amyloid  kidney,  really  a  degeneration,  he  describes 
under  the  heading  of  chronic  Bright's  disease.  In  the  treat- 
ment of  ophthalmia  neonatorum,  he  advises  the  use  of  silver 
nitrate  in  the  early  stage  and  argyrol  later,  while  others  employ 
the  latter  first  as  a  less  irritating  germicide  and  the  silver  nitrate 
later  as  an  astringent.  With  these  frank  criticisms  we  can  still 
recommend  the  work  most  highly  to  the  general  practitioner. 

H.  D. 

Manual  of  Obstetrics.    By  A.  F.  A.  King,  A.M.,  M.D.,  LL.D., 
Professor  of   Obstetrics  in  the   Medical    Department   of    the 
George  Washington  University,  Washington,  D.  C,  and  in  the 
University  of  Vermont,  etc.     Tenth  edition.     Revised  and  en- 
larged.   Pp.  688,  with  301  illustrations  and  3  plates.    Lea  Broth- 
ers &  Co.,  Philadelphia  and  New  York,  1907. 
Since  the  appearance  of  the  last  edition,  in  1903,  this  manual 
has  increased  in  size  and  in  the  number  of  its  illustrations  and  has 
undergone  a  revision  .which  has  decidedly  improved  its  contents. 
Intended  originally  to  present  "an  outline  of  the  rudiments  and 
essentials  of  obstetrics,"  this  work  is  increasing  so  much  in  size 
that  it  is  of  greater  value  to  the  practitioner  who  desires  a  reason- 
ably hasty  review  of  the  subject  than  to  the  beginner.     For  the 
student,  for  whom  it  is  primarily  intended,  it  might  well  be  con- 
densed rather  than  elaborated. 

Aids  to  Medical  Diagnosis.  By  Arthur  Whiting,  M.D., 
M.R.C.P.,  Physician  to  the  Tottenham  Hospital  and  Assistant 
Physician  to  the  Mount  Vernon  Hospital  for  Consumption 
and  Diseases  of  the  Chest ;  Lecturer  in,  and  Dean  of,  the 
Northeast  London  Post-Graduate  College.  Pp.  152.  New 
York,  William  Wood  &  Company,  1907. 

This  little  volume  is  thoroughly  practical  and  presents  the  diag- 
nostic features  of  disease  in  a  form  which  is  based  on  the  plan 
employed  in  the  analysis  of  plants  and  minerals.  The  diseases 
are  grouped  first  under  organs  and  then  under  leading  symptoms. 
For  example,  under  diseases  of  the  nervous  system,  in  which 
motor  impairment  is  the  outstanding  feature,  one  finds  the  head- 
ings :  paralysis  with  atrophv.  but  without  ane'sthesia ;  paralysis 
with  atrophy  (with  modified  R.  D.,  without  anesthesia),  but  with 
rigidity;  paralysis  with  atrophy  (flaccidity,  R.  D.)  and  anes- 
thesia; paralysis  with  atrophy,  but  without  R.  D.  or  anesthesia. 
These  headings  being  in  full-faced  type,  it  is  easy  to  find  the 
characteristic  group  of  symptoms  of  a  doubtful  case  and  under 
this  a  discussion  of  the  various  lesions  or  diseases  causing  these 
symptoms. 

The  work  is  adapted  to  the  requirements  of  the  practitioner 
or  the  advanced  medical  student.     Any  errors  which  appear  are 
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those  of  omission  rather  than  of  commission.  This  is  to  be  ex- 
pected in  so  small  a  book,  yet  it  seems  a  strange  oversight  to 
omit  malarial  fever  from  the  differential  diagnosis  of  enteric 
fever.  h.  d. 

Aids  to  Dental  Surgery.  By  Arthur  S.  Underwood,  ]^I.R.C.S., 
L.D.S.  Eng.,  and  Douglas  Gabell,  M.R.C.S.,  L.R.C.P.  Lond., 
L.D.S.  Eng.  Second  edition.  Pp.  126.  New  York,  William 
Wood  &  Company,  1907. 

Although  intended  to  present  the  elements  of  the  non-manipu- 
lative portions  of  dentistry  in  a  concise  form  suitable  for  the 
use  of  dental  students  preparing  for  examination,  this  little  book 
is  not  unworthy  of  perusal  by  the  general  practitioner.  It  con- 
tains information  concerning  the  hygiene  and  diseases  of  the 
mouth  which  is  of  value  to  any  physician. 

Essentials  of  Chemistry  and  Toxicology  for  the  Use  of 
Students  in  Medicine.  By  R.  A.  Witthaus,  A.M.,  M.D., 
Professor  of  Chemistry,  Physics,  and  Toxicolog}'  in  Cornell 
Universitv.  Thirteenth  edition.  Revised  bv  R.  J.  E.  Scott, 
M.A.,  B.C.L.,  M.D.,  Author  of  "The  State  Board  Exami- 
nation Series.  Pp.  306.  New  York,  William  Wood  &  Com- 
pany, 1907. 

For  nearly  thirty  years  this  work  has  been  tried  and  not 
found  wanting.  It  is  especially  adapted  to  the  use  of  the 
medical  student  who  wishes  to  acquire  merely  the  fundamental 
and  practical  chemical  knowledge  which  is  absolutely  essential 
in  the  practice  of  medicine.  The  present  edition,  like  its  predeces- 
sors, is  written  in  the  form  of  question  and  answer.  The  chief 
additions  have  been  made  to  the  introduction  and  the  section  on 
organic  chemistry. 

Manuel  de  Gynecologie  Pratique.    Par  J.  Barozzi,  ancien  in- 
terne de  Hopitaux  de  Paris,  laureat  de  la  faculte  de  Paris. 
Preface  de  M.  L. — G.  Richelat.    Professeur  agrege  a  la  faculte 
de   medecine   de   Paris,   membre   de   I'academie   de   medecine; 
Chirurgien   de  I'Hopital   Cachin.      Paris,   Vigot   Freres,   Edi- 
teurs,  23  Place  de  I'Ecole-de-medecine,  1907.    813  pages. 
The  work,  is  divided  into  seven  general  sections.     The  first 
deals  with  methods  of  steriHzation,  asepsis,  pelvic  examinations, 
and  the  general  therapeutic  and  operative  measures.     The  suc- 
ceeding chapters  discuss,  in  order,  diseases  of  the  vulva,  vagina, 
uterus,  adnexa,.and  of  the  pelvic  peritoneum.     There  is  a  long 
concluding    appendix    in    which    some    disorders    involving   the 
entire  genital  tract  are  discussed,  and  in  addition,  topics  which 
appear  to  have  come  to  the  author  as  afterthoughts,  having  been 
omitted  under  the  anatomical  heading.     This  is  only  one  among 
other  evidences  of  what  appears  to  us  to  have  been  a  somewhat 
hastv  construction  of  the  book.    This  is  also  shown  in  the  glaring 
omission  of  any  discussion  of  uterine  malformations. 
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The  text  on  the  whole  is  g:ood,  and  is  in  most  respects  up 
to  date.  The  author  is  a  firm  behever  in  peritoneal  drainage, 
preferably  pelvic.  The  case  of  atmokausis  and  zestokausis  is 
stated  very  fairly ;  the  author,  however,  has  had  no  experience 
in  these  measures.  He  also  approves  very  largely  of  the  non- 
operative  treatment  of  endometritis  and  devotes  much  space  to 
the  discussion  of  such  measures.  Vaginal  fixation  for  retro- 
deviations, except  in  the  menopause,  is  condemned  in  no  uncer- 
tain terms ;  the  author  limits  himself  almost  entirely  in  the  treat- 
ment of  retrodeviations  to  the  Alexander  operation,  and  the  intra- 
abdominal methods  of  shortening  the  round  ligaments.  For 
cvstocele  the  author  still  recommends  as  the  best  procedure  the 
old,  simple  elliptical  denudation  of  Hegar.  The  literature  of 
chorio-epithelioma  is  excellently  summarized.  A  very  commend- 
able feature  is  the  therapeutic  summary  at  the  end  of  each  sec- 
tion. These  summaries  are  in  a  measure  necessary,  inasmuch 
as  the  author  has  seen  fit  to  introduce  descriptions  of  obsolete 
methods  of  treatment  and  operations.  References  to  the  litera- 
ture are  also  added,  which  in  most  instances  are  well  chosen.  Those 
on  ectopic  pregnancy  on  page  670  are,  however,  woefully  inade- 
quate :  there  are  only  two  references  and  these  are  compara- 
tively old  and  of  little  importance.  Another  novel  feature,  espe- 
cially to  Americans,  is  the  advocation  of  treatment  at  the  Euro- 
peon  Spas  for  certain  diseases.  The  illustrations  are  not  over- 
numerous  and  are  only  average  in  quality.  We  have  found  the 
following  mistakes  in  the  spelling  of  proper  names:  On  paees 
302  and  653  Dudlay  should  be  Dudley ;  on  page  425  M.  H.  Kelly 
should  be  H.  M.  Kelly;  on  page  495  Brocklyn  should  be  Brook- 
lyn, and  on  page  806  Ennet  should  be  Emmet. 

The  author's  individualitv  is  strikingly  apparent  throughout 
the  work,  and  with  the  exception  of  the  above  criticisms  it  is  highly 
satisfactorv.  We  believe  that  a  second  edition  should  easily 
eradicate  these  faults.  e.  m. 
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Or.STETRICS. 

Late  Syphilis  and  Pregnancy.— F.  Beringer  and  G.  Peju 
(Journal  de  Med.  de  Paris,  Mar.  17.  1907)  state  that  the  most 
frequent  cause  of  abortion  is  syphilis.  It  is  also  a  cause  of  hyper- 
trophy of  the  placenta,  vicious  insertions,  hydramnios,  visceral 
Ic^ion^  causing  the  earlv  death  of  the  infant,  and  various  mal- 
formations compatible  with  life.  It  has  an  especially  marked 
action  on  tissues  in  process  of  formation,  and  its  influence  may 
be  exerted  on  the  organism  of  mother  or  child.  Another  factoi 
in  the  causation  of  abortion  is  the  long  period  during  which  it  can 
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exercise  its  iava_2^es.  In  the  be,q-innin.c^  of  syphilis  its  effect  is 
much  more  marked  in  producing-  abortion  than  later,  and  as  the 
length  of  time  since  its  inception  increases  its  effects  are  less.  At 
the  same  time  the  authors  can  show  a  number  of  cases  observed 
by  themselves  in  which  abortions  occurred  from  five  to  twenty 
years  after  its  beginning.  It  is  the  belief  of  the  authors  that  four 
years  of  treatment  are  needed  before  it  is  likely  that  the  disease 
will  not  have  an  effect  on  the  duration  of  pregnancy.  Pregnancy 
is  a  condition  which  is  most  sensitive  to  the  virulence  of  the  or- 
ganism. Out  of  ninety  cases  observed  by  the  authors  there  were 
fifty-seven  abortions  with  macerated  fetus,  five  premature  births, 
six  hydramnios  cases,  three  syphilitic  infants,  ten  deaths  at  an 
early  age,  and  only  seven  living  children.  Syphilis  of  long  dura- 
tion exercises  on  pregnancy  a  marked  effect  and  a  lasting  one. 
Its  cure  is  rather  apparent  than  real,  and  long  after  the  appear- 
ance of  the  usual  symptoms  there  is  a  special  sensibility  to  inter- 
ruption of  pregnancy.  The  practical  deductions  from  these  con- 
siderations are  that  when  pregnancy  is  interrupted  the  physician 
should  seek  for  a  history  and  marks  of  a  previous  syphilis,  in  the 
shape  of  pigmented  scars,  exostoses,  and  previous  abortions. 
Treatment  should  be  carried  out  for  four  years  carefully.  Syphil- 
itics  should  be  advised  not  to  marry  for  several  years,  and  every 
syphilitic  patient  should  be  submitted  to  a  course  of  antisyphilitic 
treatment  before  and  during  every  pregnancy. 

Hyperemesis  of  Pregnancy. — Karl  Baisch  {Berl.  Klin.  IVoch., 
J\Iar.  18,  1907)  discusses  the  causes  and  treatment  of  hyperemesis 
of  pregnancy.  The  stretching  of  the  peritoneum  as  a  result  of 
the  rapid  growth  of  the  ovum,  constipation,  fermentation  of  the 
food,  autointoxication,  and  poisoning  of  the  intestine,  and  various 
stomach  troubles  have  been  given  as  causes.  Physical  causes  such 
as  chemical  agents,  the  products  of  metabolism  of  the  fetus,  or 
changes  due  to  growth  of  the  chorion  are  the  most  modem  causes 
given.  Bacterial  action  may  also  be  invoked.  The  theory  of  reflex 
neuroses,  from  erosions  of  the  uterus,  endometritis,  or  displace- 
ments has  not  been  omitted.  The  author  divides  the  cases  into 
three  categories — those  dependent  on  the  uterus,  those  arising 
from  the  central  nervous  system,  and  those  due  to  the  stomach 
condition.  A  supposed  overproduction  or  qualitative  alteration 
of  chemical  action  accounts  for  the  condition  in  twin  pregnancy, 
molar  formation,  endometritis,  or  retroflexion.  An  enormous  in- 
crease of  excitation  of  the  brain  in  neurasthenic  or  hysterical  sub- 
jects is  a  large  factor  in  some  cases.  Those  women  who  have  had 
previous  serious  stomach  affections  are  easily  affected  bv  preg- 
nancy. The  author  has  observed  out  of  20,000  patients,  and  2,500 
pregnancies,  twenty  cases  of  incoercible  vomiting.  ATost  of  these 
were  relieved  by  treatment  addressed  to  the  nervous  svstem.  Sug- 
gestion is  here  of  great  value.  The  increase  of  diuresis  and  empty- 
ing of  the  bowels  at  the  same  time  are  useful.    The  first  thing  to 
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be  tried  is  absolute  rest  in  bed,  made  easier  for  the  patient  by  the 
appHcation  of  an  icebag  or  hot  applications,  which  cannot  be  used 
in  an  upright  position.  Then  absolute  abstinence  from  food  and 
drink  for  twenty-four  hours.  Thirst  is  to  be  combated  by  saline 
injections.  Then,  begin  with  milk  in  small  amounts,  and  in- 
crease gradually  to  fluid  and  then  solid  diet.  These  remedies 
will  meet  with  success  in  the  majority  of  cases.  Fifteen  of  the 
author's  cases  were  of  the  central  type  and  yielded  to  this  treat- 
ment. In  persons  with  stomach  difficulties  changes  in  diet  are  the 
best  means  of  treatment.  In  severe  chronic  cases  abortion  must 
be  induced.  In  strong,  well  women,  without  any  nervous  con- 
dition, the  best  remedies  are  sedatives.  When  treatment  has  no 
effect  we  should  not  hesitate  to  bring  about  abortion,  if  the  patient 
is  losing  weight  and  strength  rapidly.  Death,  severe  anemia, 
tuberculosis,  or  neuritis  may  ensue  if  we  wait  too  long,  A  lami- 
naria  tent  introduced  at  night  and  followed  by  instrumental  dila- 
tation, is  the  best  and  most  rapid  method. 

Reaction  of  Human  Milk. — Arnoldo  Ramacci  {LaPediatria, 
Jan.,  1907)  has  made  experiments  to  determine  the  reaction  of 
human  milk  under  various  conditions.  The  reaction  of  human 
milk  is  always  alkaline,  but  its  alkalinity  is  subject  to  variations. 
The  age,  weight,  and  physical  constitution  of  the  woman  have  no 
effect  on  the  reaction,  nor  have  the  age  of  the  milk,  the  regularity 
of  nursing,  and  the  diet  of  the  mother.  Neither  has  emotion  or 
anxiety.  There  is  no  marked  difference  in  the  reaction  of  the 
two  breasts.  After  nursing,  the  alkalinity  is  a  little  less.  It  is 
greater  in  the  morning  than  in  the  evening.  Alkalinity  is  in- 
creased at  the  end  of  menstruation,  returning  to  normal  in  a  fev/ 
days. 

Etiology  of  Placenta  Circumvallata. — W,  Liepman  {Arch, 
f.  Gyn.,  Bd,  80,  H.  2)  discusses  the  etiology^  of  placenta  marginata 
and  placenta  circumvallata.  He  concludes  they  are  produced  by  a 
folding  of  the  fetal  membranes.  This  folding  is  a  result  of  in- 
ward pressure  and  lack  of  space.  Endometritis  of  the  decidua  and 
production  of  infarcts  are  a  result  rather  than  a  cause  of  this 
condition.  The  change  occurs  at  a  time  when  the  reflexa  and  vera 
have  not  yet  grown  together.  The  abnormal  folding  may  be 
caused  by  abnormal  location  of  the  placenta,  as  placenta  previa,  or 
placenta  located  over  the  tube ;  or  of  deficiency  of  amniotic  fluid 
and  uterine  contractions  during  pregnancy.  Placenta  circumval- 
lata has  no  bad  effects  on  pregnancy  or  the  puerperal  state.  By 
many  authors  it  has  been  regarded  as  produced  by  inflammation 
of  the  uterus,  such  as  endometritis,  or  metritis.  The  author  ex- 
amined the  placentcT  in  four  cases  without  finding  any  micro- 
scopical evidences  of  inflammatory  changes. 

Removal  of  the  Placenta. — M,  Hofmeier  {Berl.  Med.  Woch., 
March  25,  1907)   says  that  the  proper  management  of  the  third 


BRIEF  OF  CURRENT  LITERATURE.  867 

Stage  of  labor  is  by  careful  watching  and  absolute  non-inter- 
ference, while  the  fundus  is  held  by  the'hand.  The  advent  of  con- 
tractions should  be  waited  for  as  long  as  there  is  little  loss  of. 
blood  and  the  fundus  remains  hard.  The  question  that  comes  up 
is  how  long  should  one  remain  inactive  and  when  should  he  begin 
to  make  expression  movements.  As  soon  as  the  bleeding  is 
greater  than  the  patient's  condition  will  warrant,  interference 
should  begin.  In  cases  of  fat  and  flaccid  women  who  cannot  give 
aid  by  abdominal  pressure  narcosis  is  an  assistance.  The  use  of  the 
hands  internally  should  be  delayed  as  long  as  possible.  If  possible, 
removal  should  be  by  expression  alone.  When  the  hands  must 
be  used,  thev  should  be  prepared  by  most  careful  sterilization,  or 
sterilized  rubber  gloves  should  be  used.  As  careful  asepsis  should 
be  secured  as  in  any  surgical  procedure.  The  author,  out  of  sixty- 
seven  removals  of  retained  placenta,  has  had  only  six  deaths,  and 
all  of  these  were  from  causes  that  could  not  be  referred  to  lack 
of  asepsis.  In  some  cases  the  placenta  is  so  firmly  adherent  that 
expression  is  unsuccessful ;  it  has  grow^n  to  the  uterus  through 
atrophy  of  the  decidua,  or  grow^th  of  the  chorionic  tufts  into  the 
substance  of  the  uterus.  In  these  cases  it  is  impossible  to  get  a 
smooth  uterus  after  removal,  and  often  the  placenta  must  be  re- 
moved piecemeal.  Here  it  is  almost  impossible  to  tell  when  the 
placenta  has  been  all  removed,  and  small  scraps  must  often  be  left 
behind.  After  the  removal  there  should  be  careful  intrauterine 
irrigation  with  antiseptics.  When  only  the  membranes  are  left 
behind,  if  the  patient  can  be  kept  under  careful  observation  it  is 
possible  to  wait  until  nature  removes  them  with  the  lochia.  There 
may  be  slight  fever  and  offensive  lochia  accompanying  this  re- 
moval. Ergot  may  be  given  to  detach  the  membranes,  and  anti- 
septic douches  used. 

Asymmetrical  Pelves  in  Obstetrical  Practice. — Fieux  (Jour, 
de  Med.  de  Bordeaux,  Mar.  lo  and  17,  1907)  says  that  asymmet- 
rical pelves  form  an  important  and  interesting  group.  The  principal 
tvpes  are  the  obliquely  oval  pelvis,  or  Naegele's  pelvis,  in  which 
there  is  a  complete  fusion  of  the  wing  of  the  sacrum  with  the  cor- 
responding ilium,  resulting  in  a  complete  absence  of  the  sacro- 
iliac synchondrosis,  and  an  imperfect  development  of  the  half  oi 
the  sacrum  and  ilium.  This  form  is  comparativelv  rare.  There 
are  many  more  of  the  type  that  are  caused  bv  arrest  of  develop- 
ment and  deformation  due  to  the  abnormal  application  of  the 
forces  w-hich  give  the  pelvis  its  normal  shape.  These  are  the 
pseudo-obliquely  oval  pelves.  Scoliosis  is  the  onlv  lesion  of  the 
spine  that  may  cause  this  deformity.  Lateral  curvature  is  associ- 
ated with  this  deformity  and  has  a  great  influence  in  the  produc- 
tion of  the  oblique  pelvis.  The  commonest  are  those  pelves  that 
are  deformed  by  a  shortening  of  one  limb,  causing  limping.  There 
is  a  lack  of  development  of  the  half  of  the  iliac  bone  correspondino- 
to  the  limping  side,  and  flattening  of  the  pelvis  with  atrophy  of  one 
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side  of  the  sacrum.  The  anteroposterior  dimensions  are  little 
changed,  provided  the  condition  is  not  complicated  by  rickets. 
Diagnosis  of  asymmetry  is  not  always  easy,  since  that  which  can  be 
easily  seen  is  unimportant,  the  lesion  being  generally  concealed. 
In  Naegele's  pelvis,  one  hip  and  one  buttock  are  abnormally  devel- 
oped, and  one  flattened.  The  iliac  crest  is  a  little  elevated  on  the 
flattened  side.  The  posterior  and  superior  spines  of  the  ilium  ap- 
/  proach  the  median  line.  Internal  exploration  of  asymmetrical  pelves 

whether  with  one  or  two  fingers,  is  of  little  help.  The  symphysis 
pubes  is  thrown  to  the  sound  side  and  the  deviation  is  in  relation 
to  the  amount  of  the  deformity.  The  finger  is  carried  toward  the 
sound  side  and  does  not  appreciate  the  asymmetry.  The  antero- 
posterior diameter  is  normal  and  the  promontory  cannot  be 
reached.  Under  chloroform  the  hand  reaches  the  innominate 
line  on  the  deformed  side  and  finds  it  almost  at  right  angles 
and  running  to  the  body  of  the  first  sacral  vertebra.  Radiography 
is  a  still  better  method  of  ascertaining  the  deformity.  Prognosis 
is  always  somewhat  grave.  In  some  cases  delivery  is  normal ;  in 
others  it  is  very  difficult.  Premature  delivery  is  not  to  be 
attempted,  on  account  of  the  mortality  to  the  children.  Forceps 
can  do  little  without  compressing  the  head.  Version  is  of 
more  use.  All  failing,  symphyseotomy  and  Cesarean  section 
must  be  tried. 

Etiological  Factors  of  Invalidism  Following  Childbirth. — 
John  C.  Applegate  (A^  Y .  Med.  Jour.,  Feb.  g)  divides  the  causes 
of  invalidism  into  three  classes  :  First  the  predisposing,  namely  (i) 
lack  of  knowledge  on  the  part  of  the  laity  as  to  the  importance 
of  proper  hygienic  measures;  (2)  inattention  on  the  part  of  the 
practitioner  as  to  the  position  of  the  child,  pelvic  measurements, 
and  the  effects  of  pregnancy  on  the  maternal  organism.  Second 
the  factors  during  labor,  (i)  the  influence  of  position  on 
mechanism;  (2)  the  modifying  effect  on  injuries  to  the  birth 
canal  by  anesthetics;  (3)  protection  of  the  perineum  during 
birth  of  the  shoulders  as  well  as  the  head;  (4)  instrumental  de- 
livery. Third  the  postpartum  factors,  and  these  are  the  most 
important,  are  as  follows:  (i)  The  time  of  repair;  (2)  the  method 
of  repair;  (3)  no  renair  at  all;  (4)  the  general  management 
of  this  period.  The  writer  protests  against  the  method  of  repair- 
ing the  perineum  before  the  expulsion  of  the  placenta.  The 
attempt  to  scientifically  repair  anything  but  the  minor  degree 
injuries  in  the  absence  of  competent  assistants,  with  poor  light, 
and  the  inability  to  observe  strictly  the  rules  of  asepsis  and 
antisepsis.  The  method  of  repairing  the  perineum  on  the  skin 
surface  and  depending  upon  union  by  granulation  on  the  interior. 
Relaxation  and  partial  or  complete  rectocele  results  subsequently. 
He  believes  all  minor  degrees  of  laceration  should  be  repaired. 
The  patient  may  be  allowed  up  on  the  ninth  or  tenth  day,  but  should 
occuj^y  the  knee-chest  position  for  five  minutes  each  night  until 
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the  end  of  the  third  week;  this  is  to  allow  the  releasing  of  the 
tension  on  the  uterine  supports  and  thus  aid  the  process  of  in- 
volution. Douches  should  not  be  used  after  normal  labor  except 
for  some  positive  indication. 

Absorbent  Power  of  the  Vaginal  Mucous  Membrane  After 
Labor. — J.  Pery  {L'Obst.,  Jan.,  1907)  has  studied  experiment- 
ally the  absorbent  power  of  the  vagina  after  labor.  Under  ordi- 
nary circumstances  there  is  no  absorption  by  the  vagina  at  all, 
but  after  labor  a  certain  amount  occurs  on  account  of  the  abrasions 
of  the  mucous  membrane.  The  author  made  examinations  of 
the  absorptive  power  of  the  mucous  membrane  in  a  number  of 
patients  from  the  time  of  labor,  using  methylene  blue  as  the  ma- 
terial injected  into  the  vagina  on  account  of  its  similarity  to  bi- 
chloride of  mercury  in  fixing  the  albuminoids  of  the  tissues  and 
its'harmlessness.  He  sums  up  his  results  thus:  After  a  simple 
vaginal  injection  there  is  absorption  of  methylene  blue  in  solu- 
tion. In  some  cases  a  small  amount  may  penetrate  into  the  uterus 
and  be  absorbed  by  it,  but  the  greater  part  is  absorbed  by  the 
vagina  itself. 

Streptococcus  Pyogenes  and  Puerperal  Infection. — Charles 
Gonnet  (L'Obst.,  Jan.,  1907)  says  that  although  puerperal  infec- 
tion may  be  caused  by  a  number  of  microorganisms  the  greater 
number  of  cases  arise  from  the  presence  of  the  streptococcus  pyo- 
genes, and  in  such  cases  the  mfection  is  serious  and  the  prognosis 
bad.  Examination  of  the  lochia  for  the  streptococcus  pyogenes 
is  most  important,  since  the  knowledge  of  its  presence  is  of  great 
weight  both  as  to  prognosis  and  treatment.  From  the  researches 
that  have  already  been  made  we  learn  that  the  streptococcus  is 
generally  found  at  the  entrance  to  the  vagina,  but  not  in  the  cer- 
vix. As  to  the  vagina  itself,  results  differ.  It  has  been  found  by 
the  author  that  the  streptococcus  grows  best  on  a  combination 
of  blood  serum  and  agar.  Here  the  colony  appears  like  a  black 
point  on  the  red  culture  medium,  while  it  is  surrounded  by  a 
whitish  areola  due  to  absorption  of  the  blood  by  the  germs.  This 
is  quite  characteristic  of  the  streptococcus  pyogenes,  occurring 
with  no  other  germ.  The  author  examined  the  vaginal  secre- 
tions of  one  hundred  w'omen  pregnant  about  eight  months.  Se- 
cretions from  the  vaginal  culs  de  sac  were  cultivated  daily.  The 
streptococcus  pyogenes  w^as  not  found  in  any  of  them.  In 
15  per  cent,  streptococcus  gracilis  was  found.  The  lochia 
was  examined  after  labor  from  the  fifth  to  the  seventh  day.  In 
90  per  cent,  there  was  no  streptococci.  In  six  there  was  strepto- 
coccus gracilis.  In  four  there  was  streptococcus  pyogenes  of  the 
resorbent  type,  and  with  them  clinical  symptoms  of  infection. 
None  of  those  patients  that  had  streptococcus  gracilis  during  the 
time  before  delivery  were  infected.  The  deduction  made  by  the 
author  is  that  the  streptococcus  does  not  exist  in  the  vagina  be- 
fore labor,  but  is  brought  there  during  labor  or  soon  after.     All 
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the  secretions  of  those  cases  in  which  there  was  a  rise  of  temper- 
ature without  evident  cause  were  cultivated.  A  patient  whose 
temperature  was  37.8°  C.  was  isolated,  in  whom  the  blood  agar 
test  had  shown  vaginal  streptococci.  The  following  day  the  tem- 
perature rose  and  a  true  case  of  serious  puerperal  infection  fol- 
lowed. By  such  means  the  obstetrician  is  advised  of  the  coming 
dangerous  infection,  and  is  enabled  to  isolate  the  patient  before 
others  have  been  infected.  The  number  of  cases  of  puerperal 
fever  has  diminished  at  Febre's  clinic  since  these  examinations 
have  been  made.  The  examination  of  the  blood  of  locally  infected 
patients  is  of  value  in  showing  when  the  infection  becomes  gen- 
eral. An  examination  of  the  blood  is  made  every  four  or  five 
days  in  local  infections.  The  presence  of  the  streptococcus  in  the 
blood  indicates  a  fatal  infection,  and  assists  in  the  prognosis. 
When  there  was  no  infection  of  the  blood,  most  cases  of  local 
infection  recovered.  The  disappearance  of  the  streptococcus  from 
the  blood  does  not  indicate  recovery.  Even  when  the  blood  has 
remained  sterile  for  twenty-four  hours  death  may  ensue.  The 
author  advises  his  method  of  examination  of  the  lochia  and  blood 
as  of  great  value  in  diagnosis  and  prognosis,  and  furnishing  the 
indication  for  operation  or  treatment. 

Puerperal  General  Peritonitis. — Ellice  jMcDonald  (Ann.  of 
Surg.,  Feb.)  states  that  the  streptococcus  is  the  most  frequent 
cause  of  puerperal  peritonitis,  the  infection  spreads  by  the  veins 
and  lymphatics  from  the  endometrium.  The  essential  lesion  is  a 
periuterine  lymphangitis.  This  lymphangitis  is  more  commonly 
associated  with  thrombosis  than  with  the  presence  of  actual  pus 
in  the  lymphatics.  The  streptococcic  infection  is  marked  by  se- 
vere clinical  manifestations,  with  little  evidence  of  efforts  at  re- 
pair on  the  part  of  the  peritoneum.  The  pus  is  found  generally 
distributed  within  the  abdominal  cavity.  Intestinal  paralysis  soon 
allows  and  the  case  almost  alwavs  terminates  fatally,  althoug) 
the  author  reports  two  recoveries  after  laparotomy.  The  infec- 
tion may  result  from  the  lighting  up  of  a  previous  focus  of  in- 
fection, as  pus  tubes,  tumors,  or  purulent  collections  in  adjacent 
pelvic  organs.  In  this  form  the  lymphatics  are  not  involved  and 
the  treatment  is  the  same  as  in  the  nonpregnant  state.  The 
gonococcus  is  a  common  cause  of  infection  and  is  the  least 
frequently  discovered.  It  usually  causes  little  or  no  rise  in  tem- 
perature, but  may  cause  severe  symptoms  and  death.  This 
infection  generally  extends  directly,  but  may  pass  through 
the  uterine  muscle.  Pneumococcus  infection  is  comparatively 
common  and  generally  of  slight  severity,  save  in  isolated  cases. 
The  diagnosis  of  generalized  peritonitis  in  the  puerperium  is  by 
no  means  easy.  Lymphatic  peritonitis  from  streptococcus  usu- 
ally appears  from  the  third  to  the  tenth  day.  Pain  usually  occurs 
in  all  cases,  due  in  part  to  the  lymphangitis ;  this  pain  is  not  gen- 
erally localized,  but  may  be  referred  to  the  epigastrium.    Another 
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cause  of  pain  is  due  to  the  rubbing  of  the  inflamed  intestinal  cov- 
ering against  the  parietal  peritoneum.  The  pain  is  more  marked 
during  peristalsis.  Rigidity  comes  on  early  and  is  a  reliable  sign, 
but  may  be  overcome  by  distention  of  the  gut.  Ten- 
derness is  usually  not  marked.  Vomiting  is  fairly  con- 
stant, at  first  regurgitative  in  character,  later  more  persistent, 
often  fecal  or  hemorrhagic  in  character.  The  temperature  in  the 
more  severe  infections  is  very  high  and  intermittent  at  first.  The 
red  blood-cells  are  diminished,  the  leukocytes  are  increased.  A 
fall  in  the  leukocyte  count  is  suggestive  of  a  severe  infection, 
lodophilia  is  a  valuable  and  reliable  sign.  Bacteriological  exam- 
inations of  the  blood  and  lochia  are  important  in  forming  an  ex- 
act diagnosis.  In  treating  this  condition  a  polyvalent  antistrepto- 
coccic sera  should  be  tried,  although  it  seems  to  be  rather  a 
prophylactic  measure  against  peritonitis  and  of  doubtful  value 
after  the  infection  has  passed  beyond  the  uterus.  Injections  of 
nucleic  acid  are  a  useful  adjunct  to  early  operation.  Operation 
should  be  early,  the  focus  of  infection  removed  if  possible.  Lavage 
should  not  be  performed.  Vaginal  drainage  is  often  of  value. 
The  prognosis  is  bad  unless  early  operation  is  done.  The  late 
appearance  of  metastatic  abscesses  is  not  uncommon. 

GYNECOLOGY    AND    ABDOMINAL    SURGERY. 

Papillary  Cystadenomata  of  the  Breast.— Robert  B.  Green- 
ough  and  Channing  C.  Simmons  {Ann.  of  Surg.,  Feb.),  after  a 
review  of  twenty  cases  of  papillary  cystadenoma.  find  thev  show 
the  following  characteristics:  (ij  They  may  be  single  or  mul- 
tiple, involving  the  large  ducts  near  the  nipple,  and  composed  of 
one  or  more  cyst  cavities,  from  the  walls  of  which  grow  papillary 
outgrowths  composed  of  fibrous  tissue  stroma  and  a  luxuriant 
growth  of  duct  epithelium.  (2)  They  occur  in  the  male  breast  as 
well  as  in  the  female.  (3)  They  occur  at  all  adult  ages,  inde- 
pendent of  trauma,  marriage,  or  lactation.  (4)  They  are  usually 
painless.  (5)  They  are  generally  situated  near  or  beneath  the 
nipple,  and  (6)  are  usually  of  small  size,  and  (7)  slow  growth. 
(8)  Their  most  characteristic  symptom  is  the  presence  of  a  dis- 
charge from  the  nipple,  which  may  be  serous,  but  is  usually  bloody 
in  character.  (9)  They  do  not  cause  enlargement  of  the  axillary 
glands.  (10)  Fifteen  per  cent,  are  associated  with  a  form  of 
cancer  of  a  relatively  low  type  of  malignancv.  (11)  Treatment 
demands  complete  removal  of  the  tumor  bv  excision  or  amputa- 
tion of  the  breast. 

Propagation  of  Carcinoma  of  the  Cervix  Uteri  to  the  Para- 
vaginal Tissue.— Luigi  Assereto  (Ann.  di  Ost.  e  Gin.,  Feb., 
1907)  gives  the  microscopical  examination  of  the  removed  tissues 
in  twelve  cases  of  carcinoma  of  the  cervix  uteri,  made  with  a 
view  to  ascertain  the  frequency  and  method  of  propagation  of  the 
disease   to   the  vaginal   parametrium.      In   seven   of  these  there 
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was  an  evident  extension  to  the  vaginal  tissues,  while  in  five  none 
was  to  be  seen  with  the  naked  eye.  Two  of  these  five  showed  un- 
der the  microscope  evidences  of  extension  to  the  paravaginal  tis- 
sues. The  involvement  presented  itself  in  two  ways — by  projec- 
tions advancing  into  the  connective  tissues  and  always  continu- 
ous with  the  original  foci,  by  transportation  by  the  lymph  currents 
01  the  blood  of  fragments  of  the  tumor  which  are  arrested  at  a 
ceitain  distance  from  the  original  focus.  By -continuity  the  sub- 
mucous tissue  was  involved.  These  involvements  by  continuity 
were  the  most  frequent.  Metastases  occurred  to  a  considerable  dis- 
tance. The  general  method  of  propagation  was  by  the  lymphatics 
in  a  direction  toward  the  vaginal  opening.  Propagation  by  the 
blood-vessels  was  rare.  There  was  also  propagation  along  the 
nerves.  The  author  believes  that  most  recurrences  take  place  by 
inoculation  of  cancerous  remains  left  after  the  operation.  Re- 
currence on  the  mucosa  is  extremely  rare.  The  practical  conclu- 
sion from  the  author's  examination  is  that  it  is  best  to  remove  all 
that  is  possible  of  the  vagina  and  of  the  paravaginal  connective 
tissue  and  fat. 

Pyometra  and  Cancer  of  the  Cervix. — Begouin  {Gas.  Hebd. 
des  Sci  Med.,  March,  1907)  tells  us  that  when  a  purulent  hyper- 
secretion in  the  uterus  and  an  obstacle  to  its  outflow  coexists 
pyometra  is  produced.  One  condition  that  causes  this  lesion  is 
metiitis,  combined  with  senile  atrophy  of  the  os.  Another  is 
metritis  with  cancer  of  the  os,  closing  the  latter  by  means  of  a 
cancerous  vegetation.  It  is,  however,  rare  to  find  the  factors  thaf 
are  necessary  combined,  so  that  pyometra  is  a  rare  complication. 
At  the  same  time,  in  operating  for  cancer  of  the  uterus  one  should 
always  be  prepared  to  find  this  condition  when  the  uterus  is  larger 
than  usual  and  friable.  If  there  is  also  a  history  of  painful  crisis, 
with  intermittent  purulent  discharge,  this  will  aid  in  the  diagnosis. 
We  should  always  protect  the  parts  during  such  an  operation  in 
such  a  way  as  to  prevent  infection  by  opening  into  such  a  purulent 
cavity',  for  the  secretion  is  generally  found  to  contain  bacteria  of 
various  kinds.  The  fact  that  the  uterus  is  redder  than  usual  also 
points  to  pyometra.  The  diagnosis  of  pyometra  is  generally  made 
during  rather  than  before  the  operation. 

Abscess  of  the  Uterus. — Georges  Kuss  (La  Gyii.,  Jan.,  1907) 
defines  abscess  of  the  uterus  as  an  encysted  purulent  collection  in 
the  parenchyma  of  the  uterus.  This  excludes  collections  of  pus 
in  the  mucous  membrane.  As  such,  abscess  of  the  uterus  is  quite 
rare.  It  is  always  the  result  of  infection.  It  occurs  generally  be- 
tween twenty  and  forty  years  of  age.  It  should  be  divided  into 
two  groups,  that  in  which  it  occurs  in  young  women  in  full  geni- 
tal activity,  due  to  puerperal,  genital,  or  gonococcic  infection,  an4 
that  in  which  it  occurs  after  the  menopause  and  secondarv  to  can- 
cer. Tuberculous  abscess,  traumatic  infection,  and  surgical  infec- 
tion may  attack  old  or  young  women.     Traumatism  always  plays 
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an  important  part  in  its  etiology,  the  infective  germs  being  car- 
ried to  the  uterus  by  the  instruments.  It  results  from  criminal 
abortions,  artificial  abortion  for  medical  purposes,  labor  with  in- 
strumental interference,  surgical  operations  on  the  cervix,  and 
strange  maneuvers  of  the  woman.  In  half  the  cases  puerperal  in- 
fection plays  the  important  part.  When  gonococcus  infection 
takes  place  it  is  during  labor  of  complicated  type.  Spontaneous 
abscess  of  the  uterus  is  exceedingly  rare.  Infection  may  come  by 
the  vagina,  and  secondary  to  infections  of  other  genital  organs, 
such  as  tubes,  ovaries,  or  external  genitals.  It  occurs  generally 
in  the  body,  near  the  horns,  as  a  result  of  the  rich  vascularization 
of  this  location.  There  may  be  lymphangitic  abscesses.  There 
may  be  small  pockets  of  pus  in  the  tubes  which  evolve  into  ab- 
scesses in  the  uterus.  There  may  be  true  intra-parenchvmatous 
abscesses  in  the  prepuerperal  state.  There  may  be  formations  of 
abscesses  by  contiguity,  and  extension  from  neighboring  suppura- 
tive lesions.  The  symptoms  are  not  peculiar  to  the  condition,  but 
are  those  of  the  condition  from  which  the  abscess  results ;  thev  are 
general  and  local  symptoms  of  peritonitis,  troubles  of  menstrua- 
tion, niiclurition,  and  defecation.  It  is  impossible  to  differentiate 
it  during  life.  It  may  rupture  into  the  uterine  cavity  and  recov- 
ery ensue.  If  it  ruptures  into  the  peritoneal  cavity  it  results  in 
death.  Treatment  is  essentially  surgical ;  incision,  when  possible, 
otherwise  laparotomy. 

Congenital  Absence  of  the  Uterus. — Earl  Harlan  {Jour. 
Aiiicr.  Med.  Ass)i.,  Feb.  g)  reports  a  case  of  congenital  absence 
of  the  uterus,  tubes,  broad  ligaments,  and  upper  two-thirds  of  the 
vagina.  The  patient,  aged  nineteen,  had  had  "swellings,"'  as  she 
termed  them,  in  the  right  and  left  iliac  regions,  which  were  ten- 
der and  painful ;  following  these  attacks  she  had  a  bloody  dis- 
charge, lasting  several  days,  at  the  cessation  of  which  her  whole 
trouble  disappeared.  It  was  decided  to  operate  to  relieve  this 
condition,  as  the  ovaries  could  be  palpated.  At  operation  the 
above-described  congenital  deformity  was  verified  and  the  ovaries 
removed.     The  results  were  satisfactory. 

Pelvic  Infections  in  Women. — A\\  W.  Ta3-lor  (Mempli.  Med. 
Mouth.,  Feb.)  finds  the  first  essential  in  the  treatment  of  an  acute 
infection  of  the  Fallopian  tube  and  ovaries  or  pelvic  peritoneum  to 
be  absolute  rest  in  bed.  Mild  purgatives  should  be  given.  Ice  should 
be  applied  externally  more  or  less  constantly;  opium  to  relieve 
severe  pain.  By  these  means  most  cases  will  be  cured.  In  the 
chronic  cases  we  must  rely  largely  on  general  treatment,  it  being 
of  more  value  than  local.  Cases  requiring  operation  are  those  in 
which  there  are  well-defined  abscesses,  those  which  get  worse  in 
spite  of  palliative  measures.  All  cases  that  have  repeated  attacks 
of  pelvic  peritonitis,  cases  with  a  persistent  tumor  in  the  pelvis, 
with  repeated  acute  symptoms,  more  or  less  continuous  pelvic  dis- 
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tress,  and  which  affect  the  general  health,  cases  that  have  resulted 
in  fixed  displacement  of  the  uterus  and  ovaries. 

Treatment  of  Acute  Diffuse  Peritonitis. — Richard  Douglas 
{Med.  Rec,  Feb.  23),  in  considering  the  surgical  management  of 
this  condition,  believes  all  patients  with  tense  bellies  and  that  are 
vomiting,  should  have  gastric  lavage  before  taking  the  anes- 
thetic. General  anesthesia  is  preferred  to  local.  If  a  patient  is  too 
ill  to  take  ether,  then  he  hesitates  to  operate.  The  incision  should 
be  over  the  supposed  site  of  infection  and  should  be  free,  so  as 
to  allow  ready  access,  for  the  indication  is  to  remove,  close,  or 
segregate  the  source  of  infection.  If  there  is  great  accumulation 
of  fluid,  the  force  of  intraabdominal  pressure  will  cause  it  to  spurt 
from  the  cavity.  We  must  avoid  the  extrusion  of  coils  of  in- 
testine from  the  wound.  We  must  assume  that  the  peritonitis  is 
limited  and  employ  gauze  to  coft'erdam  the  field  of  operation. 
The  gauze,  so  packed,  prevents  prolapse  of  the  intestine,  avoids 
needless  handling  of  the  viscera  and  absorbs  what  fluid  there  is, 
preventing  its  dissemination.  If  no  adhesions  are  present,  the 
gauze  takes  up  the  free  fluid  from  the  general  cavity.  This  pack- 
ing should  remain  in  place  until  the  local  focus  of  infection  is 
dealt  with.  The  writer  disapproves  of  irrigation  as  a  rule,  be- 
lieving that  the  fluid  can  best  be  removed  by  gauze  pads.  The 
forcible  thrusting  of  gauze  between  intestinal  coils  in  the  peri- 
toneal recesses  is  to  be  condemned.  Placques  of  fibrin  on  the  in- 
testine should  be  left  undisturbed.  Irrigation  may  be  employed 
where  foreign  material  is  disseminated  throughout  the  peritoneal 
cavity;  we  should  employ  a  Chamberlin  or  Blake  irrigator,  intro- 
duced through  an  incision  in  the  epigastrium,  and  irrigate  from 
above.  When  evisceration  is  necessary,  it  is  one  of  the  conditions 
in  which  enterostomy  and  emptying  of  the  intestines  through  a 
Paul  tube  is  proper.  As  a  rule,  enterostomy  is  not  desirable  ex- 
cept in  post  operative  peritonitis,  where  paralytic  ilius  is  a  con- 
spicuous feature  and  intestinal  toxemia  as  much  as  peritoneal  sep- 
sis is  contributing  to  the  patient's  intoxication.  In  mild  cases  of 
diffuse  peritonitis  the  writer  does  not  drain.  When  drainage  is 
used  the  drain  should  extend  only  down  to  the  peritoneum.  After 
operation  the  Fowler  position  is  the  most  comfortable  for  the 
patient,  as  it  allows  the  viscera  to  fall  away  from  the  diaphragm 
and  deep  respiration  is  permitted.  It  has  little  effect  on  drainage. 
In  severe  cases  the  patient  should  receive  500  to  1,000  c.c.  of  nor- 
mal saline  solution  by  hypodermoclysis.  No  water  by  mouth  for 
twenty-four,  hours,  unless  vomiting  is  distressing,  then  they  may 
drink  freely  of  hot  soda  water  until  the  stomach  is  well  washed 
out.    All  drains  are  to  be  removed  at  end  of  forty-eight  hours. 

Conservative  Surgery  of  the  Uterine  Adnexa. — Hiram  N. 
Vineberg  {Med.  Rec,  Feb.  9.)  finds  that  among  the  most  com- 
mon causes  of  disappointment  in  conservative  surgery  upon  the 
adnexa  is  the  negligence  of  taking  into  account  the  condition  of 
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the  uterus  itself.  When  there  is  a  chronic  metritis,  either  the  re- 
sult of  a  subinvolution  or  gonorrheal  or  other  infection,  the  slight 
periadnexitis  is  only  a  secondary  affair.  These  cases  should  either 
not  be  operated  upon  or  the  uterus,  the  prime  cause  of  the  trouble, 
shouM  be  removed.  In  patients,  several  years  before  the  expected 
menopause,  with  pus  tubes,  every  effort  should  be  made  to  save 
as  miuch  ovarian  tissue  as  possible,  and  if  possible  to  do  a  plastic 
operation  on  the  less  diseased  tube,  independent  of  the  micro- 
organism that  may  be  the  etiological  feature. 

Cytotoxins   of   the    Ovary. — Stanislaw   Dobrowolski    {Gyn. 
Rund.,  H.  3,  1907)  has  studied  experimentally  the  secretions  and 
toxins  of  the  ovary,  making  experiments  on  animals  by  the  pro- 
duction of  a  toxic  and  of  an  antitoxic  serum  from  the  ovaries  and 
the  corpora  lutea.     It  has  long  been  known  that  the  ovary  pro- 
duces an  internal  secretion  which  has  a  marked  effect  on  the  fe- 
male genital  organs,  as  well  as  on  some  of  the  processes  of  met- 
abolism.    It  is  a  well-known  fact  clinically  that  when  the  ovaries 
cease  to  act  at  the  menopause,  or  after  removal  for  disease,  the 
woman  begins  at  once  to  put  on  fat.     It  is  supposed  that  this  is 
the  resuu  of  the  absence  of  the  ovarian  secretion.     The  author 
produced  a  cytotoxic  serum  from  the  ovary,  which  acted  on  the 
general  metabolism  without  influencing  the  ovaries  or  ovulation. 
The  author  found  that  the  animal  into  which  this  serum  was  in- 
jected became  emaciated,  losing  all  its  fat,  and  finally  died.    This 
corresponds  with  the  clinical  facts  of  obesity  coming  on  when 
ovulation  ceases.     It  is  also  known  that  women  who  become  fat 
have  irregular  and  scanty  menstruation,  and  are  generally  sterile. 
In  osteomalacia  there  is  extreme  emaciation  and  at  the  same  time 
there  is  activity  of  the  ovaries,  as  is  shown  by  the  occurrence  of 
pregnancy  in  osteomalacic  subjects,  who  are  so  weak  as  to  be  un- 
able to  get  about.     As  soon  as  the  ovaries  are  removed  in  these 
cases  the  emaciation  ceases  and  the  bones  harden,  while  the  pa- 
tient returns  to  a  normal  condition.     These  results  are  probably 
dependent  on  disturbances  of  the  internal  ovarian  secretion.    The 
experiments  show  that  the  isotoxins  of  the  organism  do  not  act 
and  the  injection  of  isotoxic  ovarian  serum  is  similar  in  effect  to 
injection  of  ovarian  or  corpora  lutea  substance.     The  effect  of 
the  serum  is  the  same,  whether  the  whole  ovary  is  used  or  only  the 
corpora  lutea.     This  serum  is  toxic  in  high  degree,  producing 
emaciation,  and  heating  the  serum  does  not  change  its  properties, 
but  only  weakens  them.     When  injected  into  an  old  animal  the 
effect  of  the  serum  is  lessened.     The  author  also  succeeded  in 
producing  a  serum  that  entirely  protected  the  animal  against  the 
toxic  serum  and  prevented  emaciation.     Neither  the  toxic  nor 
the  antitoxic  serum  produced  changes  in  the  animal's  organs  that 
could  be  demonstrated  histologically. 

Dysmenorrhea. — Felix  Marsan    {Gaz.  de  Gyn.,  March,  1907) 
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discusses  dysmenorrhea  as  a  sympathetic  effect  from  the  ovarian 
epithehum  of  a  reflex  nature,  producing  a  hyperactivity  of  the 
circulation  of  a  pronounced  type.  The  causes  are  in  many  cases 
marriage  and  pregnancy ;  in  others  hereditary  nervous  diatheses ; 
again  it  arises  from  lesions  of  the  adnexa,  stenosis  of  the  cervix, 
or  uterine  diseases,  such  as  endometritis  and  metritis.  Tumors 
may  produce  it;  on  the  other  hand  con^-enital  atrophy  of  the  cer- 
vix, or  prolapsus,  etc.,  may  cause  it.  It  comes  on  generally  grad- 
ually, the  endometrium  being  affected  by  retention,  if  present,  and 
infection  taking  place.  Sterility  and  abortion  are  results  when 
there  are  uterine  contractions  to  expel  retained  fluid.  The  chief 
forms  are  nervous  or  spasmodic  dysmenorrhea,  congestive  dys- 
menorrhea, mechanical  dysmenorrhea,  which  begins  at  the  be- 
ginning of  the  flow,  and  membranous  dysmenorrhea,  in  which 
a  cast  of  the  uterus  similar  to  the  decidua  is  thrown  off.  Treat- 
ment must  depend  on  the  recognition  of  the  cause  and  its  re- 
moval. 

Prevention  and  Treatment  of  Headache  in  Lumbar  Anes- 
thesia.— Oft'ergeld(Z^H^.  /.  Gyn.,  March  9,  1907)  finds  that  in 
lumbar  anesthesia  by  stovain  or  novokain  the  patients  in  many 
cases  suft'er  from  a  very  severe  headache,  coming  on  after  awaking 
from  the  sleep.  This  may  last  from  a  few  hours  to  several  days. 
It  consists  of  shooting  pain  in  the  forehead,  or  in  the  back  of  the 
head.  The  author  used  from  two  to  three  cubic  centimeters  of 
the  solution  in  each  case.  Eighteen  patients  were  treated  with 
stovain  and  twenty-two  with  novokain.  The  headache  is  beet 
treated  by  full  doses  of  bromide  of  potash  or  antineuralgics.  Mor- 
phine is  of  no  use  and  should  not  be  given.  Thirst  is  best 
assuaged  by  carbonated  waters,  coffee,  or  tea.  In  congestive 
headache,  with  red  face,  ergotin  is  of  use ;  with  pale  face,  nitro- 
glycerin. The  cause  of  the  headache  is  supposed  to  be  increase 
of  pressure  in  the  spinal  canal  and  ventricles  of  the  brain.  The 
prophylactic  treatment  would  consist  in  allowing  a  small  amount 
of  cerebrospinal  fluid  to  flow  out  before  the  injection  was  made, 
and  in  injecting  as  little  fluid  as  possible. 

DISEASES  OF   CHILDREN. 

Etiology  of   Convulsions  in  Infancy  and  Childhood. — The 

study  of  250  cases  with  this  symptom  has  led  James  Mcllraith 
{Med.  Chron.,  Nov.-Dec,  1906;  Jan.,  1907)  to  the  following  con- 
clusions: Convulsions  are  most  frequent  during  the  first  year 
of  life,  and  not  very  frequent  after  the  third  year.  The  predis- 
posing are  more  important  than  the  exciting  causes.  The  pre- 
disposing causes  are  "an  inherited  neurotic  taint"  and  rickets. 
Healthy  children  born  of  healthy  parents  rarely  suffer  from  con- 
vulsions.    In  children  suffering  from  convulsions  there  is   fre- 
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quently  a  history  of  ill-health  or  disease  in  the  parents,  especially 
in  the  mother  during-  pregnancy,  and  this  acts  by  lowering  the 
vitality  of  the  child  and  rendering  it  more  liable  to  disease.  The 
family  history  of  children  suffering  from  convulsions  is  bad.  Fre- 
quently the  brothers  and  sisters  suffer,  and  the  mortality  in  these 
families  is  high.  Only  a  small  proportion  of  cases  can  be  as- 
cribed to  organic  disease  of  the  brain,  and  only  a  small  propor- 
tion to  injury  at  birth.  The  most  common  cause  of  convulsions 
in  the  first  two  months  of  life  is  reflex  irritation  from  the  ali- 
mentary tract.  The  great  majority  of  convulsions  are  due  to 
reflex  causes.  Dentition  rarely  causes  convulsions,^  and  does  so 
only  when  some  predisposing  cause  exists.  Gastrointestinal  dis- 
orders are  the  chief  exciting  causes  of  convulsions.  Convulsions 
are  by  no  means  as  frequent  as  generally  supposed  at  the  onset 
of  acute  fevers,  such  as  measles,  and  pneumonia.  They  are  more 
common  at  the  onset  of  pneumonia  than  at  that  of  measles.  When 
they  do  occur  some  predisposing  cause  is  usually  present.  In 
several  of  the  cases  of  convulsions  associated  with  whooping 
cough  there  is  a  predisposing  cause.  Convulsions  are  by  no 
means  frequent  in  whooping  cough,  when  no  predisposing  cause 
exists  and  no  complications  ^occur.  Convulsions  in  early  life  may 
be  the  first  sign  of  epilepsy,  or  may  give  rise  to  that  condition  in 
later  life,  and  are  more  likely  to  become  epileptic  when  there  is 
no  obvious  cause  for  the  attack.  The  fundamental  cause  of  con- 
vulsions is  some  predisposing  cause. 

Serum  Eruptions. — A.  B.  Marfan  and  Henri  Lemairs  (Rev. 
Mens,  des  Mai.  de  FEnf.,  Jan.,  1907)  separate  all  eruptions  oc- 
curring after  the  injection  of  serum  into  those  that  occur  in 
healthy  subjects  that  have  been  injected  and  those  that  occur  also 
in  sick  subjects  who  have  been  injected.  They  think  that  this 
is  the  only  way  to  diff'erentiate  the  eruptions  that  are  the  result 
of  the  diseases  for  which  the  injections  were  given  from  those 
that  were  really  the  result  of  the  serum.  They  find  that  there 
are  three  bad  effects  that  may  really  be  attributed  to  the  sera: 
urticaria,  ervthemas,  and  pains  in  the  joints  and  muscles.  The  ery- 
thematous eruptions  occur  generally  in  the  regions  where  the  in- 
jections have  been  given,  and  are  accompanied  by  a  glandular  en- 
largement of  the  corresponding  region.  Scarlatinous  erythema 
and  morbilliform  eruptions  are  excluded.  Scarlatiniform  ery- 
thema is  believed  by  the  authors  to  result  from  a  true  scarlatina' 
infection.  The  most  important  form  of  erythema  is  the  aberrant 
marginated  erythema,  or  polymorphous  erythema,  which  is  char- 
acteristic of  the  use  of  serum  and  of  no  other  condition,  it  is 
less  frequent  than  urticaria.  It  occurs  from  the  eighth  to  the 
twelfth  day,  urticaria  from  the  fourth  to  the  ninth  day.  and_  it 
may  be  delayed  to  the  fifteenth  day.  It  occurs  when  the  child 
is  convalescing,  and  the  false  membranes  in  diphtheria  have 
fallen.     It  is  accompanied  by  fever,  which  may  precede  or  follow 
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the  eruption,  or  appear  at  the  same  time.  It  appears  on  the  in- 
jected portion  of  the  body  and  spreads  to  the  limbs  and  face, 
beginning  with  round,  elevated  points  that  spread  rapidly  and 
coalesce,  forming  arabesque  figures.  They  are  bright  red,  becom- 
ing pale  in  the  center,  and  leaving  circles  at  the  edge.  The 
circles  and  arabesques  are  the  characteristic  features  of  the  serum 
eruption.  The  eruption  does  not  itch  and  is  not  followed  by 
desquamation.  There  are  enlargement  of  the  superficial  lym- 
phatic glands,  malaise,  prostration,  and  digestive  disturbances  last- 
ing from  two  to  five  days.  It  may  follow  urticaria  or  be  observed 
alone.  It  may  be  of  a  morbilliform  character  at  first,  then  be- 
coming circular,  but  there  are  no  Koplik  spots  in  the  mouth. 
Pains  are  rare  in  children.  They  occur  in  joints  and  muscles 
and  may  be  accompanied  by  efifusion  into  the  joints.  The  erup- 
tions and  pains  are  due  to  injection  of  horse  serum  in  any  sub- 
ject, healthy  or  sick,  even  when  used  as  a  preventive.  There  are 
three  contributing  circumstances:  the  size  of  the  dose,  the  sus- 
ceptibility of  the  individual,  and  the  age  of  the  patient.  Three- 
fourths  of  the  eruptions  occur  in  individuals  injected  with  more 
than  fifty  cubic  centimeters  of  serum,  that  is  in  severe  cases  that 
have  required  large  doses.  They  are  much  more  common  in 
adults  than  in  children.  The  presence  in  the  blood  of  antibodies, 
precipitins,  are  demonstrated  in  all  cases  of  eruption.  These  are 
due  to  the  effort  of  the  system  to  neutralize  the  heterogeneous 
serum  of  the  horse  injected,  and  to  eliminate  it.  The  eruption 
always  ends  favorably  after  five  days.  Treatment  should  be  rest 
in  bed,  milk  diet,  calomel  in  small  doses,  and  antipyretics  if  fe/er 
is  high. 

Congenital  Weakness. — P.  Budin  (Ann.  de  Med.  et  Chir.  Inf., 
Mar.  15,  1907)  describes  the  conditions  necessary  to  bring  up  in- 
fants tiiat  are  prematurely  born,  or  that  for  hereditary  reasons 
come  into  the  world  with  an  undeveloped  physical  system.  The 
weight  of  such  children  is  below  normal,  but  there  are  many  chil- 
dren small  in  weight  that  are  perfectly  developed,  and  able  to 
digest  food  and  live  under  ordinary  conditions.  These  are  not 
included  in  the  bounds  of  this  article.  Only  those  are  dealt  with 
that  have  undeveloped  internal  organs.  The  lungs,  liver,  and 
dieestive  organs  do  not  functionate  properly.  Those  born  with 
a  weight  of  less  than  2,000  grams  generally  die.  Such  infants 
have  a  skin  that  is  soft  and  abnormally  red  ;  the  vessels  may  be  seen 
through  the  transparent  derma.  The  children  cry,  but  with  a 
feeble,  immature  sound ;  their  respiration  is  not  complete,  reach- 
ing into  the  bronchial  tubes,  but  not  to  the  alveoli.  There  is 
marked  muscular  weakness,  and  the  child  generally  lies  inert  and 
is  unable  to  make  sucking  motions  sufficient  to  get  enough  milk 
from  the  mother's  breast.  The  temperature  is  subnormal.  If 
they  become  cooled  beyond  the  normal  temperature  there  comes 
on  a  condition  of  scleroma  or  hardening  of  the  cellular  tissues. 
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Many  of  these  children  die  from  becoming  too  cool,  while  others 
succumb  to  digestive  troubles,  diarrhea,  and  attacks  of  cyanosis. 
Out  of  830  infants  seen  by  the  author  at  the  jMaternity,  which 
were  premature,  only  40  per  cent,  were  saved.  One  of  the  most 
important  measures  used  to  care  for  them  was  keeping  the  tem- 
perature of  the  surrounding  atmosphere  above  normal.  For  this 
purpose  the  child  should  be  wrapped  in  wadding  under  his  cloth- 
ing; should  be  kept  in  an  incubator  at  a  temperature  of  28°  to  30° 
C,  and  allowed  freedom  of  movement.  The  author  finds  it  better 
to  raise  the  temperature  gradually  when  the  child  is  brought  in 
cold.  It  should  remain  in  the  incubator  about  two  weeks,  but  in 
some  cases  a  much  longer  time  is  necessary.  Every  two  hours  it 
is  removed  for  a  few  minutes  to  feed  and  change  it.  Feeding  is 
most  important,  and  mother's  milk  is  most  necessary.  It  must  not 
be  given  in  too  large  amount  and  generally  with  a  spoon.  Too 
much  will  bring  on  diarrhea.  In  case  of  cyanosis  artificial  respira- 
tion may  be  gently  performed.  Such  children  must  be  guarded 
against  contagious  diseases,  since  they  take  them  easily. 

Simplicity  in  Infant  Feeding. — Although  containing  nothing 
new,  the  brief  paper  of  C.  W.  Townsend  {Jour.  Amer.  Med.  Assn., 
Feb.  16,  1907)  is  in  refreshing  contrast  with  the  many  articles  on 
percentage  feeding,  whose  multiplicity  of  formulae  and  figures 
cause  mental  indigestion  to  the  average  reader.  He  emphasizes 
the  necessity  of  beginning  in  all  cases  with  a  weak  mixture  and  in- 
creasing its  strength  gradually.  The  mistake  is  often  made  of 
beginning  too  strong  and  making  frequent  and  purposeless 
changes.  A  new-born  baby  can  be  put  on  a  mixture  in  twenty 
ounces  of  which  there  are  only  three  ounces  of  eight-ounce  top 
milk,  and  the  strength  increased  by  the  addition  every  second  day 
of  half  an  ounce  more  top  milk  and  the  subtraction  of  half  an 
ounce  of  the  diluent  vmtil  eight  ounces  of  top  milk  are  given  in  a 
twenty-ounce  mixture. 

Estimation  of  the  Caloric  Value  of  Infant  Food. — J.  J. 
Thomas  {Arch,  of  Fed.,  Feb.,  1907)  says  that  the  present  meth- 
ods of  percentage  feeding  are  purely  empirical,  but  that  they  may 
be  put  upon  a  scientific  basis  by  the  estimation  of  the  caloric  value 
of  the  formulae.  G.  W.  Moorehouse  {Arch,  of  Fed.,  Feb.,  1907) 
discusses  the  method  of  doing  this  and  presents  a  diagram  for 
use  in  making  hasty  calculations. 

Modifications  of  the  Bacterial  Flora  of  the  Intestine  Under 
the  Use  of  Buttermilk. — Eduardo  Gilberti  and  Giovanni  Cen- 
tola  {La  Pediatria,  Jan.,  1907)  have  examined  the  feces  of  infants 
suffering  from  various  gastrointestinal  troubles,  who  were  treated 
by  the  administration  of  buttermilk,  with  a  view  to  finding  out 
what  effect  this  food  had  on  the  intestinal  contents,  especially  on 
the  bacteria  found  in  them.  The  feces  became  modified  in  thirty- 
six  to  forty-eight  hours  after  the  giving  of  buttermilk  was  begun, 
and  soon  became  normal.     The  bacteria  that  were  found  in  the 
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intestine  were  hacierium  laciis  acrogcncs,  bacillus  coli,  entero- 
cocciis,  bacillus  bifidns  communis,  bacillus  exilis,  bacillus  acid- 
Gphilus,  and  in  one  case  staphylococcus  pyogenes  albus.  The 
action  of  the  buttermilk  is  due  to  a  special  chemical  condition  of 
the  food  which  produces  important  modifications  in  the  contents 
of  the  canal,  having  a  marked  antifermentative  action,  due  to  the 
abundance  of  carbohydrates  and  scarcity  of  fats.  The  scar- 
city of  fats  lessens  the  putrefaction  in  the  intestine,  while  it  aids 
digestion  and  assimilation.  Buttermilk  aids  in  the  development 
of  the  physiological  sapronhytes  while  eliminating  the  pathogenic 
species,  whether  they  are  introduced  with  the  food  or  become 
toxic  through  increased  virulence  when  already  present.  Butter- 
milk is  not  only  an  excellent  food,  but  also  an  excellent  thera- 
peutic agent.  It  removes  the  morbid  factors  and  at  the  same  time 
creates  new  conditions  which  prevent  the  production  of  the 
former,  facilitating  the  life  of  the  species  of  microorganisms  that 
prevent  fermentation. 

Pyloric  Stenosis  in  the  Nursing  Child. — A.  Weymeersch 
(Bull,  de  la  Soc.  Beige,  de  Gyn.  et  d'Obst.,  Vol.  XVII,  No.  4) 
calls  attention  to  congenital  stenosis  of  the  pylorus,  in  many  cases 
resulting  in  dilatation  of  the  stomach,  from  a  deformity  occurring 
in  intrauterine  life.  The  symptoms  are  the  appearance,  while  in 
full  health,  or  after  intestinal  troubles,  of  incoercible  vomiting, 
without  bile,  and  occurrmg  soon  after  nursing.  There  is  visible 
peristalsis,  but  rarely  is  any  tumor  to  be  felt.  Obstinate  constipa- 
tion is  the  rule.  There  are  three  theories  as  to  etiology:  i.  That 
of  simple  spasm.  2.  That  of  muscular  hypertrophy  from  excess 
of  function,  and  stenosis  by  the  contraction  of  the  thickened  mus- 
cle. 3.  That  of  true  stenosis  with  hypertrophy,  the  second  being 
the  primary  lesion.  The  treatment  under  the  hypertrophy  theory 
is  to  reduce  the  residue  of  the  food,  so  as  to  lessen  the  necessity 
of  functional  activity ;  to  wash  the  stomach  out,  apply  hot  com- 
presses over  the  stomach  and  give  sedatives.  Nutritive  injections 
and  rectal  feeding  are  to  be  used.  The  author  reports  two  cases 
treated  thus,  of  which  one  recovered  and  one  died. 

Impaired  Resonance  in  Normal  Children. — S.  McC.  Hamill 
(Arch,  of  Fed.,  Feb.,  1907)  claims  to  find  constantly  in  the  chests 
of  normal  infants  and  children  an  area  of  dullness  usually  under 
the  inner  third  of  the  left  clavicle  and  in  the  first  interspace  imme- 
diately below  this.  It  occasionallv  extends,  with  diminishing 
intensity,  as  far  out  as  the  midclavicular  line  and  down- 
ward to  blend  with  the  area  of  cardiac  dullness.  It  is  more 
difficult  to  detect  in  infants  than  in  older  children  and  persists 
through  childhood.  The  writer  explains  the  sign  by  assuming 
that  the  posterior  position  of  the  lung  in  early  life  brings  the  great 
vessels  into  more  intimate  contact  with  the  anterior  chest  wall. 
This  IS  not  entirely  satisfactory  in  the  cases  with  an  extensive 
area  of  dullness. 
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